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PREFACE. 

• 

This  book  is  a  treatise  on  the  application  of  differential  diagnosis 
to  all  the  main  signs  and  s3anptoms  of  disease.  It  aims  at  being  of 
practical  utility  to  medical  men  whenever  difficulty  arises  in  deciding 
the  precise  cause  of  any  particular  s5anptom  of  which  a  patient  may 
complain.  It  covers  the  whole  ground  of  medicine,  surgery, 
gynaecology,  ophthalmology,  dermatology,  and  neurology. 

WTiatever  the  disease  from  which  a  patient  is  suffering,  the  import- 
ance of  diagnosing  it  as  early  as  possible  can  hardly  be  over-rated. 
The  present  volume  deals  with  diagnosis  from  a  standpoint  which  is 
different  from  that  of  most  text- books,  having  been  written  in  response 
to  requests  for  an  Index  of  Diagnosis  as  a  companion  to  the  pub- 
lishers' Index  of  Treatment,  issued  in  1907.  The  book  is  an  index  in 
the  sense  that  its  articles  on  the  various  s5mfiptoms  are  arranged  in 
alphabetical  order ;  at  the  same  time  it  is  a  work  upon  differential 
diagnosis  in  that  it  discusses  the  methods  of  distinguishing  between 
the  various  diseases  in  which  each  individual  symptom  may  be 
observed.  Whilst  the  body  of  the  book  thus  deals  with  symptoms, 
the  general  index  at  the  end  gathers  these  together  under  the  headings 
of  the  various  diseases  in  which  they  occur. 

The  Editor  lays  particular  stress  upon  the  importance  of  using 
these  two  parts  of  the  book  together.  Unless  reference  is  made  freely 
to  the  general  index,  the  reader  may  miss  a  nimiber  of  the  places 
in  which  is  discussed  the  diagnosis  of  the  disease  with  which  he  has 
to  deal ;  for  while  each  symptom  is  considered  but  once,  each  disease 
is  likely  to  come  up  for  discussion  under  the  heading  of  each  of  its 
more  important  symptoms. 

The  guiding  principle  throughout  has  been  to  suppose  that  a 
particular  symptom  attracts  special  notice  in  a  given  case,  and  that 
the  diagnosis  has  to  be  established  by  differentiating  between  the 
various  diseases  to  which  this  symptom  may  be  due.  One  of  many 
difficulties  arising  during  the  construction  of  the  work  was  that  of 
deciding  where  to  draw  the  line  as  regards  symptoms  themselves. 
The  exclusion  of  many  borderline  headings  such  as  "  Dullness  at  the 
base  of  one  lung,"  "  Inability  to  breathe  through  the  nose,"  and 
various  signs  such  as  Romberg's,  Stellwag's,  von  Graefe's,  and  so 
forth,   may  perhaps  seem  arbitrary ;    but  reference  to  the  minor 
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symptoms  and  physical  signs  which  have  not  been  thought  suffi- 
ciently important  to  merit  separate  articles  will  be  found  in  the 
general  index  at  the  end  of  the  volume. 

Treatment,  pathology,  and  prognosis  are  not  dealt  with  except  in 
so  far  as  they  may  bear  upon  differential  diagnosis — the  employment 
of  sahcylates,  for  instance,  in  distinguishing  acute  rheumatic  from 
other  forms  of  arthritis ;  the  use  of  the  microscope  in  distinguishing 
malignant  neoplasms  from  inflammatory  or  other  tumours ;  the 
value  of  the  lapse  of  time  in  distinguishing  between  tuberculous  and 
meningococcal  meningitis. 

Coloured  plates  and  other  illustrations  have  been  introduced  freely 
wherever  it  was  thought  they  might  be  helpful  in  diagnosis.  Most  of 
them  are  original,  but  a  few  are  reproduced  from  other  sources, 
and  thanks  are  due  to  the  authors  and  pubhshers  who  have  kindly 
lent  them. 

So  far  as  the  Editor  is  aware,  although  there  exist  indices  of 
symptoms,  and  medical  works  in  which  various  maladies  are  discussed 
in  alphabetical  order,  the  present  Index  of  Differential  Diagnosis  of 
Main  S5miptoms  is  unique  in  medical  Uterature.  It  rests  with  the 
medical  profession  to  decide  whether  it  strikes  the  mark  at  which  it 
aims.  There  must  be  room  for  improvement  in  many  respects, 
notwithstanding  the  great  amount  of  time  and  labour  that  have 
been  bestowed  upon  it. 

However  this  may  be,  the  work  imdoubtedly  owes  much  of  what 
value  it  possesses  to  the  suggestions  and  kindly  help  of  the  many 
contributors  who  have  assisted  in  its  making ;  and  to  the  prac- 
titioners and  the  authorities  of  various  institutions  who  have 
generously  lent  the  material  for  many  of  the  illustrations.  Indeed, 
it  is  difficult  to  see  how  the  book  could  have  been  produced  in  its 
present  completeness  without  their  willing  collaboration  :  they  are 
eniunerated  elsewhere,  and  to  all  of  them  the  Editor  tenders  his 
sincere  thanks. 

Criticisms  and  suggestions  are  invited,  and  will  be  received  with 
gratitude  by  the  Editor, 

Herbert   French. 

62,  Wimpole  Street,  London,  W 
March,  1912. 
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ACCENTUATION  OF  HEART  SOUNDS.— It  often  happens  that,  without 
there  being  any  cardiac  bruit,  one  or  other  of  the  heart  sounds  is  much  louder 
than  it  ought  to  be.  Such  accentuation  generally  has  important  chnical  sig- 
nificance. Roughly  speaking,  it  is  the  first  sound  that  is  hkely  to  be  either 
accentuated  or  prolonged  at  the  impulse  ;  whilst  in  the  second  right,  or  second 
and  third  left  intercostal  spaces  close  to  the  sternum,  it  is  the  second  sound  that 
is  likely  to  be  accentuated  rather  than  the  first.  It  is  very  unusual  to  find  the 
first  sound  accentuated  at  the  base  or  the  second  sound  at  the  impulse,  unless 
there  is  at  the  same  time  still  greater  accentuation  of  the  first  sound  at  the 
impulse,  and  of  the  second  sound  at  the  base  respectively.  Hence  the  three 
conditions  under  which  accentuation  of  a  cardiac  sound  becomes  clinically 
important  are  :  (i)  When  the  second  sound  is  unduly  loud  in  the  second  right 
intercostal  space  close  to  the  sternum  ;  (2)  When  there  is  an  accentuation  of  the 
second  sound  with  maximum  intensity  in  the  second  or  third  left  intercostal  space 
close  to  the  sternum  ;  (3)  When  there  is  accentuation  of  the  first  sound  with 
maximum  intensity  at  or  near  the  impulse. 

Accentuation  of  the  second  sound  with  maximum  intensity  in  the  second 
right  intercostal  space  close  to  the  sternum  nearly  always  indicates  that 
the  systemic  blood -pressure  is  above  the  normal.  The  latter  can  only  be 
determined  with  certaint>'  by  actual  measurement  of  the  systemic  blood -pressure 
instrumentally.  The  causes  of  the  increase  will  probably  be  one  or  other  of  the 
following  : — 

Age. — Even  healthy  patients  over  forty  begin  to  show  a  slight  but  definite 
increase  of  Blood-pressure  {q.v.)  as  the  years  go  on.  In  people  over 
fifty,  therefore,  the  aortic  second  sound  begins  to  get  relatively  louder  than 
the  first. 

Arteriosclerosis  or  granular  kidney.  These  can  be  discussed  together,  because 
it  is  extremely  difficult  to  tell  where  the  one  ends  and  the  other  begins.  In 
t>oth  there  is  cardiac  hypertrophy,  increase  in  the  blood -pressure,  prolongation 
of  the  first  sound  at  the  impulse,  and  possibly  a  blowing  systolic  bruit  there,  a 
nns:in.!?  or  clanging  aortic  second  sound  which  may  ultimately  change  into  the 
diastolic  puff  of  slight  aortic  regurgitation,  albuminuria,  a  tendency  to  heart 
failure  as  time  goes  on,  with  all  its  concomitant  symptoms,  and  albuminuric 
retinitis.  It  is  sometimes  stated  that  the  accentuation  of  the  aortic  second  sound 
is  due  to  local  atheroma  ;  but  this  is  inaccurate,  for  atheroma  by  itself,  though 
it  may  easily  produce  an  aortic  systolic  bruit,  does  not  accentuate  the  second 
sound  ;  and  when  in  the  second  right  intercostal  space  there  is  a  soft  systolic 
D  1 
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bruit  replacing  the  first  sound,  and  a  clanging  second  sound,  the  former  indi- 
cates atheroma  of  the  aortic  valves,  and  the  latter  arteriosclerosis.  These  two 
absolutely  distinct  vascular  lesions  often  coincide  in  the  same  patient,  atheroma 
affecting  the  aorta,  and  the  coronary  and  cerebral  arteries,  whilst  arteriosclerosis 
affects  the  middle-sized  arteries,  especially  of  the  splanchnic  area.  There  is 
often  extensive  visceral  arteriosclerosis  when  the  radial  artery  does  not  feel 
abnormal  to  the  fingers. 

Accentuation  of  the  second  sound  with  maximum  intensity  in  the  second 
or  third  left  intercostal  space  close  to  the  sternum,  generally  spoken  of  as 
accentuation  of  the  pulmonary--  second  sound,  indicates  a  higher  pressure  than 
there  should  be  in  the  pulmonary  circulation,  except  in  children,  in  whom  it  is 
not  uncommon  to  find  the  pulmonary  second  sound  normally  much  louder 
than  the  aortic.  The  most  important  cause  of  pathological  accentuation  of 
the  pulmonary  second  sound  is  disease  of  the  mitral  valve  ;  it  occurs  more 
markedly  with  mitral  stenosis  than  with  mitral  regurgitation.  It  may  sometimes 
be  a  marked  feature  of  the  latter,  whether  due  to  organic  changes  in  the  mitral 
valve  itself,  or  secondary  to  dilatation  of  the  otherwise  normal  orifice  as  the 
result  of  heart  failure  from  aortic  disease,  myocardial  degeneration,  arterio- 
sclerosis, or  granular  kidney.  Sometimes,  instead  of  accentuation  of  the 
pulmonary  second  sound,  the  latter  may  be  reduplicated ;  the  significance  of  its 
reduplication  is  identical  with  that  of  its  accentuation,  the  probable  reason  for 
the  redupUcation  being  that  when  the  pressure  in  the  pulmonary  circulation  is 
relatively  very  much  above  the  normal,  the  pulmonary  semilunar  valves  close 
sooner  than  the  aortic,  the  first  part  of  the  reduplicated  second  sound  being  due 
to  closure  of  the  pulmonary  valves,  whilst  its  second  part  is  due  to  closure  of 
the  aortic  valves. 

The  cause  of  an  accentuated  or  reduplicated  pulmonary  second  sound  will 
generally  be  obvious  if  the  other  cardiac  physical  signs  are  observed  carefully  ; 
one  way  in  which  it  may  have  particular  significance  is  in  distinguishing 
between  old  and  recent  changes  in  the  mitral  valves  ;  when,  for  instance, 
a  systoUc  and  mid-diastolic  bruit  at  the  impulse  are  due  to  recent  endocarditis 
which  may  possibly  clear  up,  there  is  verj'  much  less  accentuation  of  the 
pulmonary  second  sound  than  there  would  be  if  the  same  bruits  were  due  to 
mitral  stenosis  and  regurgitation  due  to  old  fibrotic  changes.  The  greater  the 
accentuation  of  the  pulmonary  second  sound,  the  greater  the  mitral  leakage 
or  obstruction. 

Accentuation  ot  the  first  sound  at  the  impulse  may  have  one  or  other  of  two 
entirely  different  characters  ;  it  may  be  an  accentuation  of  very  short  duration, 
difficult  to  describe  in  words,  though  obvious  enough  when  heard,  and  often 
spoken  of  as  a  "  slapping  "  first  sound  at  the  impulse  :  this  is  one  of  the  most 
characteristic  physical  signs  in  many  cases  of  mitral  stenosis.  It  may  occur 
when  there  is  neither  a  presystohc  nor  a  mid-diastolic  bruit,  though  even  when 
there  is  a  bruit  the  slapping  character  of  the  first  sound  is  still  to  be  distinguished. 
When  there  is  failure  of  compensation  in  a  mitral  case,  the  driving  power  of  the 
heart  may  become  so  feeble  that  bruits  are  no  longer  audible,  and  the  heart's 
action  is  quite  irregular  ;  in  such  cases,  the  occurrence  of  this  slapping  character 
of  the  first  sound,  clearly  audible  here  and  there  in  an  otherwise  tumbling 
rhythm,  is  highly  suggestive  of  mitral  stenosis. 

The  second  variety  of  accentuation  of  the  first  sound  at  the  impulse  consists 
in  its  being  very  much  longer  than  it  ought  to  be — a  marked  prolongation  of  the 
first  sound  as  distinct  from  there  being  any  bruit.  This  prolongation  is  obvious 
enough  when  heard.  It  indicates  that  there  is  considerable  hv^rtrophy  of  the 
left  ventricle,  and  therefore,  in  the  absence  of  bruits,  nearly  always  points  to  a 
high  blood-pressure  such  as  results  from  either  arteriosclerosis,  granular  kidney. 
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or  the  two  combined  ;  it  is  repeatedly  met  with  in  cases  in  which  there  is 
accentuation  of  the  aortic  second  sound  at  the  same  time.  In  a  person  of 
middle  age  or  over,  in  whom  there  is  a  prolonged  first  sound  at  the  impulse 
— sometimes  spoken  of  as  a  "  lumpy  "  first  sound — ^and  a  clanging  aortic 
second  sound,  with  or  without  Albuminuria  (q.v.),  a  diagnosis  of  arterio- 
sclerosis or  of  granular  kidney  is  very  probably  correct,  and  instrumental 
determination  of  the  blood  -  pressure  will  generally  show  that  it  has  risen 
from  the  normal  120-150  mm.  Hg  to  something  between  200  and  300  mm. 
Hg,  or  even  more. 

It  is  noteworthy  that  transient  accentuation  of  the  first  sound  at  the  impulse 
may  occur  in  nervous  young  patients  examined  while  their  hearts  are  acting 
rapidly ;  it  vanishes  in  a  few  minutes  when  the  patient  becomes  less  nervous 
and  the  heart  slower.  The  phenomenon  is  common  in  connection  with  life 
insurance  examinations.  Herbert  French. 

ACCOUCHEUR'S  HAND. — Accoucheur's  hand  is  seen  most  characteristically 
in  tetany  (Fig.  i),  though  it  may  also  occur  in  a  few  cases  of  other  spasmodic 
neuro-muscular  affections  such  as 
athetosis.  In  a  typical  case,  the 
attitude  of  the  fingers  is  almost 
pathognomonic.  There  is  full  ex- 
tension of  all  the  fingers  and  of 
the  thumb  at  the  interphalangeal 
joints,  the  four  fingers  are  adducted 
firmly  towards  the  middle  finger,  so 
as  to  form  a  cone,  they  are  semi- 
flexed at  the  me tacarpo -phalangeal 
joints,  and  the  thumb  is  strongly 
adducted  and  opposed  to  the  cone 
of  which  the  middle  finger  forms  the  apex,  or  else  into  the  palm  of  the 
hand. 

The  spasmodic  muscular  contraction  seldom  ceases  here,  but  generally  affects 
the  rest  of  the  arm  also,  the  wrist  being  strongly  flexed  and  abducted 
towards  the  ulnar  side.  The  elbow  is  flexed  to  a  right  angle,  and  the  arm 
inwardly  rotated  and  adducted  so  as  to  lie  in  contact  with  the  trunk.  The 
affection  is  symmetrical.  The  feet  and  ankles  are  apt  to  show  similar 
spasmodic  contractions,  the  ankle  being  fully  plantar-flexed,  the  toes  and 
the  distal  half  of  the  feet  being  inwardly  rotated,  the  knees  rigidly  extended, 
and  generally  the  thighs  also.  The  contractions  may  be  limited  to  the 
hands  and  feet — the  so-called  carpo-pedal  spasm — especially  in  the  tetany 
of  young  children  suffering  from  rickets,  or  from  gastro-intestinal  disorder 
such  as  diarrhoea. 

\\'hen  adults  are  affected,  the  symptoms  spread  from  the  limbs  to  the 
trunk,  the  whole  body  being  kept  rigidly  extended,  the  paroxysms  lasting 
from  a  few  minutes  to  many  hours,  and  recurring  for  days,  weeks,  or  even 
months.  So  far  as  the  tetany  itself  is  concerned,  recovery  is  invariable, 
though  the  patient  may  sometimes  succumb  to  the  associated  malady,  tetany 
itself  generally  being  not  a  primary  disease  but  a  complication  of  gastric 
ulcer,  gastrectasis,  colitis,  intestinal  fermentation  or  putrefaction,  thyroidectomy, 
or  pregnancy.      The  diagnosis  is  seldom  difficult. 

One  remarkable  feature  of  the  case  is,  that  in  the  intervals  between  the 
spasms,  if  the  upper  arm  is  firmly  grasped  between  the  observer's  two  hands, 
and  the  pressure  maintained,  the  hand  and  wrist  may  be  forthwith  sent  into 
the  t>'pical  spasm,  a  sign  described  as  Trousseau's.  Herbert  French. 
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ACBTONURIA. — This  term  denotes  the  occurrence  of  acetone  in  the  urine  in 
amounts  to  be  detected  by  ordinary  clinical  tests.  In  practice  the  laboratory 
method  of  distilling  a  quantity  of  urine  to  get  a  concentrated  solution  of  any 
acetone  that  may  be  present  takes  too  long,  and  yet  without  distillation  it  is 
difficult  to  apply  the  iodoform  tests  for  acetone.  An  easier  and  more  useful  plan 
is  Legal' s  nitroprusside  test,  or  Rothera's  modification  of  it.  Legal's  test 
consists  in  taking  5  c.c.  of  urine  in  a  test-tube,  adding  a  few  drops  of  liquor  sodae, 
then  a  few  drops  of  fresh  nitroprusside  solution  made  by  dissolving  a  crystal  or 
two  of  this  salt  in  ordinary  water,  and  finally  acidifying  with  strong  acetic 
acid.  The  liquor  sodac  causes  no  change  of  colour,  or  at  most  an  opalescence 
from  the  precipitation  of  phosphates  ;  the  sodium  nitroprusside  produces  a  red 
or  reddish-brown  colour  in  almost  all  urines  owing  to  the  presence  of  creatinine ; 
if  the  red  colour  is  due  to  creatinine  only,  it  is  discharged  on  adding  acetic 
acid,  whereas  the  latter  in  the  case  of  acetone  deepens  the  red  into  a  rich 
burgundy  that  is  unmistakable. 

Rothera's  modification  of  this  test  consists  in  adding  a  few  drops  of  fresh 
nitroprusside  solution  to  5  c.c.  of  urine,  liquor  ammoniae  till  the  mixture  is 
decidedly  alkaline,  and  then  ammonium  sulphate  crystals  in  excess  ;  as  the 
solution  becomes  saturated  with  the  latter,  a  colour  like  that  of  potassium 
permanganate  develops  if  acetone  is  present,  the  maximum  being  reached  in 
about  fifteen  minutes. 

Acetone  is  often  associated  with  diacetic  acid,  oxybutyric  acid,  and  amido- 
oxybutyric  acid  ;  the  detection  of  these,  however,  affords  no  clinical  information 
that  is  not  afforded  by  the  acetone  alone,  so  that  it  generally  suffices  to  test 
for  the  latter,  and  possibly  for  diacetic  acid  also.  The  tests  for  the  butyric 
acids  are  difficult.  When  these  substances  are  being  produced,  the  patient  is 
said  to  be  suffering  from  acidosis^  the  result  of  unnatural  metabolism.  Aceton- 
uria  is  indeed  the  chief  practical  evidence  of  acidosis.  It  occurs  in  the  most 
extreme  degree  in  certain  cases  of  diabetes  mellitus  ;  indeed,  from  the  point  of 
view  of  prognosis  all  cases  of  glycosuria  may  be  divided  broadly  into  two  classes, 
namely,  those  with,  and  those  without,  acetonuria.  The  same  patient  may, 
of  course,  be  passing  acetone  in  his  urine  at  one  time  and  not  at  another ;  the 
prognosis  is  always  graver,  however,  when  acetone  is  present,  for  it  is  the  acidosis 
that  causes  the  serious  results  of  diabetes  and  glycosuria.  A  patient  without 
acetonuria  is  in  no  immediate  danger  of  coma,  whereas,  when  acetone  is  present 
as  well  as  sugar,  coma  may  supervene  at  any  time.  Broadly  speaking,  once 
glycosuria  has  been  diagnosed,  it  is  more  important  to  test  the  urine  for  acetone 
from  time  to  time  than  it  is  for  sugar,  and  that  treatment  which  reduces  the 
acetone  to  a  minimum  is,  generally  speaking,  doing  most  good,  whatever 
quantities  of  sugar  may  be  pas  ed. 

Acetonuria  may  occur,  however,  without  any  glycosuria,  and  it  is  important 
to  remember  that  even  a  healthy  person  who  is  starved  of  carbohydrate  food 
is  apt  to  pass  acetone  and  diacetic  acid  in  the  urine.  This  explains  why  it  is 
that  acetonuria  occurs  in  such  conditions  as  gastric  ulcer  ;  gastric  carcinoma  ; 
gastrectasis  ;  oesophageal  stenosis  ;  intestinal  obstruction  ;  cachexia,  whether 
tuberculous,  malignant,  syphilitic  or  malarial ;  in  cases  of  persistent  vomiting 
of  pregnancy  ;  uraemia  ;  severe  migraine  ;  infantile  diarrhoea  and  vomiting  ; 
and  probably  in  many  other  conditions  in  which  there  is  either  actual  or  virtual 
starvation.  The  same  applies  to  surgical  operations  under  anaesthetics — the 
patient  is  often  starved  beforehand,  and  may  then  be  persistently  sick  after- 
wards ;  almost  all  patients  who  have  been  under  a  general  anaesthetic  for  any 
length  of  time  have  acetonuria,  and  in  some  the  acidosis  increases  instead  of 
being  transient,  this  being  to  a  large  extent  the  pathology  of  so-called  delayed 
chloroform  poisoning. 
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The  chief  importance  of  acetonuria  therefore  from  a  diagnostic  point  of  view 
lies,  not  so  much  in  distinguishing  one  disease  from  another,  as  in  detecting 
the  existence  of  acidosis.  The  importance  of  this  from  the  point  of  view  of 
prophylaxis  and  treatment  will  be  obvious  when  it  is  remembered  that  acidosis 
does  not  occur  until  the  liver  and  tissues  have  lost  their  glycogen,  and  that 
glycogen  storage  depends  largely  upon  the  ingestion  of  carbohydrates  either 
by  the  mouth,  the  rectum,  or  hypodermically.  Herbert  French. 

ACIDOSIS. — (See  Acetonuria.) 

ACROPARESTHESIA. — (See  Sensation,  Abnormalities  of.) 

ALBUIDNURIA. — This  term  is  used  to  denote  the  passage  in  the  urine  of 
proteid  that  is  coagulable  on  boiling.  More  than  one  substance  is  included  in 
the  word  albumin  in  this  sense,  and  there  are  varying  proportions  of  serum 
albumin  and  serum  globulin  in  different  cases.  So  variable  may  be  the  relative 
amounts  of  these,  not  only  in  different  diseases,  but  also  in  different  cases  of  the 
same  disease,  and  in  the  same  patient  at  different  times,  that  there  is  little  useful 
clinical  information  to  be  obtained  by  dealing  with  the  albumin  and  the  globulin 
separately,  at  any  rate  so  far  as  present  knowledge  goes.  Nucleo-proteid  or 
nucleo-albumin  (q.v.)  comes  in  quite  a  different  category. 

Although  a  large  number  of  different  tests  for  albumin  have  been  devised  and 
advocated,  for  clinical  purposes  there  is  little  need  to  trouble  about  more  than 
the  two  common  ones,  namely  the  acetic  acid  and  boiling,  and  the  cold  nitric  acid 
tests.  It  is  true  that  each  of  these  has  fallacies ;  but  the  latter  are  not  common 
to  both,  and  therefore,  if  there  is  any  doubt  in  the  interpretation  of  one  of  the 
two  tests,  it  can  readily  be  confirmed  or  otherwise  by  the  other.  It  is  alleged 
that  more  delicate  tests  exist,  but  there  is  such  a  thing  as  too  great  delicacy  in 
a  clinical  method.  One  does  not  want  to  find  albumin  in  minute  traces  where 
it  does  not  matter ;  and  it  seldom  matters  until  its  amount  is  sufficient  to  give 
both  the  common  tests. 

The  Aeetle  Aeid  and  Boiling  Test. — A  test-tube  three  parts  full  of  urine— cleared 
if  need  be  by  filtration — is  held  by  its  lower  end,  whilst  its  upper  part  is  carefully 
heated  to  boiling  point.  It  is  best  not  to  add  any  acetic  acid  before  boiling 
unless  the  specimen  is  distinctly  alkaline,  in  which  case  it  may  be  just  acidulated 
with  a  drop  of  acetic  acid.  After  boiling,  the  tube  should  be  held  in  a  good 
surface-light  against  a  dark  background,  such  as  the  sleeve  of  one's  coat ;  any 
opalescence  will  be  obvious  at  once,  and  there  may  be  a  dense  white  cloud. 
Except  in  very  rare  cases  of  Bence- Jones'  albumosuria  (p.  21),  this  cloud  will 
be  due  to  one  or  more  of  three  things,  namely,  calcium  and  magnesium  phosphate, 
calcium  carbonate,  or  coagulated  albumin.  One,  two,  or  more  drops  of  acetic 
acid  solution  (B.P.)  are  now  added  ;  if  the  cloud  disappears  entirely,  quickly, 
and  at  once,  it  was  due  to  earthy  phosphates,  and  no  albumin  is  present ;  if  it 
disappears  entirely  but  with  brisk  effervescence,  the  latter  is  due  to  calcium 
carbonates  amongst  the  phosphates,  and  no  albumin  is  present ;  if,  on  the  other 
hand,  the  cloud  clears  up  but  partially,  or  remains  unaltered,  or  actually  increases 
and  becomes  more  flocculent,  albumin  is  almost  certainly  present.  There  is 
only  one  serious  fallacy  remaining,  and  that  is  in  regard  to  nucleo-proteid  ;  this 
is  precipitated  by  acetic  acid,  and  it  is  possible  for  a  cloud  of  phosphates  to  be 
cleared  up  by  the  latter  and  yet  for  a  faint  cloud  of  nucleo-proteid  to  come  down 
in  the  place  of  the  phosphates  in  such  a  way  as  to  suggest  that  the  original 
cloud  was  not  wholly  soluble  in  the  acid,  and  therefore  that  albumin  is  present 
when  it  is  not.  There  are  three  ways  of  obviating  this  source  of  fallacy  :  the 
first  is  to  add  a  single  drop  of  dilute  non-fuming  nitric  acid  to  the  suspicious 
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cloud  that  remains  after  the  addition  of  acetic  acid  ;  if  it  is  due  to  albumin  it 
will  persist  or  even  increase,  whilst  if  it  is  due  to  nucleo-proteid  the  nitric  acid 
will  disperse  it ;  the  second  is  to  perform  the  cold  nitric  acid  test  for  albumin 
as  described  below — nucleo-proteid  will  not  give  a  definite  localized  white  ring 
with  it ;  and  thirdly,  a  control  test  may  be  done,  acetic  acid  being  added  to 
another  specimen  of  the  urine  without  boiling,  and  the  cloud  due  to  any 
nucleo-proteid  present  compared  with  the  cloud  in  the  acidulated  and  boiled 
specimen.  ,  *     * 

Heller's  Cold  Nitric  Add  Test. — About  an  inch  and  a  half  of  urine  is  poured 
into  a  test-tube,  the  latter  is  held  much  inclined,  and  colourless  nitric  acid  is 
allowed  to  flow  gently  down  the  side,  until  about  one-third  as  much  as  the  urine 
has  been  added.  The  nitric  acid  is  heavier  than  urine  and  goes  to  the  bottom  ; 
if  albumin  is  present  a  white  ring  forms  at  the  junction  of  the  two  fluids.  Some 
prefer  to  pour  the  nitric  acid  into  the  test  tube  first  and  then  to  add  the  urine 
carefully  with  a  pipette.  It  is  important  not  to  shake  the  tube,  or  the  nitric 
acid  and  urine  will  mix,  and  there  will  be  no  definite  line  of  junction  between 
them.  Fuming  nitric  acid  must  be  avoided,  because  the  nitrous  oxide  fumes 
cause  decomposition  of  the  urea,  and  the  resultant  bubbles*  mix  the  fluids  ; 
sometimes  there  is  bubbling  even  when  the  nitric  acid  is  colourless,  in  which  case 
this  is  due  to  CO.^  set  free  from  carbonates.  The  test  is  very  delicate  ;  if  any 
large  quantity  of  sdbumin  is  present,  the  ring  appears  at  once ;  if  there  is  only  a 
trace,  the  white  ring  may  not  appear  for  a  little,  and  the  tube  should  be  set  aside 
and  looked  at  again  in  a  few  minutes.  Broadly  speaking,  it  takes  three 
minutes  for  it  to  develop  when  the  amount  of  albumin  is  i  part  in  30.000. 
This  test  is  open  to  more  fallacies,  however,  than  the  acetic  acid  and  boiling 
test,  so  that  the  nitric  acid  test  should  not  be  trusted  to  alone,  unless  it  is 
negative.  In  concentrated  urines  it  is  common  to  get  a  dark-brown,  reddish- 
brown,  or  violet-brown  ring  of  colour  at  the  junction  ;  this  is  nothing  to  do 
with  albumin  ;  it  is  generally  most  marked  in  cases  of  Indicanuria  (q.v.). 
White  rings,  more  or  less  like  that  due  to  albumin,  may  also  be  due  to  any 
of  the  following  : — 

1.  Resin. — If  the  patient  is  taking  copaiba  resin,  or  other  similar  drug,  enough 
of  the  resin  may  be  excreted  in  the  urine  to  form  a  diffuse  white  cloud  above  the 
nitric  acid.  This  source  of  fallacy  is  best  avoided  by  bearing  it  in  mind,  and 
checking  the  nitric  acid  test  by  the  heat  test ;  this  latter  safeguard  applies  to 
all  cases  of  suspected  albuminuria. 

2.  Albumoses. — These  generally  occur  in  association  with  albumin  ;  should 
they  occur  alone,  the  ring  will  disappear  with  warming,  to  reappear  with  cool- 
ing, and  there  will  be  no  cloud  with  the  heat  test. 

3.  Bence-Jones'  Albumose. — This  occurs  without  albumin,  gives  a  ring  with 
nitric  acid  that  disappears  on  warming,  to  reappear  on  cooling  ;  with  the  heat 
test,  a  dense  cloud  appears  about  60°  C,  to  disappear  on  further  heating  to 
boiling-p)oint. 

4.  Nucleo-albumin. — The  ring  with  this  is  not  in  contact  with  the  nitric  acid, 
but  higher  up,  and  diffuse  ;  it  may  be  a  real  difficulty  in  diagnosis  from  albu- 
min, for  it  is  also  precipitated  by  acetic  acid,  and  may  therefore  give  a  cloudi- 
ness with  the  boiling  test  (see  above). 

5.  Urates. — These  may  form  a  cloud  near  the  nitric  acid  if  the  urine  is  very 
concentrated  ;  the  cloud  will  disappear  on  gentle  warming,  to  reappear  on 
cooling,  so  that  it  may  also  be  mistaken  for  albumose ;  the  fallacy  may 
be  avoided  by  diluting  the  urine  with  plain  water  before  the  nitric  acid  test 
is  employed. 

6.  Urea  nitrate. — If  the  urine  contains  a  large  percentage  of  urea,  a  crystalline 
deposit  of  urea  nitrate  may  form  at  the  junction  ;  as  a  rule,  the  crystalline  nature 
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of  the  ring  is  obvious  on  inspection ;  but  in  case  of  doubt  the  urine  should  be 
diluted  and  the  test  repeated. 

It  does  not  matter  which  test  is  most  relied  upon  when  the  result  is 
negative  ;  but  before  the  positive  deduction  that  a  urine  contains  albumin  is 
drawn,  both  the  acetic  acid  and  boiling,  and  the  cold  nitric  acid  tests,  should 
be  positive. 

In  arriving  at  a  diagnosis  of  the  precise  cause  of  albuminuria  in  any  given  case, 
it  is  essential  that  a  microscopical  examination  of  the  centrifugalized  deposit  from 
thi  urine  should  be  made.  Whatever  else  may  be  found,  the  first  question  to  be 
answered  is  :  Are  renal  tube-casts  present,  as  well  as  albumin,  or  not  ?  All 
cases  of  albuminuria  may  be  divided  into  two  main  groups,  namely  :  (I.)  Cases 
mth  renal  tube-casts  ;    (II.)  Cases  without  renal  tube-casts. 

Renal  Tube-easts. — WTien  one  speaks  of  renal  tube-casts  in  this  respect, 
however,  one  has  to  bear  in  mind  the  fact  that  modem  methods  of  centrifugalizing 
with  electrically-driven  machinery  have  reached  so  high  a  degree  of  perfection, 
that  hardly  anything  that  a  given  specimen  of  urine  contains  escapes  detection  ; 
technique  has  become  almost  too  perfect ;  for  when  clinical  methods  become  too 
delicate  they  begin  to  lose  some  of  their  clinical  value.  The  result,  in  connection 
with  casts,  is  that  even  in  a  great  many  normal  urines  an  occasional  renal 
tube-cast  and  an  occasional  red  blood  corpuscle  are  found ;  therefore,  when  one 
speaks  of  cases  of  "  albuminuria  with  tube-casts,"  one  means  "  with  enough 
renal  tube-casts  to  be  pathological."  The  observer  learns  from  previous 
experience  to  know  when  the  "  occasional  "  tube-cast  is  inside  or  outside  tke 
normal  limits.  More  than  one  examination  may  be  required,  and  the  urine 
should  be  as  fresh  as  possible,  for  casts  disintegrate  on  standing,  especially  in 
hot  weather  and  in  alkaline  urines. 

Renal  tube-casts  are  of  various  sorts  {Plate  I),  and  a  certain  amount  of  help 
can  be  derived  from  a  knowledge  of  the  particular  kinds  of  casts  present  in  a 
l^iven  case.  Their  matrix  or  foundation  is  a  structureless  material  whose  origin 
IS  obscure,  though  thought  to  be  due  to  some  kind  of  proteid  coagulation.  Some- 
times the  casts  consist  of  this  structureless  matrix  only,  and  according  as  they 
are  then  less  or  more  highly  refractile,  they  are  spoken  of  as  hyaline  casts  or  waxy 
casts  respectively.  The  hyaline  form  is  commoner  than  the  waxy,  but  neither  is 
characteristic  of  any  particular  disease.  Embedded  in  the  hyaline  matrix  there 
may  be  various  substances  or  structures ;  and  according  to  the  main  features 
of  the  embedded  substances,  the  casts  receive  different  descriptive  names.  If 
renal  epithelial  cells  predominate,  the  cast  is  called  an  epithelial  cast ;  if  leucocytes 
or  pus  corpuscles,  a  leucocytic  cast ;  if  red  blood  corpuscles,  a  blood  cast ;  if 
bacteria,  bacterial  casts  ;  if  fat  globules,  probably  derived  from  degenerated 
renal  cells  or  leucocytes,  fatty  casts  ;  if  non-fatty  granular  debris,  granular  casts. 
It  is  not  at  all  uncommon  to  find  a  long  cast  which  in  one  part  is  simply  hyaline, 
at  one  end  is  granular,  and  at  the  other  epithelial — a  mixed  cast.  Upon  the 
whole  one  may  say  that  the  hyaline  cast  occurs  in  all  forms  of  nephritic  conditions, 
whether  acute  or  chronic ;  that  epithelial  and  leucocytic  casts  indicate  active 
catarrh  ;  that  granular  casts  tend  to  occur  along  with  epithelial  casts,  but  that 
when  they  occur  alone  or  in  association  with  hyaline  casts,  they  are  evidence  of 
at  least  less  acute  mischief  than  are  epithelial  casts,  whilst  fatty  casts  come 
between  the  two.  Blood  casts  may  occur  in  almost  any  variety  of  renal 
haemorrhage,  and  by  themselves  they  are  not  evidence  of  inflammation, 
though  in  association  with  other  casts  they  indicate  very  acute  inflammatory 
changes. 
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I. — Albuminuria  with  Renal  Tube-Casts. 

When  it  has  been  decided  that  there  are  a  pathological  number  of  renal  tube 
casts  as  well  as  albumin  in  the  urine,  it  is  almost  certain  that  there  is  an  inflam- 
matory lesion  of  the  kidney.  The  next  step  in  the  diagnosis  is  to  decide  by 
microscopical  examination  whether  pus  is  present  also  ;  in  other  words,  the 
cases  may  be  subdivided  into  two  main  sub-groups,  namely  :  (A)  Albuminuria 
with  renal  tt{be-casts  without  obvious  pus  ;  and  (B)  Albuminuria  with  renal  tube 
casts  and  obvious  pus.  There  are,  of  course,  a  few  border-line  cases  in  which 
leucocytes  are  present  in  excess,  and  yet  not  in  sufficient  numbers  to  constitute 
pus.  There  will  generally  be  other  points  about  such  a  case  that  will  lead  one 
to  decide  whether  it  comes  rather  in  the  pyuric  or  in  the  apyuric  group.  The 
differential  diagnosis  of  the  former  is  discussed  under  Pyuria,  so  that  it  only 
remains  here  to  discuss  : — 

(A)  The  differential  diagnosis  of  albuminuria  with  tube-casts  without  obvious  pus. 
The  causes  of  this  condition  may  be  classified  as  follows  : — 

1.  The  various  forms  of  Bright *s  Disease  : — 

(a)  A  primary  acute  nephritis.  — 

(6)  An  acute  exacerbation  upon  an  underlying  chronic  nephritis. 
{c)  Chronic  nephritis  of  young  people  : — 

(i).  Arising  out  of  a  known  attack  of  acute  nephritis. 

(ii).  Arising  without  any  known  previous  attack  of  acute  nephritis. 

(iii).  Chronic  nephritis  of  old  people — cirrhosis  of  the  kidneys. 

iv).  Arteriosclerosis. 

(v).  Cystic  disease  of  the  kidneys.  .^ 

2.  Nephritis  of  Pregnancy. 

3.  Chronic  Ascending  Nephritis,  leading  to  scarred  contracted*  kidneys,  the 
result  of : — 

(a).  Obstruction  to  outflow  by  : — 
(i).  Urethral  stenosis, 
(ii).  Enlarged  prostate, 
(iii).  Displacement  of  the  womb. 

(iv).  Fibromyoma,  ovarian  cyst,  or  other  pelvic  tumour, 
(v).  Pregnancies. 

(vi).  Undue  mobility  of  the  kidney  and  kinking  of  the  ureter, 
(vii).  Rarities,  such  as  abdominal  aneurysm  obstructing  a  ureter. 
(6).  Irritation  ascending  from  the  pelvis  of  the  kidney,  the  result  especially  , 
of  calculus,  but  also  sometimes  of  chronic  tuberculous  lesions. 

4.  Lardaceous  Disease  of  the  Kidneys. 

5.  Infarction  of  the  Kidneys,  especially  when  the  result  of  embolism  in  cases 
of  fungating  endocarditis  ;  but  also  due  to  thrombosis,  as  in  some  blood  diseases. 

6.  Thrombosis  of  the  inferior  vena  cava  involving  the  renal  veins. 

7.  New  Growth  of  the  Kidney,  some  cases. 

In  many  instances  the  diagnosis  soon  becomes  obvious,  but  in  some  there  may 
be  great  difficulty.  The  two  following  cases  may  serve  to  indicate  how  such 
difficulties  may  arise  : 

A  patient  of  middle  age,  who  had  not  been  strong  for  a  long  time,  began  to 
suffer  from  oedema  of  the  ankles,  which  rapidly  increased  and  spread  to  her 
back,  genital  organs,  thighs,  and  legs.  She  did  not  see  a  doctor  at  once  ;  but 
within  a  few  days  her  abdomen  began  to  swell,  and  she  began  to  pass  very 
little  water,  and  what  she  did  pass  was  the  colour  of  blood.  Upon  examina- 
tion the  urine  had  a  specific  gravity  of  1030,  and  was  loaded  with  albumin  and 
blood  ;  whilst  microscopically  there  was  an  abundance  of  red  corpuscles,  renal 
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epithelial  cells,  leucoc>'tes.  and  epithelial,  fatty,  granular,  and  tlood  casts, 
without  pus,  crystals,  or  bacteria.  It  seemed  almost  obvious  that  she  must  be 
suffering  from  acute  Bright's  disease  ;  but  there  was  no  oedema  of  the  eyelids, 
and  there  was  definite  enlargement  of  the  left  supraclavicular  lymphatic  gland  ; 
the  discovery  of  the  latter  led  to  a  very  careful  examination  for  malignant 
disease  ;  and  a  latent  and  quite  unsuspected  carcinoma  of  the  rectum  was  dis- 
covered. The  diagnosis  was  carcinoma  recti,  secondary  deposits  in  the  retro- 
peritoneal glands,  obstruction  and  thrombosis  of  the  inferior  veuev  cava  and  of 
the  renal  veins,  with  consequent  albuminuria,  hematuria,  and  renal  tube-casts 
from  asphyxial  nephritis,  simulating' acute  Bright's  disease. 

Another  case  was  that  of  a  girl  of  i6,  who  began  to  suffer  from  increasing 
anaemia,  shortness  of  breath,  oedema  of  her  ankles  and  face,  and  slight  pyrexia. 
The  heart  seemed  to  be  a  little  enlarged,  and  there  were  soft  systolic  bruits  that 
were  regarded  as  secondary  to  the  anaemia.  The  urine  contained  blood  and 
albumin,  with  renal  epithelial  cells  and  tube-casts  in  abundance.  Ascites 
developed,  with  increasing  general  oedema  ;  there  were  also  retinal  haemor. 
rhages  and  neuro-retinitis.  The  diagnosis  of  acute  nephritis,  however,  was 
only  in  small  degree  correct ;  for  she  was  really  suffering  from  malignant 
endocarditis  of  a  subacute  type,  the  nephritis  being  due  to  infected  emboli 
of  the  kidney  producing  inflammatory  changes  around  multiple  renal  infarcts. 

These  two  cases  will  serve  to  show  how  it  may  be  impossible  to  arrive  at  a 
correct  diagnosis  except  by  a  thorough  examination  of  all  the  systems,  by  watch- 
ing the  case  carefully,  and  by  repeating  the  full  systemic  examination  at  intervals. 
We  will  now  deal  with  the  main  headings  in  the  above  table  in  their  reversed 
order. 

If  there  b  New  Growth  in  a  kidney  the  number  of  renal  tube-casts  is  likely  to 
be  small  ;  sooner  or  later  a  microscopic  fragment  of  new  growth  will  probably 
be  detected  in  the  centrifugalized  urinary  deposit.  Albuminuria  will  not  be 
extreme  unless  the  renal  veins  and  the  inferior  vena  cava  become  involved,  the 
same  applying  also  to  the  oedema  of  the  legs  and  trunk  ;  haematuria  is  likely  to 
occur  at  intervals,  the  attacks  being  separated  by  many  weeks  sometimes,  and 
being  relatively  painless  ;  there  may  be  an  increasing  renal  tumour  ;  cystoscopic 
examination  may  show  the  blood-stained  urine  (see  Plate  T,  Fig.  A)  to  be  coming 
from  one  ureter  only  ;  and  finally,  when  suspicion  of  new  growth  has  been 
aroused,  laparotomy  may  be  indicated  and  the  diagnosis  thereby  confirmed. 

Thrombosis  of  the  Renal  Veins  and  Inferior  Vena  Cava  has  been  referred  to 
above,  as  a  condition  that  may  simulate  acute  nephritis.  Points  to  lay  stress  on 
in  aniving  at  the  diagnosis  are  :  (i)  To  make  a  very  careful  and  systematic 
examination,  including  that  of  rectum  and  vagina,  in  order  not  to  miss  anything, 
such  as  some  latent  growth  whose  secondary  deposits  are  obstructing  the 
veins  ;  (2)  To  enquire  carefully  into  the  history — a  great  many  cases  of  inferior 
vena  caval  thrombosis  are  due  to  extension  upwards  from  iliacj3[i_.§aphenous 
clots,  in  which  case  there  will  nearly  always  have  been  swelling  of  one  fcg 
only  to  start  with,  followed  later  by  extension  to  the  back  and  to  the  other  leg  ; 

(3)  To  note  that  although  the  oedema  of  the  legs  and  back  may  be  extreme, 
there  is  a  definite  upper  level  to  it.  and  no  swelling  of  the  eyelids  or  scalp  ;   and 

(4)  To  note  that  if  there  are  any  distended  or  varicose  veins  upon  the  abdominal 
wall  (see  Veins,  Varicose  Abdominal,  Plate  AT/),  the  blood-cunent  in  them 
has  become  reversed — to  being  from  below  upwards  instead  of  from  above 
downwards. 

Infarction  of  the  Kidneys  may  be  either  embolic  or  thrombotic.  By  far  the 
commonest  cause  of  embolic  renal  infarction  is  infected  or  fungating  endocarditis. 
Each  embolus  gives  rise  to  the  sudden  appearance  of  blood  in  the  urine  which 
may  have  contained  none  previously,  or  to  a  sudden  marked  increase  in  any 
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existent  haematuria  ;  there  may  or  may  not  have  been  a  sudden  pain  in  the 
back  at  the  same  time.  Around  each  infarct  there  develops  acute  nephritis,  so 
that  in  some  cases  all  the  characters  of  the  latter  malady  may  be  superposed 
upon  those  of  the  f ungating  endocarditis.  If  the  patient  is  already  known  to 
have  heart  disease,  the  diagnosis  is  easy  enough  ;  the  difficulties  arise  in  cases 
in  which,  notwithstanding  the  fungating  endocarditis,  there  is  no  bruit.  If 
fungating  endocarditis  is  suspected,  the  points  that  confirm  the  diagnosis  are : 
pyrexia,  which  may  be  of  any  type — though  absence  of  pyrexia  does  not  exclude 
the  disease  ;  enlargement  of  the  spleen  ;  cutaneous,  retinal,  or  other  haemor- 
rhages ;  •  progressive  anaemia  ;  definite  cardiac  bruits,  especially  if  the  latter 
at  any  time  undergo  any  radical  change  in  their  character,  such  as  becoming 
musical  instead  of  blowing,  or  vice  versa  ;  optic  neuritis  ;  and  multiple  embolism, 
for  instance,  in  the  brain,  spleen,  or  a  peripheral  artery.  There  is  no  marked 
leucocytosis  as  a  rule.  Venous  blood  may  be  cultivated  bacteriologically  as 
a  means  of  confirming  the  diagnosis. 

Thrombotic  infarcts  are  less  severe  in  their  effects  ;  they  may  produce  no 
haematuria  at  all,  and  the  albuminuria  may  be  slight,  and  unaccompanied  by 
tube-casts.  They  generally  arise  in  cachectic  conditions,  or  in  blood  diseases 
such  as  leukaemia  or  pernicious  anaemia,  in  which  cases  the  diagnosis  will  be 
arrived  at  on  other  grounds,  and  albuminuria  will  not  be  the  prominent  feature 
of  the  case. 

Lardaceous  Disease  of  the  Kidneys  used  to  be  common  enough  in  the  days 
of  septic  surgery,  but  it  is  decidedly  uncommon  now.  It  is  a  risky  diagnosis  to 
make,  therefore,  unless  there  is  some  obvious  cause  for  it,  such  as  long-standing 
suppuration  in  association  with  a  spinal,  hip-joint,  or  empyema  sinus,  bronchi- 
ectasis, phthisis  with  cavitation,  or  the  like  ;  or  else  clear  evidence  of  tertiary 
syphilis  of  the  viscera  with  cachexia.  There  is  nothing  characteristic  about  the 
urine,  although  statements  are  made  to  the  contrary.  In  the  earlier  stages 
there  may  be  but  a  trace  of  albumin  in  an  otherwise  normal  urine  ;  later,  the 
albumin  increases,  and  it  may  reach  very  large  amounts,  such  as  20  parts  per 
1000,  casts  being  very  few  in  proportion,  the  total  amount  of  urine  increased, 
its  colour  pale,  and  its  specific  gravity  low — 1005  to  1012  ;  later  still,  possibly 
as  the  result  of  a  superposed  nephritis,  the  amount  of  urine  falls  until  only  a 
few  ounces  may  be  passed  each  day,  of  high  colour  and  specific  gravity  1020 
to  1035,  loaded  with  albumin,  and  now  containing  hyaline,  waxy,  granular,  fatt>', 
and  epithelial  casts.  Lardaceous  casts  may  or  may  not  occur,  but  they  are 
not  diagnostic,  for  they  have  also  been  found  in  cases  of  nephritis  without 
lardaceous  disease,  hyaline  degeneration  of  the  renal  tissue  being  not  uncommon 
in  cases  of  chronic  nephritis.  Indeed,  the  diagnosis  of  lardaceous  kidney  resolves 
itself  into  one  of  guesswork  in  a  case  in  which  there  has  been  prolonged  suppura- 
tion or  severe  syphihs  to  give  rise  to  it,  and  in  which  there  may  be  smooth  firm 
enlargement  of  the  liver,  moderate  enlargement  of  the  spleen,  and  more  or  less 
severe  diarrhoea,  to  indicate  corresponding  lardaceous  change  in  the  other  organs 
that  are  generally  affected  at  the  same  time  as  the  kidneys. 

Clironic  Ascending  Nephritis  arises  from  precisely  the  same  causes  as  acute 
ascending  nephritis  or  surgical  kidney,  and  probably  results  from  recurrent  focal 
inflammations  which  heal,  each  leaving  behind  a  smaller  or  larger  scar ;  with 
the  result  that,  in  the  course  of  months  or  years,  the  kidneys  are  converted  into 
a  mass  of  irregular  fibrotic  scars,  which  together  produce  the  same  local  and 
general  changes  and  effects  as  are  to  be  found  in  cases  of  ordinary  red  granular 
contracted  kidney. 

This  is  not  always  kept  clearly  in  mind.  At  first  sight  it  might  seem  that 
there  could  be  little  connection  between  prolapsus  uteri  and  cerebral  haemor- 
rhage ;    but  the  latter  may  be  due  to  the  former,  by  the  following  sequence  of 
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events — the  displacement  of  the  womb  and  bladder  sometimes  produces  a  bend 
or  kink  in  the  ureters  a  short  distance  above  their  vesical  ends  ;  this  obstruction, 
persisting  for  years,  tends  to  produce  chronic  ascending  nephritis  ;  the  fibrotic 
changes  in  the  kidneys  that  result  from  this  may  lead  to  thickening  of  arterioles, 
high  blood -pressure,  and  hypertrophied  heart,  with  tendency  to  apoplexy,  just 
as  other  forms  of  granular  kidney  do.  It  is  true  that  this  sequence  of  events  is 
not  ver\'  common  ;  but  this  is  because  prolapse  of  the  uterus,  fortunately,  is  not 
generally  left  untreated  when  it  is  of  sufficient  degree  to  cause  the  ureteral 
obstruction  referred  to  above.  Nevertheless,  it  is  important  to  bear  in  mind 
that  any  cause  of  prolonged  obstruction  to  the  urine  outflow  may  cause  granular 
kidney  with  albuminuria,  without  pus,  but  with  casts,  in  a  pale  and  abundant 
urine  of  low  specific  gravit>'. 

The  diagnosis  will  generally  be  obvious  when  the  obstruction  is  due  to  urethral 
stricture  ;  it  is  more  apt  to  be  overlooked  in  other  cases,  though  if  one  bears  in 
mind  the  kind  of  causes  mentioned  in  the  list  above,  the  methods  of  diagnosis 
will  generally  be  obvious.  One  would  only  mention  in  particular,  that  uterine 
tumours  or  displacements  are  a  very  common  cause  for  slight  albuminuria  and 
a  few  renal  tube-casts  in  women  ;  and  that  in  men  of  sixty  and  over,  enlarge- 
ment of  the  prostate  causes  a  precisely  similar  condition  long  before  there  is  any 
definite  p\'uria. 

Pregnaney  Nephrltb  is  sometimes  spoken  of  as  though  it  were  an  altogether 
different  thing  from  nephritis  of  the  Bright's  disease  type  in  general.  I  do  not 
subscribe  to  this  view.  I  hold  that  Bright's  disease  has  many  different  causes 
and  many  different  typ)es.  It  may  be  due  to  scarlet  fever,  in  which  case  it  is 
very  possibly  streptococcal  ;  it  may  be  due  to  pneumonia  or  empyema,  in  which 
cases  it  may  be  pneumococcal ;  it  may  be  due  to  various  other  micro-organisms  ; 
it  occurs  in  some  cases  of  cholera,  and  in  severe  secondary  s>T)hilis  ;  it  may  be 
due  to  chemical  substances,  such  as  turpentine,  cantharides.  or  oxalic  acid  ;  it 
very  often  seems  to  come  on  from  no  kno^**n  cause  at  all,  though  in  such  cases 
there  must  be  a  microbial  or  other  cause  that  is  not  discovered  ;  it  may  be 
due  to  pregnancy,  in  which  case  it  is  ascribed  to  unknown  toxins. 

In  all  these  cases,  the  types  of  reaction  on  the  part  of  the  kidney  are  similar, 
and  one  can  only  regard  pregnancy  nephritis  as  a  variety  of  non-suppurative 
nephritis  in  general.  Very  likely  it  is  only  a  matter  of  degree  whether  it  is  non- 
suppurative or  merges  into  the  type  in  which  there  is  pyuria  as  well  as  albumin- 
uria— pyelitis  of  pregnancy.  Pregnancy  may  cause  a  primary  acute  nephritis, 
which  may  recover  either  completely,  or  but  partially  and  persist  as  chronic 
nephritis  ;  or  may  seem  to  recover,  when  in  reality  it  is  merely  latent,  or  even 
slowly  and  insidiously  progressive  ;  it  may  produce  what  seems  to  be  a  primary 
acute  nephritis  which  is  really  but  an  exacerbation  superposed  upon  a  chronic 
nephritis  that  has  been  unsuspected  ;  and  very  possibly  it  may  produce  nephritic 
changes  which  arc  not  associated  with  definite  symptoms  at  the  time,  but 
which  ultimately  result  in  what  is  spoken  of  as  chronic  interstitial  nephritis. 
When,  therefore,  albuminuria  with  renal  tube-casts,  but  without  pyuria,  occurs 
during  pregnancy,  it  matters  little  what  name  is  given  to  the  condition,  pro- 
vided it  is  realized  that  just  the  same  difficulties  offer  then.selves  here  as  in 
Bright  s  disease  in  general,  in  arriving  at  a  conclusion  as  to  whether  the  renal 
lesion  is  acute,  chronic,  or  acute  on  chronic. 

Various  forms  of  Bright *s  Disease Of  all  these,  the  hardest  to  diagnose  with 

certainty  is  primary  acute  nephritis  in  the  adult.  The  majority  of  adult  cases  that 
are  labelled  acute  Bright's  disease  are  really  suffering,  not  from  primary  acute 
nephritis,  but  from  an  acute  exacerbation  upon  the  top  of  already  existent  but 
possibly  latent  chronic  nephritis.  The  difficulty  is  to  arrive  at  the  diagnosis 
between  these  two,  particularly  since  many  of  the  points  mentioned  in  text- 
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books  as  occurring  in  acute  nephritis  are  really  due,  not  to  the  acute  attack, 
but  to  the  subacute  or  chronic  renal  lesion  which  has,  until  then,  been  unsuspected. 

The  best  examples  of  primary  acute  nephritis  are  to  be  seen  in  cases  that  are 
already  under  observation  for  some  other  disease,  notably  scarlet  fever  or  lobar 
pneumonia.  Sometimes  the  onset  of  the  nephritis  is  indicated  by  general  oedema, 
especially  of  the  eyelids  and  face,  ankles,  genital  organs,  and  loins ;  but  it  cannot 
be  too  strongly  insisted  upon  that  oedema  is  not  essential,  many  cases  of  acute 
nephritis  having  no  oedema  at  all,  especially  if  the  patient  is  already  in  bed  when 
the  kidney  inflammation  begins,  as  in  scarlatina  cases.  If  the  urine  were  not 
examined,  the  renal  lesion  would  often  escape  recognition  altogether  ;  and  there 
can  be  no  doubt  that  many  cases  of  primary  acute  nephritis  do  escape  recognition 
in  this  way,  coming  under  observation  later,  when  they  present  symptoms  of 
chronic  nephritis,  or  an  acute  exacerbation  on  chronic  nephritis. 

The  essential  point  in  the  diagnosis  is  urine  examination.     According  to  the 
severity  of  the  nephritis  there  will  be  more  or  less  diminution  in  its  total  daily 
quantity  ;    it  is  common  for  less  than  20  oz.  to  be  passed  in  the  twenty-four 
hours,  and  often  the  amount  falls  to  10  oz.,  5  oz.,  or  even  to  none  at  all  for  a 
whUe.     The  specific  gravity  is  raised  to  1025,  1030,  or  even  to  1035,  but  rarely 
to  1040.     The  reaction  is  generally  acid  at  first,  but  it  soon  becomes  alkaUne 
on  standing.     The  colour  is  extremely  variable,  according  as  little  or  much 
blood  is  present ;    sometimes  it  is  almost  normal  or  merely  that  of  a  concen- 
trated urine ;    more  often  there  is    some    tinging   with   blood,   varying   from 
bright  red  to  brownish,  brown,  brown-black,  or  to  that  peculiar  blackish  tint 
which  is  described  as  smoky.     There  is  a  general  cloudiness  of  the  specimen, 
and  on  standing,  it  deposits  a  heavy  sediment  which  often  has  a  dark  brownish 
tint,  owing  to  the  phosphates  carrying  the  blood  pigment  down  with  them. 
Microscopically,  the  centrifugalized  deposit  consists  partly  of  amorphous  debris 
due  to  earthy  phosphates,  and  to  the  disintegration  of  cells  and  tube-casts ;  and 
one  expects  to  find  an  abundance  of  red  corpuscles,  renal  epithelial  cells,  variable 
numbers  of  epithelial,  fatty,  granular,  hyaline,  and  blood-casts,  an  excess  of 
leucocytes,  an  occasional  crystal  of  calcium  oxalate  or  uric  acid,  and  irregular 
granular  masses  which  are  not  definitely  tube-casts.     It  is  noteworthy,  how- 
ever, that  in  the  very  acute  stages  there  may  be  no  tube-casts,  though  shed 
renal  epithelial  cells  are  abundant ;  in  such  a  case,  tube-casts  will  show  them- 
selves in  a  few  days. 

It  is  important  that  each  specimen  should  be  examined  as  fresh  as  possible, 
owing  to  the  tendency  to  alkaline  reaction  and  disintegration  of  casts  and  cells 
on  standing.  In  addition  to  red  corpuscles  there  is  often  a  considerable  amount 
of  free  haemoglobin  ;  the  tincture  of  guaiacum  test  will  be  positive,  and  the 
spectroscope  will  show  the  bands  of  oxy haemoglobin  or  of  metha?moglobin. 
Coagulable  proteid  is  generally  present  in  abundjmce,  the  proportions  of  globulin 
and  albumin  varying  greatly,  but  together  amounting  to  anything  between 
2  and  20  parts  per  thousand — often  about  15  parts  per  thousand  at  first,  rapidly 
dropping  to  less  after  the  first  few  days  of  treatment,  until  at  the  end  of  from 
a  fortnight  to  a  month  it  may  be  i  part  per  thousand  or  less,  or  even  absent 
altogether.  In  a  few  cases,  however,  there  is  very  little  coagulable  proteid  but 
an  abundance  of  albumose,  so  that  the  boiling  test  gives  but  a  faint  cloud,  whilst 
the  nitric  acid  test  yields  a  dense  white  ring,  soluble  on  warming,  to  reappear 
on  cooling.  There  is  generally  an  excess  of  nucleoprotcid  also.  The  urea, 
chlorides,  and  phosphates  all  fall  below  the  normal  totals,  though  their  per- 
centages may  be  increased  if  the  urine  is  very  concentrated. 

With  this  condition  of  urine  there  will  be  little  doubt  as  to  the  presence 
of  acute  nephritis  ;  the  only  question  being  whether  it  is  primary,  or  whether 
it  is  an  exacerbation  upon  chronic  nephritis.      The  former  is  probable  if  it  is 
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known  that  the  urine  was  free  from  albumin  up  to  the  time  of  the  attack,  if 
the  patient  is  known  to  have  suffered  recently  from  scarlet  fever,  pneumonia, 
diphtheria.  secondar>'  syphilis,  or  some  other  similar  fever ;  if  the  heart  is  of 
normal  size  and  its  sounds  natural,  the  blood-pressure  natural,  and  the  retinx 
healthy.  It  may  be  that  the  patient  himself  may  have  been  exposed  to  scarla- 
tinal infection,  and  without  having  had  the  rash,  may  develop  nephritis ;  the 
association  of  peeling  of  the  skin,  or  recent  sore  throat  with  enlarged  glands 
in  the  neck,  or  otitis  media,  might  suggest  the  diagnosis  in  these  mild  cases  of 
scarlatina,  though  sometimes  acute  nephritis  in  a  child  may  be  the  sole 
evidence  of  the  disease.  The  course  of  the  malady  will  also  assist  the  diagnosis ; 
the  albuminuria  of  primary  acute  nephritis  may  clear  up  entirely  in  from  a 
fortnight  to  six  weeks,  though  in  unfavourable  cases  it  persists,  and  chronic 
nephritis  develops  out  of  the  acute.  If.  on  the  other  hand,  it  is  found  that,  in 
a  case  of  apparently  recent  acute  nephritis,  with  general  oedema,  hematuria,  and 
the  other  urinary  changes  described  above,  there  is  cardiac  hypertrophy,  with  a 
prolonged  lumpy  first  sound  at  the  impulse,  a  ringing  aortic  second  sound,  a 
blood-pressure  of  more  than  150  mm.  Hg,  and  possibly  albuminuric  retinitis,  the 
probability  is  that  the  acute  nephritis  is  not  primarj',  but  an  acute  exacerbation 
of  an  unsuspected  chronic  nephritis.  There  is  often  a  history  of  former  scarlet 
fever  or  of  sj'philis  in  such  cases ;  the  patients  may  be  of  any  age,  from  child- 
hood to  past  middle  life.  If  the  patient  survives,  one  or  other  of  two  conditions 
usually  results  :  either  the  albuminuria,  the  scanty  urine,  and  the  tube-casts 
p>ersist,  whilst  the  patient  remains  waterlogged  until  the  end  comes  in  a  few 
weeks  or  months,  or  else  the  acute  exacerbation  subsides  and  the  clinical 
characters  of  chronic  nephritis  remain.  Some  of  these,  but  by  no  means 
all  of  them,  arc  examples  of  primary  acute  nephritis,  persisting  and  becoming 
chronic. 

It  must,  however,  always  be  very  difficult,  and  indeed  almost  a  matter  of 
opinion  in  many  cases,  to  decide  whether  a  patient  is  suffering  from  a  chronic 
nephritis  which  is  the  result  of  a  primary  acute  nephritis  that  has  not  cleared  up. 
or  from  a  chronic  nephritis  which  was  present  but  unrecognized  before  an  acute 
exacerbation  drew  attention  to  it ;  but  my  own  view  is  that  many  cases  in 
which  young  adults  seem  to  develop  acute  nephritis  from  no  more  definite  cause 
than  exposure  to  damp  or  cold,  are  really  examples  of  acute  on  chronic,  and  not 
of  primarv'  acute,  Bright's  disease.  The  albuminuria  in  these  cases  docs  not 
clear  up,  and  it  is  a  mistake  to  restrict  the  diet  or  the  daily  occupation  after  the 
acute  exacerbation  has  subsided.  In  spite  of  the  persistence  of  albuminuria, 
these  patients  do  best  if  they  are  given  iron  and  allowed  to  go  about  their  ordinary 
avocations ;  they  have  diseased  kidneys,  and  they  will  not  live  many  years, 
but  there  is  no  need  to  adopt  treatment  which  constantly  reminds  them  of  the 
fact.  As  the  acute  exacerbation  subsides  in  these  cases,  the  amount  of  urine 
rises  rapidly  to  60  or  70  oz.  or  more  per  diem,  and  remains  increased  even  after 
all  oedema  has  passed  away  ;  the  specific  gravity  falls  to  1012.  loio,  or  1008  ; 
the  albumin  persists  to  the  extent  of  anything  between  05  and  8  parts  per 
thousand  ;  blood  is  absent,  though  an  occasional  red  corpuscle  may  be  seen 
under  the  microscope  ;  and  there  are  moderate  numbers  of  hyaline,  granular, 
or  even  fatty  casts,  with  an  occasional  renal  epithelial  cell. 

It  not  infrequently  happens  that  a  young  patient  suffering  from  chronic  nephritis 
comes  under  observation  for  shortness  of  breath,  palpitations,  anaemia,  or  for 
inflammation  of  one  or  other  of  the  serous  membranes,  without  ever  having 
had  any  symptoms  of  acute  nephritis  at  all.  The  kidneys  that  would  be  found 
in  such  cases  differ  from  the  granular  contracted  kidneys  of  older  people  in  that 
they  are  pale  instead  of  red.  They  are  pale  granular  contracted  kidneys,  precisely 
similar  to  those  which  may  result  from  a  long  antecedent  acute  nephritis  that 
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has  not  entirely  cleared  up.  When  they  develop  without  any  known  preceding 
attack  of  acute  nephritis,  they  have  been  referred  to  as  Rose-Bradford  kidneys. 
It  is  by  no  means  impossible  that  they  are  really  the  result  of  a  preceding  acute 
nephritis  which  escaped  recognition,  because  there  was  no  oedema  to  attract 
attention  to  the  need  for  urine  examination.  The  patient  may  be  of  any  age, 
though  generally  between  five  and  thirty-five.  There  may  be  no  sign  of  any- 
thing wrong  until  acute  uraemia,  with  convulsions,  leads  to  rapid  death.  On 
the  other  hand,  in  a  typical  case,  in  addition  to  the  urine  changes  mentioned 
above,  one  expects  to  find  some  of  the  following  s>inptoms  or  sigtfs :  a 
great  increase  in  the  size  of  the  left  ventricle,  as  evidenced  by  displacement 
of  the  impulse  downwards  and  outwards  into  the  sixth  left  intercostal  space 
below  or  outside  the  left  nipple,  with  increase  of  the  precordial  impairment 
of  resonance  outwards  to  the  left  without  corresponding  increase  upwards  or 
to  the  right ;  a  ringing  exaggerated  second  sound  in  the  second  right  inter- 
costal space  close  to  the  sternum,  and  a  prolongation  of  the  first  sound  at  the 
impulse,  or  its  replacement  by  a  more  or  less  localized  blowing  systolic  bruit ; 
more  or  less  anaemia,  sometimes  very  considerable  and  of  the  chlorotic  type ; 
a  maximum  systolic  blood-pressure,  of  175  mm.  Hg  or  more,  sometimes  over 
300  mm.  Hg,  even  when  the  pulse  feels  comparatively  soft  to  the  finger  ; 
albuminuric  retinitis  ;  a  tendency  to  haemorrhages,  especially  to  epistaxis ; 
headache  ;  insomnia  ;  breathlessness  on  exertion  ;  and  inability  to  work  with 
the  usual  energy,  either  mentally  or  physically. 

The  chronic  nephritis  of  old  people  is  diagnosed  more  often  than  it  exists,  if  one 
understands  by  it  the  disease  associated  with  small  red  granular  contracted 
kidneys.  On  the  other  hand,  the  kidneys  of  most  old  people  exhibit  a  certain 
amount  of  interstitial  fibrosis,  with  occasional  retention  cysts  and  some  granu- 
larity of  the  surface  when  the  capsules  are  stripped  off,  without  there  being  any 
material  diminution  in  their  size.  Where  senile  changes  that  are  almost  normad 
end  and  chronic  interstitial  nephritis  begins,  is  difficult  to  determine.  The 
same  applies  to  arteriosclerosis  and  the  renal  changes  associated  with  this  arterial 
degeneration.  Some  regard  arteriosclerosis  and  chronic  interstitial  nephritis  as 
essentially  different  maladies ;  others  regard  the  arterial  secondary  to  the 
renal  changes  ;  others  hold  that  arteriosclerosis  leads  to  a  variety  of  red  granular 
kidney  that  is  not  the  same  as  the  red  granular  contracted  kidney  of  chronic 
interstitial  nephritis  ;  whilst  others  again  favour  what  seems  a  likely  view, 
namely,  that  arteriosclerosis  and  sclerosis  of  the  kidneys  both  have  a  common 
cause,  and  that  it  is  more  or  less  of  an  accident  whether  the  patient,  on  post- 
mortem examination,  presents  more  arterial  than  renal  changes,  or  about  the 
same  degree  of  both.  During  life  the  differential  diagnosis  between  them  is 
sometimes  impossible.  In  either  case  there  will  be  a  hj-pertrophicd  left  ventricle, 
a  loud  lumpy  first  sound,  or  a  blowing  systolic  bruit  at  the  impulse,  a  markedly 
accentuated  aortic  second  sound,  a  systolic  blood-pressure  somewhere  between 
150  and  320  mm.  Hg.  with  a  tendency  to  shortness  of  breath;  giddiness, 
especially  on  sudden  change  of  posture  ;  singing  in  the  ears ;  difficulty  in  con- 
centration of  mind  ;  and  very  possibly  cardiac  symptoms,  varying  from  a  mere 
consciousness  of  the  existence  of  the  heart,  to  precordial  pain  of  varj'ing 
severity,  or  even  extreme  heart-failure,  with  oedema  of  the  legs,  ascites,  nutmeg 
liver,  orthopnoea,  and  pulmonary  congestion.  In  the  latter  case  the  great 
difficulty  will  be  to  decide  whether  the  heart  failure  is  due  to  primary  renal 
or  arterial,  primary  cardiac,  or  to  primary  pulmonary  disease,  and  the  only 
sure  methods  of  deciding  that  there  is  a  renal  lesion  are,  first,  the  discovery 
of  more  than  an  occasional  granular  and  hyaline  tube-cast  in  the  urine  ;  and 
secondly,  the  detection  of  albuminuric  retinal  changes.  Sometimes  inflammation 
of  one  of  the  serous  membranes  is  the  first  symptom  :    subacute  or  chronic 
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peritonitis  with  ascites  ;  pericarditis  ;  or  pleuritic  effusion.  On  the  other  hand, 
the  patient  may  seem  to  have  been  in  robust  health  until  the  nature  of  the  case 
is  suggested  by  a  sudden  apoplectic  seizure  due  to  cerebral  haemorrhage,  followed 
by  hemiparesis  or  aphasia. 

In  yet  another  group  of  cases  the  malady  is  discovered  accidentally  as  the 
result  of  examination  for  life  insurance.  It  is  not  very  uncommon  to  find 
glycosuria  as  well  as  albuminuria,  the  sugar  occurring  in  a  urine  of  normal 
specific  gravity,  without  any  associated  acetone  or  diacetic  acid.  The  degree 
of  albuminuria  is  very  variable  indeed  ;  when  there  are  signs  of  cardiac  failure, 
there  may  be  oliguria,  with  much  albumin  and  not  a  very  large  number  of  casts  ; 
when  there  is  no  heart  failure,  there  is  generally  polyuria,  the  patient  having 
to  rise  several  times  in  the  night,  passing  from  60  to  120  oz.  of  urine  in  twenty- 
four  hours.  It  is  pale,  of  specific  gravity  1008  to  1012,  often  containing  only  a 
trace  of  albumin,  and  even  that  not  constantly  ;  there  are  intermediate  cases  in 
which  the  amount  of  albumin  varies  from  0*25  to  4  or  5  parts  per  thousand. 
Upon  the  whole  one  may  say  that,  if  the  increased  albuminuria  due  to  heart 
failure  on  the  one  hand,  or  to  a  super-added  acute  attack  of  nephritis  on  the 
other,  can  be  excluded,  the  more  the  disease  approaches  the  type  of  red  granular 
contracted  kidney,  the  more  likely  is  the  albumin  to  be  small  in  amount  and 
intermittent ;  whilst  the  more  the  disease  approaches  in  type  to  arterio- 
sclerosis with  renal  changes  on  the  one  hand,  or  to  pale  granular  contracted 
kidneys  on  the  other,  the  greater  will  be  the  amount  of  albumin,  if  any  is 
present.  There  will  be  tube-casts,  chiefly  granular  and  hyaline,  most  numerous 
with  pale  granular  contracted  kidneys,  fewest  with  arteriosclerosis,  and  inter- 
mediate in  numbers  with  red  granular  contracted  kidneys.  It  need  scarcely 
be  added  that  the  absence  of  albuminuria  does  not  exclude  arteriosclerosis  ; 
but  we  are  here  dealing  only  with  cases  in  which  albuminuria  occurs. 

Cystic  Disease  of  the  Kidneys  is  found  in  three  entirely  different  types  of 
patients,  namely,  (i)  the  newly  bom,  (2)  the  young,  and  (3)  the  elderly.  In  the 
newly  born,  the  main  symptom  is  abdominal  distention,  which  may  be  so  extreme 
as  to  have  caused  difficulty  in  delivery  ;  the  bilateral  cystic  tumours  can  be  felt, 
and  the  diagnosis  in  extreme  cases  is  by  no  means  difficult.  Minor  cases  escape 
detection  at  birth,  and  it  may  be  that  several  years  have  elapsed  before  the 
diagnosis  is  arrived  at.  as  the  result  of  finding  bilateral  uneven  renal  tumours 
associated  with  the  passage  of  abundant  pale  urine  of  low  specific  gravity  con- 
taining traces  of  albumin,  a  few  granular  and  hyaline  tube-casts,  and  an  occasional 
red  corpuscle.  Sometimes,  a  sudden  and  severe  attack  of  haematuria  is  the  first 
symptom  in  the  case.  The  discovery  of  bilateral  irregular  renal  tumours  is  the 
chnching  point  in  the  diagnosis.  In  at  least  one  case  they  were  so  large  as  to 
meet  in  the  middle  Une.  so  that  a  loop  of  intestine,  having  passed  in  between 
and  behind  them,  could  not  get  out  again,  and  the  patient  came  under  observation 
for  acute  intestinal  obstruction.  The  third  t>'pe  of  cystic  disease  of  the  kidneys, 
which  occurs  in  old  persons,  is  but  a  variety  of  chronic  interstitial  nephritis 
in  which  the  agglomeration  of  retention  cysts  has  reached  an  extreme  degree  ; 
the  enlargement  of  the  kidneys  in  these  cases  is  very  much  less  than  in 
young  j>ersons.  where  the  lesion  is  probably  congenital ;  and  the  symptoms  and 
urinary  changes  are  precisely  similar  to  those  that  may  occur  in  cases  of  red 
granular  contracted  kidneys  already  described. 

{B)  Albuminuria  with  renal  tube  casts  and  with  pus. — When  pus  is  present  in 
the  urine,  along  with  albumin  and  renal  tube-casts,  the  differential  diagnosis 
resolves  itself  into  that  of  pyuria  that  is  partly  or  wholly  of  renal  origin  (see 
Pyuria).  It  only  remains  to  add  :  first,  that  it  is  by  no  means  sufficient  to 
rely  upon  the  naked.eye  characters  of   the  urine,  or  upon  chemical  tests,    in 
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excluding  minor  degrees  of  pyuria  ;  microscopical  examination  of  the  centri- 
fugalized  deposit  is  essential,  especially  in  the  detection  of  acute  pyelitis  and 
pyelonephritis,  the  result  of  coli-bacilluria  in  children,  pregnant  women,  and 
others  ;  secondly,  that  the  amount  of  albumin  actually  due  to  pus  itself  is 
small,  so  that  if  there  is  any  measurable  quantity  of  albumin  present  it 
indicates  that  the  kidneys  are  themselves  affected,  this  being  further  confirmed 
when  casts  are  also  found  ;  and  thirdly,  that  blood,  like  pus,  is  in  itself 
responsible  for  relatively  little  albumin,  so  that  when  there  is  considerable 
albuminuria  associated  with  blood,  there  is  strong  ground  for  beUeving  that  the 
albumin  is  by  no  means  all  due  to  the  blood.  The  presence  or  absence  of  very 
small  quantities  of  blood  does  not  assist  the  differential  diagnosis  of  the  cause 
of  albuminuria  so  much  as  might  be  expected  ;  the  occurrence  of  much  blood 
with  much  albumin  and  many  renal  cells  and  tube-casts  indicates  acute  nephritis, 
but  by  itself  does  not  decide  between  primary  acute  nephritis,  acute  exacerba- 
tion of  a  chronic  nephritis,  or  the  effects  of  embolic  infarction  in  cases  of 
malignant  endocarditis.  Renal  growths,  calculus,  or  tuberculosis  may  all  cause 
haematuria  and  pyuria  with  albuminuria,  and  a  variable  number  of  granular, 
hyaline,  fatty,  epithelial,  leucocyte,  or  blood  casts  ;  and  occasionally,  when 
the  amount  of  pus  is  small,  it  may  be  difficult  to  distinguish  between  these  and 
acute  nephritis.     Their  differential  diagnosis  is  discussed  under  Hematuria. 

II. — Albuminuria   without  Tube-Casts. 

Turning  now  to  the  question  of  the  occurrence  of  albuminuria  without  renal 
tube-casts,  one  would  first  emphasize  the  fact  that  more  than  one  microscopical 
examination  may  sometimes  be  required,  for  if  the  urine  is  alkaline,  or  has 
stood  for  any  length  of  time,  casts,  originally  present,  may  have  become 
unrecognizable  ;  besides  which,  even  with  definite  nephritis,  there  may  be  very 
few  casts  at  one  time,  many  at  another.  This  applies  particularly  to  the  very 
acute  cases  on  the  one  hand  and  the  very  chronic  on  the  other.  Assuming, 
however,  that  no  cast,  or  not  more  than  a  very  occasional  cast,  is  found,  the 
chief  conclusion  that  can  generally  be  drawn  is,  that  the  albuminuria  is  not 
indicative  of  organic  renal  disease. 

The  cases  may  then  be  subdivided  into  :  (i)  Those  in  which  the  urine  presents 
some  other  definite  abnormality  besides  albuminuria,  especially  (a)  pyuria, 
(b)  haematuria,  (c)  haemoglobinuria,  or  {d)  glycosuria ;  (2)  Those  in  which,  were 
the  albumin  removed,  the  urine  would  be  normal. 

1.  These  cases  need  not  be  further  discussed  here  ;  the  differential  diagnosis 
will  be  found  under  Pyuria,  Hematuria,  Hemoglobinuria,  and  Glycosuria 
respectively. 

2.  These  are  clinically  of  importance,  in  that,  until  the  absence  of  casts  has 
been  determined,  the  absence  of  organic  renal  changes  cannot  be  concluded. 
Even  when  casts  are  absent,  a  trace  or  a  small  amount  of  albumin  may  be  the 
first  evidence  in  elderly  persons  of  enlargement  of  the  prostate,  chronic  inter- 
stitial nephritis,  or  arteriosclerosis ;  or  in  younger  persons  of  chronic  ascending 
nephritis,  the  result  of  such  things  as  former  gonorrhoea,  repeated  pregnancies, 
uterine  prolapse  or  other  displacement,  chronic  vesical  catarrh,  or  urethral 
stricture.  The  chronic  effects  on  the  kidneys  of  interference  with  the  urine  out- 
flow are  apt  to  be  overlooked,  though  if  they  are  borne  in  mind  they  are  generally 
easy  of  diagnosis. 

The  following  are  a  number  of  other  conditions  which  may  cause  slight  degrees 
of  albuminuria  without  tube-casts,  but  which  are  obvious,  or  else  diagnosed  by 
other  signs  that  are  discussed  elsewhere  :  bums,  scalds,  chronic  alcoholism, 
cirrhosis  of  the  liver,  diabetes  mellitus,  exophthalmic  goitre,  gout,  lead-poisoning, 
mumps,   secondary   syphilis,    morphinism,    mercurialism,   vasomotor    neuroses 
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such  as  Raynaud's  disease  or  angeioneurotic  oedema,  obstruction  to  the  vena 
cava  inferior  by  thrombosis  or  by  external  tumours,  the  pressure  of  considerable 
ascites,  ovarian  cysts  or  solid  tumours,  pernicious  anxmia.  Hodgkin's  disease  or 
lymphadenoma,  lymphosarcoma,  lymphatic  or  splenomeduUary  leukaemia, 
splenic  anxmia,  pemphigus,  phosphorus  poisoning,  chronic  arsenical  poisoning, 
pregnancy,  severe  anaemia  the  result  of  syphilitic,  malarial,  malignant,  tuber- 
culous, or  phthisical  cachexia,  ankylostomiasis,  or  infection  with  other  parasites, 
such  as  Bothriocephalus  lotus  or  Trichina  spiralis. 

There  remain  three  other  groups  of  conditions  in  which  albuminuria  and  its 
difierentiai  diagnosis  arc  often  important,  and  these  are  :  (i)  Febrile  conditions  ; 
(2)  Heart- failure  conditions  ;  and  (3)  So-called  "  physiological  "  albuminuria  of 
young  males. 

I.  Febrile  Conditions. — In  nearly  every  fever  there  is  some  cloudy  swelling 
of  the  parenchyma  of  various  viscera,  especially  the  kidneys  ;  consequently 
most  fevers  may  sometimes  be  associated  with  albuminuria,  and,  broadly  speaking, 
the  higher  the  patient's  temperature,  the  greater  is  the  liability  to  it.  The 
amount  of  albumin  present  is  generally  not  great.  We  need  not  enumerate  all 
the  various  fevers  in  this  connexion,  nor  discuss  the  causes  of  Hyperpyrexia 
iq.v.).  Suf&ce  it  to  say  that  albuminuria  is  relatively  common  in  scarlatina, 
diphtheria,  variola,  er>'sipelas,  pyxexial  phthisis,  cholera,  dysentery,  Weil's 
disease,  severe  malaria,  and  yellow  fever ;  not  so  common  in  lobar  pneu- 
monia, bronchopneumonia,  typhoid  fever,  and  empyema ;  and  relatively 
uncommon  in  other  febrile  conditions,  such  as  acute  rheumatism,  influenza, 
meningitis,  measles,  German  measles,  follicular  tonsillitis,  and  so  on.  The 
albuminuria  may,  of  course,  be  already  present  in  a  person  who  develops 
an  intercurrent  fever  ;  the  diagnosis  then  depends  upon  considerations  men- 
tioned above. 

If.  on  the  other  hand,  the  albuminuria  is  known  to  have  developed  coin- 
cidently  with  the  febrile  illness,  the  chief  point  to  decide  will  be  whether 
it  indicates  actual  nephritis  or  not.  Many  consider  there  is  an  essential 
difference  bct^\•een  "  febrile  albuminuria  "  and  actual  nephritis.  This  may  or 
may  not  be  so.  but  it  is  extremely  difficult  to  be  sure  of  the  distinction  clinically. 
It  may  be  urged  that — to  take  scarlet  fever  as  an  example — the  albuminuria  of 
the  first  few  days  is  "  febrile."  whilst  that  of  the  second  or  third  week  is 
"  nephritic."  As  a  matter  of  fact,  in  not  a  few  cases  in  which  death  has  occurred 
in  the  first  week,  the  "  febrile  "  albuminuria  has  been  associated  with  large 
mottled  acute  nephritic  kidneys,  even  when  there  has  been  no  oedema,  no 
h^ematuria.  and  no  very  large  numbers  of  renal  tube-casts.  Probably  there 
arc  all  degrees  of  acute  nephritis,  from  very  slight  and  transient,  to  very 
severe  and  possibly  fatal ;  and  it  is  a  mistake  to  try  and  make  a  distinction 
in  kind.  The  great  majority  of  cases  of  albuminuria  during  fever  recover 
completely  ;  some  seem  to  recover,  but  come  under  observation  years  later 
with  pale  granular  contracted  kidneys  ;  others  die  during  the  acute  attack. 
The  degree  of  albuminuria  is  not  a  direct  measure  of  the  renal  changes 
unless  the  amount  of  albumin  is  large  ;  a  small  amount  of  albumin  does  not 
necessarily  indicate  trivial  nephritis.  Absence  of  oedema  is  the  rule.  Micro- 
scopical examination  of  the  centrifugalized  urinary  deposit  is  essential :  the 
more  the  renal  epithelial  cells,  red  corpuscles,  leucocytes,  and  various  renal 
tube-casts,  the  more  conclusively  can  some  degree  of  actual  nephritis  be 
diagnosed. 

When  doubt  lies  between  scarlatina  and  measles  or  German  measles,  or  between 
diphtheria  and  other  forms  of  sore  throat,  the  existence  of  albuminuria  some- 
times assists  in  arriving  at  the  diagnosis  of  scarlatina  in  the  one  case  or  of  diph- 
theria in  the  other. 
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In  pneumonia,  albuminuria  has  become  much  less  frequent  since  blistering 
with  cantharides  has  gone  out  of  fashion  in  treating  this  disease. 

2.  Heart-failure  Conditions. — ^The  right  side  of  the  heart  may  fail  owing  to 
many  different  causes,  which  may  be  arranged  under  four  main  headings,  as 
follows  :  (a)  Valvular  disease  ;  (b)  Obstructive  lung  affections  ;  (c)  Myocardial 
affections;  {d)  Granular  kidneys  and  other  high  blood-pressure  conditions. 
Each  of  these  main  headings  has  many  sub-headings  which  need  not  be  repeated 
in  detail  (see  (Edema).  Any  one  of  them  may  result  in  albuminuria,  though 
the  amount  of  the  latter  is  extremely  variable,  some  cases  of  severe  heart  failure 
exhibiting  no  albuminuria  at  all,  whilst  others  may  have  as  much  as  lo  parts 
per  looo,  or  more. 

The  first  step  in  the  differential  diagnosis  is  to  exclude  primary  renal  conditions 
by  negative  microscopical  examination  of  the  centrifugalized  urine  deposit  for 
casts,  examination  of  the  retinae,  and  exact  determination  of  the  blood-pressure. 
Curiously,  even  with  feeble  irregular  pulses,  such  as  are  found  in  panting  cases 
of  mitral  stenosis,  the  blood. pressure  is  considerably  higher  than  normal,  doubt- 
less owing  to  partial  asphyxia  ;  so  that  merely  finding  a  systolic  blood -pressure 
of  150  or  1 60  mm.  Hg  is  no  proof  of  granular  kidney  or  arteriosclerosis  ;  some- 
times, however,  the  reading  is  as  high  as  200,  250,  300,  or  even  320  mm.  Hg,  and 
then  the  diagnosis  of  one  or  other  of  the  latter  is  sdmost  certain. 

If  renal  and  arteriosclerotic  conditions  can  be  excluded,  the  diagnosis  lies 
between  the  other  three  main  groups.  The  cardiac  bruits,  the  history  of  grow- 
ing pains,  chorea,  and  acute  rheumatism,  the  youth  of  the  patient,  the  family 
history  of  heart  disease  or  rheumatic  fever,  the  association  of  other  rheumatic 
affections,  such  as  recurrent  tonsillitis,  subcutaneous  nodules,  or  erythema,  will 
often  serve  to  point  to  primary  valvular  disease  and  its  nature  ;  in  older  patients, 
especially  in  men  between  forty  and  fifty,  there  may  be  aortic  disease  and  a 
history  of  syphilis  and  not  of  acute  rheumatism.  In  severe  heart  failure  in 
children  under  puberty,  the  result  of  mechanical  difficulty  with  the  circula- 
tion, an  adherent  pericardium  is  generally  found,  and  clinically,  the  heart  is  large 
out  of  proportion  to  the  general  physical  signs. 

When  there  is  a  definite  history  of  recurrent  winter  cough  in  an  elderly  person, 
with  a  hyper-resonant  and  over-expanded  chest,  the  likelihood  of  emphysema  and 
bronchitis  will  at  once  suggest  itself.  Similarly  fibroid  lung,  or  fibroid  lung  and 
bronchiectasis,  as  a  cause  of  heart  failure  and  albuminuria,  only  needs  mentioning, 
the  diagnosis  generally  being  obvious  from  the  physical  signs,  the  clubbed 
fingers,  and,  in  the  bronchiectatic  cases,  the  abundant  intermittent,  and  fre- 
quently foul,  expectoration. 

Myocardial  affections,  such  as  fibroid,  fatty,  or  primary  alcoholic  heart,  are 
generally  diagnosed  by  guessing  at  them  when  other  causes  of  heart  failure  can 
be  excluded.  The  patients  are  generally  middle-aged,  with  precordial  pain 
and  even  angina  pectoris  occupying  a  prominent  p)osition  amongst  their  cardiac 
symptoms  ;  there  may  or  may  not  be  a  high  blood-pressure,  the  albuminuria  is 
not  associated  with  renal  tube-casts,  there  is  often  no  cardiac  bruit,  or  at  most 
a  more  or  less  locaUzed  blowing  systolic  bruit  at  the  impulse  ;  at  the  same  time 
the  heart  is  clearly  enlarged,  and  it  may  be  beating  rapidly  and  irregularly  ; 
there  may  be  a  history  of  syphilis  or  of  chronic  alcoholism  ;  the  patient  may  be 
very  stout  in  the  fatty,  though  generally  not  so  in  the  fibroid,  cases.  There 
may  be  a  history,  either  of  an  extremely  sedentary  life  upon  the  one  hand,  or 
of  over-use  of  the  heart  by  strenuous  hard  physical  work — as  a  blacksmith,  an 
athlete,  and  so  forth — on  the  other.  Needless  to  say,  the  exact  nature  of  the 
cardiac  lesion  remains  obscure  or  uncertain  in  many  of  these  cases,  many  a 
patient  who  really  has  mitral  stenosis  being  regarded  during  life  as  suffering 
from  chronic  bronchitis  and  emphysema,  and  so  on. 


robust  health,  sometimes  they  look  a  little  pale,  as  though  Ihey  had  been  over- 
working at  an  indoor  occupation  ;  they  may  be  nervous,  but  often  ihey  are 
not.  A  natural  nocturnal  emission  is  supposed  to  predispose  to  albuminuria 
next  day.  The  point  is  that  these  individuals  have  to  be  differentiated  from 
sufferers  from  Bright's  disease.  The  method  of  diagnosis  is  as  follows  ;  a 
complete  routine  examination  is  carriei]  out,  and  no  obvious  affection  of  the 
heart  or  other  viscera  can  be  detected  ;  the  blood-pressure  is  normal  ;  the 
albumin  having  been  discovered,  the  patient  is  directed  to  supply  a  series  of 
samples,  at  intervals  of  a  few  days,  and  preferably  passed  immediately  after  rising 
m  the  morning.  If  all  samples  contain  albumin,  it  will  be  very  difficult  to 
exclude  organic  disease  :  if  some  contain  albumin  in  abundance,  however,  and 
others  none  at  all,  the  presumption  will  be  that  it  is  "  functional ;  "  before 
bem.^  finally  satisfied,  however,  it  is  important  that  a  careful  microscopical 
examination  of  the  centrifugal) zed  deposit  from  a  specimen  containing 
albumin  should  be  made,  no  casts  or  other  abnormal  constituents  being  found. 
The  administration  of  calcium  chloride  greatly  diminishes  the  tendency  to  thia 
form  of  albuminuria.  In  an  adolescent  male  who  has  no  symptoms,  albumin- 
uria discovered  accidentally,  present  after  exertion  or  after  exposure  to  cold, 
but  absent  after  rest  in  bed,  and  when  present  not  associated  with  renal 
tubt-casts  or  with  signs  of  arterial,  cardiac,  or  other  diseases  that  should  be 
detecf»l  by  physical  examination,  is  almost  certainly  a  "  physiological  " 
albuminuria  which  needs  no  treatment  and  is  not  indicative  of  any  underlying 
disease.  Httherl  f  r(nch. 
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ALBUMOSURIA. — ^The  occurrence  of  albumose  in  the  urine  used  to  be  termed 
peptonuria.  For  clinical  purposes  it  may  be  subdivided  under  two  main 
headings,  namely,  (i)  Ordinary  Albumosuria,  which  is  not  very  uncommon,  but 
is  of  little  chnical  importance  ;  and  (2)  Bence-Jones'  Albumosuria,  which  is  rare, 
but  is  cUnically  important. 

Ordinary  Albumosuria  is  seldom  recognized  because  the  albumose  generally 
occurs  along  with  albumin,  and  it  cannot  be  recognized  until  this  albumin  has 
been  removed  by  acidulating  with  acetic  acid,  boiling  thoroughly,  and  filtering. 
Albumose  may  be  recognized  in  the  filtrate  by  the  fact  that  with  Heller's  nitric 
acid  test  it  gives  a  cloud  which  disappears  on  warming,  to  reappear  on  cooling ; 
and  its  presence  may  be  confirmed  by  the  violet-red  colour  it  gives  with  the 
biuret  test,  which  consists  in  adding  excess  of  caustic  soda  to  a  drop  of  dilute 
copper  sulphate  solution,  adding  this  mixture  in  drops  to  the  urine,  from  which 
all  albumin  has  been  removed,  and  warming.  Another  test  for  albumose  is 
Hofmeister's,  which  consists  in  acidulating  the  urine  with  acetic  acid,  and  then 
adding  phosphotungstic  acid ;  albumoses  give  a  milky  cloud  with  the  latter. 
The  deutero-albumose  that  gives  these  tests  occurs  in  the  urine  under  a  great 
variety  of  circumstances  ;  apparently  the  one  essential  factor  is  cell  destruction 
within  the  body.  It  will  suffice  to  mention  some  of  the  many  diseases  in  which 
it  has  been  found  : — 

(a).  *'  Febrile  "  Albumosuria  :  in  severe  cases  of  infective  fevers,  such  as 
typhoid  fever,  scarlet  fever,  small-pox,  measles,  acute  rheumatism,  lobar  pneu- 
monia. 

(6).  **  Pyogenic  *'  Albumosuria:  in  empyema,  phthisis  with  cavitation,  bron- 
chiectasis, appendicular  abscess,  pyosalpinx,  subdiaphragmatic  or  hepatic 
abscess,  suppurating  gall-bladder,  suppurative  periostitis,  arthritis  or  osteo- 
myelitis, gangrene  of  the  lung,  gangrene  of  the  leg,  breaking-down  cancer,  acute 
peritonitis. 

(c).  "  Hepatogenous  "  Albumosuria  :  in  cancer  of  the  liver,  cirrhosis,  catarrhal 
jaundice,  phosphorus  poisoning,  acute  yellow  atrophy,  infective  cholangitis, 
suppurative  pylephlebitis. 

id).  **  Alimentary  "  Albumosuria  :  in  cases  of  gastric  or  duodenal  ulcer,  car- 
cinoma of  the  colon  or  stomach,  ulcerative  colitis,  tuberculous  ulceration  of  the 
bowel,  acute  and  chronic  dysentery. 

{e).  "  Hamatogenous  "  Albumosuria  :  in  splenomedullary  or  lymphatic 
leukaemia,  scurvy,  purpuric  conditions,  and  as  the  result  of  internal  hxmato- 
mata,  such  as  pelvic  haematoccle. 

(/).  **  Albuminuric  "  Albumosuria:  many  cases  of  acute  nephritis,  syphilitic 
albuminuria,  cardiac  and  other  forms  of  albuminuria,  are  associated  with  albu- 
mosuria. There  is  some  doubt,  however,  as  to  whether  the  chemical  reagents 
employed  do  not  themselves  convert  some  of  the  albumin  into  albumose  during 
the  course  of  the  qualitative  analysis. 

(g).  Albumosuria  due  to  unclassified  causes  :  such  as  pregnancy,  especially 
if  the  foetus  has  died,  though  sometimes  even  without  this. 

The  amount  of  albumose  present  in  any  of  the  above  conditions  is  seldom 
large,  and  diagnostically  it  has  little  if  any  significance  except  when  it  occurs 
apart  from  albumin.  Even  then,  its  main  importance  lies  in  the  necessity  of 
not  mistaking  it  for  albumin.  This  error  would  only  arise  with  the  nitric  acid 
test,  for  albumose  does  not  form  a  cloud  on  boiling  with  acetic  acid.  It  is  urged 
by  some,  that  the  presence  of  albumosuria  in  an  appendicitis  case  points  to 
abscess  rather  than  to  simple  inflammation  ;  that  in  a  pleuritic  case  it  points  to 
empyema  rather  than  to  serous  effusion  ;  that  in  a  meningitic  case  it  points  to 
the  suppurative  or  epidemic  cerebrospinal  forms  rather  than  the  tuberculous  ;  and 
so  on  ;  but  it  is  very  doubtful  if  the  symptom  can  carry  so  much  weight  as  this. 


uther  bj-  spinal  caries,  a  new  growth,  callus,  or  a  fracture -dislocation  ;  and 
nccasionally  it  may  be  noticed  when  there  is  a  cord  disease  which,  though  usually 
bilateral,  happens  to  have  advanced  more  rapidly  on  one  side  than  upon  the 
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other,  as  in  exceptional  cases  of  disseminated  sclerosis,  locomotor  ataxy,  or 
softening  from  syphilitic  endarteritis  and  thrombosis. 

It  is  clear  that,  except  in  functional  cases,  allocheiria  will  seldom  if  ever  be 
the  only,  or  even  the  chief,  symptom  in  the  case  ;  paresis,  pain,  or  some  other 
symptom  will  certainly  be  present  also,  and  will  afford  greater  assistance  in  the 
diagnosis  than  will  the  allocheiria  itself.  Herbert  French. 

ALOPECIA. — (See  Baldness.) 

AMAUROSIS. — (See  Vision,  Defects  of.) 

AMBLYOPIA.— (See  Vision,  Defects  of.) 

AMENORRH(EA- — The  time  at  which  menstruation  first  appears  is  very 
variable  within  certain  hmits,  being  influenced  very  largely  by  chmatic  and 
racial  peculiarities  ;  in  this  country,  about  the  age  of  fourteen  years  may  be 
taken  as  the  average.  When  the  menstrual  flow  has  not  become  estabUshed 
it  is  usual  to  speak  of  primary  amenorrhoea,  whilst  cessation  of  the  flow  after 
it  has  once  been  regularly  established  is  known  as  secondary  amenorrhGea. 
From  a  perusal  of  the  table  of  the  causes  of  amenoirhoea  (page  23),  it  will  be 
seen  at  once  that  some  of  them  must  of  necessity  give  rise  to  primary 
amenorrhoea,  whilst  others  more  commonly  produce  the  secondary  variety. 

In  the  investigation  of  cases,  therefore,  it  is  important  to  ascertain  first 
whether  the  condition  is  primary  or  secondary,  and  next  whether  it  is  real  or 
only  apparent. 

The  latter  condition,  more  strictly  known  as  cryptomenorrhcea,  impUes  that 
the  menstrual  flow  takes  place,  but  is  unable  to  escape  externally  because  there 
is  some  closure  of  a  part  of  the  genital  canal.  The  congenital  form  of  crypto- 
menorrhoea  is  the  only  variety  at  all  commonly  met  with,  acquired  closure  of 
a  part  of  the  genital  canal  being  an  exceedingly  rare  condition.  Stenoses  of 
the  vagina  are  not  uncommonly  produced  as  a  result  of  injury  and  infection  ; 
but  a  small  sinus  is  usually  left  which  suffices  for  the  escape  of  the  menstrual 
fluid.  We  are  commonly  led  to  suspect  cryptomenorrhcea  when  the  patient 
volunteers  the  statement  that  she  has  pelvic  pain,  headache,  and  possibly 
vomiting,  of  monthly  occurrence,  in  fact,  the  usual  menstrual  mohmina  un- 
accompanied by  any  visible  flow.  A  physical  examination  should  be  made  at 
once  in  such  a  case,  including  abdominal  palpation,  inspection  of  the  vulva, 
and  a  recto-abdominal  bimanual  examination.  The  common  form  is  that  in 
which  the  hymen  is  imperforate,  a  condition  not  always  self-evident  on  inspection. 
The  complete  examination  in  such  a  case  will  reveal  a  fluctuating  swelling 
reaching  from  the  vulva  to  the  pelvic  brim,  above  which  the  uterus  can  often 
be  palpated  and  moved  about.  It  is  further  of  considerable  importance  to 
make  out  whether  the  uterus  and  Fallopian  tubes  are  distended  with  menstrual 
products  along  with  the  distended  vagina,  for  in  the  presence  of  hsemato- 
salpinges  the  treatment  is  considerably  modified.  Abdominal  section  is  required 
in  such  a  case  to  avoid  rupture  of  the  tubes  when  the  vagina  collapses  after 
incision  of  the  hymen.  Distention  of  the  vagina  or  haematocolpos  is  complete 
in  this  case,  but  may  be  partial  where  the  lower  part  of  the  vagina  is  absent, 
and  then  is  more  than  likely  to  be  accompanied  by  distention  of  the  uterus 
(haematometra)  and  hematosalpinx. 

Complete  absence  of  the  vagina  can  only  be  inferred  from  a  physical 
examination,  when  the  distended  organ  appears  to  be  only  the  uterus. 
Although  a  secondary  phenomenon,  acquired  cryptomenorrhcea  produces  the 
same   symptoms   and   requires  the   same  kind   of  investigation  as  the  con- 
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genital  cases.  It  must  not  be  forgotten  that  acquired  closure  of  the  vagina 
following  the  vaginitis  of  specific  fevers  may  occur  in  infancy,  and  will 
then,  of  course,  produce  primary  amenorrhoea. 


CAUSES    OF    APPARENT    AMENORRHCEA. 


Congenital. 
Imperforate  hymen 
Imperforate  vagina 
Absence  of  the  vagina 
Imperforate  cervix 
Double  uterus  with  retention 
Hzmatocolpos 
Hsmatometra 
Hematosalpinx 


Acquired. 
Closure  of  the  vagina  : 

Due  to  specific  fevers 

Due  to  injury 
Closure  of  the  cervix : 

Due  to  injury 

Following  operations 


CAUSES    OF    REAL    AMENORRHCEA. 


Physiological. 


Before  puberty 


J  pui 
the 


After  tne  menopause 
During  pregnancy 
During  lactation 


Pathological. 
Generative  System  : 

Absence  of  essential  organs 
Infantile  uterus 
Small  adult  type  of  uterus 
Deficient  ovarian  activity 
Destruction  of  both  ovaries  : 

By  double  ovarian  growths 

By  pelvic  inflammation 
Superin volution  of  the  uterus 
Circulatory  System  : 
Chlorosis 
Ansmia 
Leucocythaemia 
Hodgkm's  disease 
Wasting  diseases  : 

Malignant  growths 

Tubercle 

Prolonged  suppuration 

Diabetes 
Late  stages  of  nephritis 
Late  stage  of  some  forms  of  heart  disease 
Late  stage  of  cirrhosis  of  the  liver 
Nervous  system  : 
Imbecility 
Cretinism 

Various  forms  of  insanity 
Cold  just  before  or  during  menstruation 
Suggestion — fear  of  pregnancy 
Anorexia  nervosa 
Altered  internal  secretions  : 
MyxcBdema 
Exophthalmic  goitre 
Addison's  disease 
Acromegaly 
Obesity 

Change  of  habits 
Toxic  : 
After  specific  fevers 
Chronic    poisoning    by    lead,    mercury, 

morphia,  alcohol 

S'tjK  : — Real  amenorrhoea  may  b€  (i)  primary  with  delayed  onset;   (2)  primary  and  perroamnt; 

(3)  secondary. 


In  considering  the  diagnosis  of  the  causes  of  real  amenorrhoea,  the  primary 
and  secondary  forms  afford  us  an  important  clue  to  the  possible  causation. 
Suppose,  for  instance,  that  menstruation  has  once  been  regularly  established, 
it  is  clear  that  there  cannot  be  any  serious  congenital  anomaly  of  the  generative 
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system  ;  the  uterus  and  ovaries  must  at  least  be  present  and  functional.  We 
then  must  make  a  systematic  examination  of  the  generative,  circulatory, 
nervous,  and  ductless  gland  systems,  in  order  to  leam  by  a  process  of  exclusion 
which  group  of  causes  we  have  to  deal  with.  If,  however,  the  amenorrhcea 
is  primary  and  real,  that  is,  the  patient  has  no  moUmina,  our  examination 
must  first  be  directed  towards  finding  out  whether  the  essential  organs,  namely, 
uterus  and  ovaries,  are  present,  and  are  normal  in  size  and  shape  as  far  as  a 
bimanual  examination  can  ascertain.  If  necessary,  an  anaesthetic  may  be  given 
for  this  purpose,  for  it  is  often  a  matter  of  considerable  difficulty  to  decide  the 
question.  If  the  fact  of  absence  of  the  essential  organs  can  be  established,  wc 
are  clearly  justified  in  considering  the  amenorrhcea  to  be  permanent,  and  the 
patient  or  her  friends  should  be  told  of  this. 

Apart  from  congenital  anomalies,  it  is  somewhat  remarkable  how  few  lesions 
of  the  generative  organs  there  are  which  produce  amenorrhcea.       Only  those 
diseases  which  completely  destroy  both  ovaries  or  render  the  uterus  functionless 
can  cause  amenorrhcea,  and  under  this  heading  we  find  only  double  ovarian 
growths,  the  late  stages  of  pelvic  inflammation  (salpingo-oophoritis)  and  super- 
involution  of    the  uterus.     A  tumour  destroying  one  ovary  as  a  rule  has  no 
effect  on  menstruation  at  all,  provided  the  other  is  present  and  functionally 
perfect.     It  is  possible  for  one  ovary  only  to  be  functional  ;  for  instance,  that  on 
the  same  side  as  the  undeveloped  half  of  a  unicomuate  uterus  may  be  quite 
atrophic  and  functionless.     The  presence   of  two    tumours  in   the    abdomen 
symmetrically  arranged  with  regard  to  the  uterus  will  sometimes  permit  of  the 
diagnosis  of  double  ovarian    destruction,   but   quite  commonly  one  tumour  is 
much    larger  than  the  other,  and  the  double  nature  of   the  lesion  cannot  be 
established  until  the  abdomen  is  opened.     Superinvolution  of  the  uterus  is  not 
difficult  to  recognize  when  we  remember  that  it  always  follows  pregnancy,  and 
the  small  size  of  the  uterus  can  be  readily  made  out  by  bimanual  examination 
and  the  passage  of  the  uterine  sound.     The  organ  sometimes  only  measures  i^ 
inches  by  the  sound.     It  must  not  be  forgotten  that  even  in  these  cases  the 
primary  lesion  may  be  an  ovarian  atrophy,  but  very  little  is  known  on   this 
point.     The  term   "  deficient  ovarian  activity  "   is  a  time-honoured  one,  and 
must  be  taken  to  mean  the  absence  of  the  internal  secretion  of  the  ovary.     It 
is  obvious  that   this   condition  cannot  be  diagnosed  by  any  physical  exami- 
nation, and  its  presence  can  only  be  inferred  when  absolutely  no  other  lesion 
of   any  system  can  be  found   to  account  for  amenorrhcea,  either  primary  or 
secondary. 

It  is  impossible  in  the  space  at  our  disposal  to  draw  up  any  detailed 
method  by  which  the  various  diseases  under  the  circulatory,  nervous,  etc., 
systems,  can  be  diagnosed  ;  these  come  naturally  within  the  province 
of  general  medical  diagnosis.  It  is,  however,  not  out  of  place  here  to 
note  that  amenorrhcea  caused  by  general  diseases,  unconnected  with  the 
generative  system,  depends  upon:  (i)  Alterations  in  the  blood  itself;  (2) 
Alterations  in  blood-pressure  ;  (3)  Altered  relation  of  the  nerve  impulses  which 
form  part  of  the  stimulus  for  menstruation  ;  (4)  Altered  relations  between  the 
internal  secretions  of  the  ovary  and  the  thyroid  glands  on  the  one  hand,  opposed 
to  the  suprarenal  and  pituitary  glands  on  the  other.  Finally,  with  regard  to 
pregnancy,  which  is  the  commonest  of  all  causes  of  secondary  amenorrhoea. 
it  may  be  formulated  as  an  axiom  that  an  otherwise  healthy  woman  who  has 
had  j>erfectly  regular  menstruation  is  probably  pregnant  if  she  has  a  period  of 
absolute  amenorrhcea.  Nevertheless,  the  presence  of  pregnancy  must  never 
be  assumed  without  a  most  careful  consideration  of  the  history,  combined  with 
a  complete  physical  examination.  The  diagnosis  of  pregnancy  must  always 
be   made  upon  a   complex   of  symptoms  rather   than   upon   any  one  ;    the 
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combination  of  amenorrhcea,  secretion  to  be  squeezed  from  the  breasts, 
morning  sickness,  vaginal  discoloration,  and  an  abdominal  tumour,  can 
only  mean  pregnancy  in  the  vast  majority  of  cases.  The  addition  of  foetal 
movements  and  the   foetal  heart  are  only  required  to   make   the   diagnosis 

absolute.  y-    c.  Stevens. 

AMNESIA. —  Loss  of  memory.  Memory  is  one  of  the  higher  functions  of 
the  brain,  and  presents  wide  variations  in  its  degree  of  development  in  different 
individuals.  The  physiological  range  being  so  extensive,  it  is  almost  imp>ossible 
to  say  whether  an  apparently  poor  memory  is  pathological  or  not,  when  the 
condition  is  of  long  standing  and  stationary.  Slight  degrees  of  impairment  of 
memorv'  are  of  interest  to  the  psychologist,  but  to  the  majority  of  medical  men 
the  loss  roust  be  of  considerable  extent  or  of  peculiar  character  before  it  assumes 
a  position  of  diagnostic  importance. 

In  the  analysis  of  any  mental  disease,  the  condition  of  the  memory  must  be 
submitted  to  test.  In  some  forms  of  excitement  there  may  appear  to  be  an 
exaltation  of  memory  (hypermnesia)  ;  events  are  recalled  and  magnified  in 
importance,  which,  in  normal  states,  would  never  have  reached  the  surface 
of  conscious  memorj'.  In  all  forms  of  dementia,  on  the  other  hand,  memory 
becomes  impoverished  (h>T)omnesia),  and  may  eventually  fail  altogether 
(amnesia).  Reference  can  be  made  to  only  a  few  states  in  which  the  condition 
of  memory  may  be  of  service  in  diagnosis. 

Dementia. — In  all  forms  of  dementia — senile,  general  paralytic,  toxic,  etc. — 
memory  is  impaired,  and  it  is  the  rule  to  find  that  recent  events  are  lost 
before  those  belonging  to  distant  years.  Even  when  memory  is  obliterated 
almost  completely,  a  few  isolated  events  in  the  past  may  be  recalled  distinctly 
without  their  surroundings,  and  may  take  a  prominent  place  in  the  patient's 
personality.  These  traits  are  generally  recognized  in  connection  with  senility, 
but  are  also  to  be  found,  when  looked  for,  in  other  demented  states. 

Epilepsy. — Amnesia  is  an  important  feature  of  the  epileptic  seizure.  In 
the  majority  of  epileptics,  no  memory  is  preserved  of  the  convulsion,  although 
events  immediately  preceding  it  may  be  clearly  retained,  as  well  as  those  which 
follow  the  return  of  consciousness.  In  other  cases  the  amnesia  may  cover 
a  period  preceding  the  attack  (retrograde  amnesia),  while  in  others,  actions 
are  performed  after  the  attacks,  in  an  apparently  conscious  state,  which  the 
patient  is  quite  unable  to  recall  later  on.  To  this  phenomenon  may  be  applied 
the  term  antegrade  amnesia  in  association  with  post-epileptic  automatism. 
From  the  diagnostic  point  of  view,  epileptic  amnesia  is  often  of  importance  in 
connection  with  medico-legal  questions  and  criminology'.  In  addition  to 
temporary  lapses  of  memory,  the  majority  of  epileptics  suffer  from  the  progressive 
hypomnesia  common  to  all  forms  of  dementia.  It  is  one  of  the  first  signs  of 
their  intellectual  deterioration. 

Trauma. — Severe  falls  or  blows  on  the  head  are  not  infrequently  the  cause 
of  complete  amnesia,  and  the  latter  may  cover  not  only  a  period  of  unconscious- 
ness, but  also  a  period  preceding  or  following  it,  or  both.  As  in  cases  of  epilepsy, 
the  amnesia  may  be  retrograde,  anterograde,  or  antero-retrograde. 

Korsakow's  Syndrome. — This  condition,  generally  the  result  of  alcoholism, 
is  characterized  by  hypomnesia,  disorientation,  and  pseudo-reminiscences.  The 
patient  loses  memory  for  recent  events,  has  no  appreciation  of  time  or  place, 
talks  freely  and  often  plausibly  about  events  which  have  never  occurred,  and 
yet  may  retain  a  very  natural  attitude  of  mind  towards  his  surroundings. 
So  natural  may  be  his  manner  of  talking  and  his  behaviour,  that  the  above- 
mentioned  mental  deficiencies  may  escape  notice  unless  the  medical  man  applies 
himself  to  their  discovery. 
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Toxamia. — In  many  infective  diseases,  such  as  enteric  fever,  the  return  o€ 
health  may  reveal  a  state  of  amnesia  covering  a  considerable  part  of  the  patient's 
illness,  and  this  blank,  the  result  of  intoxication  of  the  higher  cerebral  centres, 
may  be  permanent. 

Hysteria. — Anmesia  is  probably  quite  complete  in  connection  with  some 
forms  of  hysterical  "  fits."  The  patient  in  the  interval  between  attacks  has  no 
recollection  of  the  latter,  although  they  are  not  associated  with  loss  of  conscious- 
ness. This  fact  underlies  the  theory  which  assumes  a  double  consciousness; 
the  person  in  one  state  of  consciousness  has  no  memory  for  events  which  occur 
in  the  other.  E,  Farqukar  Buxxard. 

KHJEMIA. — Anaemia  is  a  general  and  inexact  tehn,  which  may  include  one 
or  more,  or  even  all,  of  several  different  changes  in  the  blood,  but  of  which  the 
main  criterion  from  a  clinical  point  of  view  is  diminution  in  the  amount  of 
haemoglobin  contained  in  a  given  volume,  usually  but  not  invariably  associated 
with  a  diminution  in  the  total  number  of  red  corpuscles  per  c.mm.  of  blood. 
The  leucocytes  may  vary  or  not  without  changes  in  them  being  essentially 
related  to  anaemia,  though  their  behaviour  affords  a  means  of  diagnosing 
some  forms  of  anaemia  from  others.  Various  terms  have  been  used  to  denote 
different  ways  in  which  the  blood  may  depart  from  the  normal,  and  these  may 
be  defined  shortly,  though  they  seldom  become  important  from  a  chnical 
point  of  view. 

OligocytheBtnia,  or  hypocythcemia,  both  signify  a  diminution  of  the  number  of 
red  corpuscles  below  the  normal  per  c.mm.  of  blood — 5,000,000  in  a  man, 
4,500,000  in  a  woman.  Olig<Binia  means  a  diminished  total  amount  of  blood  in 
the  body ;  hydrcemiaj  an  increased  percentage  of  water  in  the  blood  ;  poly- 
plasmia ^  an  increase  in  the  volume  of  the  plasma  of  the  blood  such  as  is 
supposed  to  occur  in  chlorosis  ;  oligochromamia,  a  diminution  in  the  amount 
of  haemoglobin  per  c.mm.  of  blood. 

For  purposes  of  comparison  of  one  case  with  another,  one  speaks  of  the  red 
corpuscles  and  of  the  haemoglobin  as  being  normally  100  per  cent  in  health. 
It  is  possible  for  an  anaemia  to  be  such  that  the  haemoglobin  is  greatly  diminished 
without  a  corresponding  diminution  in  the  red  corpuscles  ;  it  is  also  possible 
for  the  haemoglobin  and  the  red  corpuscles  each  to  be  diminished  in  equal 
proportions  ;  and  thirdly,  it  is  possible  for  both  the  haemoglobin  and  the  red 
corpuscles  to  be  diminished,  but  for  the  haemoglobin  to  be  relatively  less 
diminished  than  are  the  red  cells.  The  red  corpuscles  contain  relatively  less 
haemoglobin  than  they  ought  to  in  the  first  variety  of  anaemia,  which  is  probably 
the  commonest  of  all ;  in  the  second  group,  although  there  is  anaemia,  each  red 
corpuscle  contains  its  full  quantity  of  haemoglobin  ;  whilst  in  the  third  group, 
although  there  is  anaemia,  each  corpuscle  contains  more  haemoglobin  than  it 
normally  should.  As  a  means  of  expressing  these  facts  shortly,  one  speaks  of 
the  colour  index  :  this  is  the  ratio  of  the  haemoglobin  to  the  red  corpuscles ; 
if  the  red  corpuscles  and  haemoglobin  are  each  100  per  cent  of  normal,  the  colour 
index  is  Ig^g,  or  i .  If  the  haemoglobin  were  diminished  to  40  per  cent  of  normal, 
whilst  the  red  corpuscles  were  only  diminished  to  80  per  cent  of  normal,  the 
colour  index  would  be  ^,  or  05 — the  chlorotic  type,  in  which  the  index  is  less 
than  I.  If  the  haemoglobin  and  the  red  corpuscles  were  both  diminished  to 
50  per  cent  of  normal,  there  would  be  anaemia  with  a  normal  colour  index  of 
^,  or  I .  If  the  haemoglobin  were  diminished  to  30  per  cent  of  normal,  whilst 
the  red  corpuscles  were  diminished  to  20  per  cent  of  normal,  the  colour  index 
would  be  {Jj},  or  1-5 — that  is  to  say,  greater  than  i,  a  condition  which  is  spoken 
of  as  the  pernicious  type  of  colour  index,  because  it  is  almost  pathognomonic 
of  pernicious  anaemia. 
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Pallor  may  or  may  not  be  an  indication  of  anaemia.  There  are  many  persons 
who  look  almost  white,  and  yet  whose  blood  is  not  in  an  abnormal  condition. 
Pallor  is  normal  in  night- workers  and  in  those  who  work  underground.  Even 
in  some  daylight  workers,  the  distribution  of  the  cutaneous  capillaries  seems  to 
be  such  that  the  superficial  skin  has  httle,  if  any,  of  the  normal  colour  of  blood, 
and  yet  the  individuals  are  not  anxmic  in  the  sense  of  having  any  diminution 
of  the  haemoglobin  or  the  red  corpuscles.  It  is  important  not  to  mistake  mere 
pallor  for  anaemia  ;  this  error  is  to  be  avoided  by  means  of  a  blood-count,  which 
in  all  cases  should  include  the  estimation  of  the  percentage  of  haemoglobin,  and 
of  the  total  number  of  red  corpuscles  per  c.mm.  ;  and  inmost  cases  should  also 
include  a  determination  of  the  number  of  leucocytes  per  c.mm.,  a  differential 
leucoc>'te  count  and  an  examination  of  the  characters  of  the  red  corpuscles  in 
stained  blood  films. 

Corpuscles  are  best  counted  by  means  of  the  Thoma-Zeiss  or  Thoma-Leitz  haemo- 
cytometer ;  haemoglobin  is  most  accurately  measured  by  the  Haldane-Gowers  haemo- 
f;lobinometer  ;  and  blood  films  are  best  fixed  and  stained  simultaneously  by  means  of 
Jenner's  stain,  or,  when  hsmatozoa  are  to  be  looked  for,  by  Leishman's  stain.  Full 
directions  as  to  the  use  of  these  instruments  and  stains  are  generally  issued  with  them, 
or  one  of  the  many  small  handbooks  on  laborator>'  methods  may  be  referred  to. 

TRUE    ANiEMIAS. 

Having  definitely  proved  that  the  patient  is  suffering  from  real  anaemia,  that 
is  to  say  from  a  diminution  in  the  percentage  of  haemoglobin,  and  probably  from 
a  diminution  in  the  red  corpuscles  also,  the  next  step  in  the  diagnosis  is  to 
determine  what  is  the  nature  of  the  anaemia.  Attempts  are  sometimes  made  to 
fit  all  cases  of  anaemia  into  one  or  other  of  two  main  groups,  labelled  primary 
and  secondary  respectively  ;  but  this  is  not  really  very  helpful  clinically.  In 
many  cases  the  nature  of  the  anaemia  is  obvious  at  once — it  may  be  second- 
ary to  post-partum  haemorrhage  or  other  blood  loss,  or  the  later  stages  of 
phthisis,  syphiUs,  cancer,  or  malarial  cachexia,  and  so  on — the  diagnosis  being 
arrived  at  directly  without  any  difficulty.  Sometimes,  however,  even  though 
anaemia  is  really  due  to  a  cause  which  in  some  patients  is  obvious,  it  is  not  obvious 
in  the  patient  with  whom  one  happens  to  be  deahng  at  the  moment,  and  then 
the  diagnosis  has  to  be  arrived  at  by  a  process  of  exclusion.  One  need  but 
mention  as  examples,  perhaps,  the  difficulties  that  arise  sometimes  in  diagnosing 
between  fungating  infective  endocarditis,  gastric  carcinoma,  and  pernicious 
anaemia ;  or  between  anaemia  due  to  blood-loss  and  blood-loss  due  to  anaemia. 
In  arriving  at  the  diagnosis,  it  is  important  in  the  first  instance  to  exclude  those 
conditions  in  which  the  blood  picture  is  itself  positive. 

A  division  of  all  cases  of  anaemia  into  {A)  Atiamias  with  a  positive  blood 
picture  ;  and  (B)  Ancptnias  with  an  indeterminate  or  negative  blood  picture,  is 
probably  more  helpful  clinically  than  any  other  classification.  The  only  anaemias 
in  which  the  blood  picture  can  be  described  as  itself  positive — that  is  to  say, 
in  which  the  diagnosis  is  indicated  directly  by  the  results  of  blood  examina- 
tion— are  (a)  pernicious  anaemia,  (6)  splenomedullary  leukaemia,  (c)  lymphatic 
leukaemia,  [d)  mixed  varieties  of  leukaemia,  {e)  parasitic  anaemia,  associated 
with  eosinophiUa,  and  (/)  parasitic  anaemia,  associated  with  parasites  in  the 
bloo<l. 

Blood  ehangos  common  to  all  severe  anasmlas. — In  any  severe  anaemia,  whether 
it  is  of  that  definite  variety  known  as  pernicious  anaemia  or  not,  there  are  certain 
blood  changes  which  are  almost  always  to  be  found,  which  are  not  characteristic 
of  any  one  variety  of  anaemia,  but  which,  seeing  that  pernicious  anaemia  in  its 
later  stages  is  probably  the  profoundest  of  all  the  anaemias,  are  perhaps  better 
seen  in  it  than  in  any  other  disease.     These  are  : — 
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{a).  A  very  great  diminution  in  the  number  of  red  corpuscles,  down  even  to 
so  low  a  figure  as  600,000  per  c.mm. 

(6).  Great  variation  in  the  shapes  of  the  red  corpuscles  seen  in  blood  films — 
poikilocytosis  ;  poikilocytes  {PlaU  II,  Fig.  E),  always  retain  a  smooth,  curved 
outline,  but  instead  of  being  flat  circular  discs,  Uke  normal  corpuscles,  they  may 
be  oval  or  pear-  or  hour-glass-shaped,  and  so  on.  It  is  important  not  to  mistake 
crenated  corpuscles  {Plate  11,  Fig.  D) ,  or  red  cells  that  have  become  polygonal 
by  reason  of  mutual  moulding  when  fixed  in  too  close  apposition  with  one 
another  {Plate  II,  Fig.  C),  for  poikilocytes. 

{c).  Alterations  in  the  sizes  of  the  corpuscles.  In  normal  blood  the  red  cells 
are  almost  all  of  the  same  diameter,  about  7  /i  ;  in  any  severe  anaemia  they  may 
vary  considerably  in  size,  many  being  much  smaller  than  normal — microcyies 
{Plate  II,  Fig.  B)  ;  some  larger  than  normal — macrocytes  or  megalocytes  {PlaU 
II,  Fig.  B). 

(d).  The  presence  of  nucleated  red  corpuscles.  Normally  none  are  present  in 
the  blood  even  in  infancy  ;  in  any  severe  anaemia  they  may  appear  in  var>-ing 
numbers,  and  according  to  their  sizes  they  are  termed  microblasts,  normoblasts, 
megaloblastSj  or  gigantoblasts  {Plate  II,  Fig.  F) — the  latter  containing  more 
than  one  nucleus,  the  others  only  one.  It  has  sometimes  been  stated  that  the 
greater  the  number  of  nucleated  corpuscles,  the  less  favourable  the  prognosis  ; 
but  this  is  not  necessarily  the  case,  except  in  so  far  that  it  is  unusual  for  nucleated 
forms  to  appear  until  a  severe  stage  of  the  anaemia  is  reached. 

None  of  the  above  changes,  one  must  repeat,  are  diagnostic  of  any  particular 
variety  of  severe  anaemia,  though  they  are  perhaps  most  marked  in  the  late- 
stages  of  pernicious  anaemia. 

The   Differential  Leucocyte   Count. 

I. — Normal  Varieties  of  White  Corpuscles. — It  often  happens  that  variations 
in  the  relative  proportions  of  the  different  leucocytes  in  the  blood  afford  means 
of  differential  diagnosis.  Before  changes  from  the  normal  can  be  understood, 
it  is  necessary  to  say  a  word  or  two  about  the  normal  varieties  of  white  cells ; 
these  number  anything  from  5,000  to  10,000  per  c.mm.,  the  total  changing 
considerably  at  different  times  of  the  day.  When  films  are  made  it  is  found 
that  four  easily  distinguishable  varieties  are  to  be  seen.  These  have  received 
very  different  names  at  the  hands  of  different  observers,  but  they  are  so  distinct 
that  names  hardly  matter,  and  they  might  be  termed  quite  well  types  A,  B,  C, 
and  D  respectively.  If,  however,  one  has  to  choose  between  the  different  names 
that  have  been  given  to  them,  the  following  may  perhaps  be  selected  as  the 
most  frequently  employed  : — (i)  Small  lymphocytes  ;  (2)  Large  lymphocytes  ; 
(3)  Polymorphonuclear  cells  ;  (4)  Coarsely  granular  eosinophile  corpuscles. 

1.  The  small  lymphocytes  {Plate  II,  Fig.  H)  stain  blue  with  Jenner's  stain, 
both  as  to  nucleus  and  protoplasm.  The  nucleus  is  round,  and  the  protoplasm 
is  relatively  small  in  amount  and  free  from  granules. 

2.  The  large  lymphocytes,  or  hyaline  corpuscles  {Plate  II,  Fig.  J),  stain  blue, 
both  as  to  nucleus  and  protoplasm.  The  nucleus  is  more  or  less  kidney-shaped, 
and  the  protoplasm  relatively  large  in  amount  and  free  from  granules. 

3.  The  polymorphonuclear  cells  {Plate  II,  Fig.  K)  stain  blue  as  to  the  multi- 
lobed  nucleus,  red  as  to  the  relatively  abundant  protoplasm,  which  under  the 
high  power  is  seen  to  be  speckled  with  very  fine  red  granules. 

4.  The  coarsely  granular  eosinophile  corpuscles  {Plate  II,  Fig.  L)  stain  blue 
as  to  the  multi-lobed  nuclei,  red  as  to  the  protoplasm,  the  amount  of  which 
is  approximately  the  same  as  in  the  polymorphonuclear  cells,  but  differs  from 
the  latter  in  that  it  is  studded  with  very  striking  large  eosinophile  granules. 

The  only  difficulty  that  arises  in  making  a  differential  leucocyte  count  in 
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normal  blood  is  that  whereas  the  small  lymphocytes  usually  become  fixed  in 
such  a  way  as  to  cover  relatively  small  areas,  -so  that  the  cells  seem  to  consist 
mainly  of  nucleus,  at  other  times  they  spread  out  flatter  over  larger  areas,  and 
then  the  rounded  nucleus  seems  to  be  surrounded  by  much  protoplasm  {Plate  II, 
Fig.  I).  When  the  small  lymphocyte  becomes  flattened  out  in  this  way,  it 
is  apt  to  be  called  either  a  large  lymphocyte  by  those  who  do  not  insist  upon 
the  reniform  nucleus  of  the  latter,  or  a  transitiontU  lymphocyte  by  other  observers. 
There  is  no  deduction  of  particular  clinical  value  to  be  obtained  by  distin- 
guishing these  cells  from  small  lymphocytes  ;  it  is  better  that  they  should  be 
group>ed  with  the  small  lymphocytes  for  clinical  purposes  at  any  rate,  only 
undoubted  large  hyaline  cells  with  reniform  nucleus  being  included  in  the  group 
of  large  lymphocytes  or  hyaline  corpuscles. 

The  relative  proportions  of  these  cells  differ  according  as  the  individual  is 
a  child  or  a  grown-up  person  ;  for  an  adult  one  may  say  that,  roughly  speaking, 
out  of  IOC  leucocytes  about — 

25  will  be  small  lymphocytes 

8  will  be  large  hyaline  lymphocytes 
63  will  be  polymorphonuclear  cells,  and 

2  will  be  coarsely  granular  eosinophile  corpuscles. 

100 

In  children,  the  tendency  is  for  the  small  lymphocytes  to  be  relatively  more 
numerous  in  health,  and  still  more  so  in  any  illness — up  to  40  per  cent  or  even 
more — whilst  the  polymorphonuclear  cells  are  correspondingly  diminished. 

Some  observers  prefer  to  represent  the  different  varieties  of  white  corpuscles 
not  as  percentages  but  as  total  numbers  per  c.mm.  of  blood  ;  but  this  has  not 
vet  become  a  widelv  extended  custom. 

II.  Abnormal  Varieties  of  White  Corpuscles. — It  remains  to  add  that,  whereas 
the  above  are  the  only  kinds  of  white  corpuscles  seen  in  the  blood  during  health, 
in  certain  diseases  the  following  abnormal  white  cells  may  be  met  with  : — 

Myelocytes. — These  are  large  corpuscles  {Plate  II,  Fig.  j\/),  comparable  in  size 
to  the  polymorphonuclear  cells,  but  differing  from  the  latter  in  having  either  a 
perfectly  round,  an  oval,  or  possibly  a  sUghtly  kidney-shaped  nucleus,  rather  than 
a  multilobed  one.  There  are  all  gradations  of  these  cells,  and  at  the  two  extsemes 
it  is  difficult  to  differentiate  some  from  large  lymphocytes  and  others  from 
polymorphonuclear  cells.  They  are  to  be  distinguished  from  the  latter  by  the 
roundness  of  the  nucleus,  and  from  large  lymphocytes  by  the  granularity  of  the 
protoplasm.  The  granules  in  question  are  sometimes  stained  brightly  with 
eosin — eosinophile  myelocytes  {Plate  II,  Fig.  N),  distinguishable  at  once  from  the 
ordinary  eosinophile  corpuscles  by  their  nuclei  being  nearly  spherical ;  more 
often,  however,  the  granules  stain  blue,  or  some  colour  between  blue  and  red — 
ordinary  or  neutrophile  myelocytes.  No  useful  clinical  information  can,  so  far  as 
is  at  present  known,  be  obtained  by  la>'ing  any  particular  stress  upon  these 
differences  in  the  staining  reactions  of  different  myelocytes,  so  that  these  cells 
are  usually  counted  together  simply  as  myelocytes.  There  is  only  one  condition 
in  which  they  are  very  numerous,  and  that  is  splenomeduUary  leukaimia  ;  but 
they  may  occur  in  small  numbers  in  various  other  affections  also,  particularly 
in  lymphadenoma,  Hodgkin's  disease,  pernicious  anxmia,  and  aplastic  ana?mia. 

Basophile  Corpuscles  {Plate  II,  Fig.  O). — These  are  much  smaller  than  myelo- 
cytes, their  size  being  comparable  rather  to  that  of  small  lymphocytes  ;  they 
differ  from  the  latter,  however,  in  that  the  protoplasm,  instead  of  being 
homogeneous,  contains  small  numbers — from  2  or  3  to  perhaps  20  or  more — 
of  ver\'  large  granules  which  stain  deep  blue  with  Jenner's  stain.  They  are 
unmistakeable.    .  No    definite  clinical    deductions    can    be   drawn   from  thdir 
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presence  beyond  the  fact  that,  if  there  are  more  than  i  or  2  per  i  ,000,  the  blood 
is  abnormal.  They  may  be  present  in  many  different  varieties  of  anaemia, 
but  they  are  not  characteristic  of  any  ;  they  seldom  amount  to  more  than 
2  or  3  per  cent,  and  often  to  no  more  than  05  per  cent,  even  in  disease. 

Punctate  Basophilia. 

There  are  certain  conditions,  particularly  pernicious  anxmia  in  its  later  stages, 
leukaemia,  and  lead  poisoning,  in  which  the  red  corpuscles,  instead  of  staining 
uniformly  pink  with  the  eosin  of  Jenner's  stain,  present  large  numbers  of  very 
small  blue  specks  or  granules  in  their  protoplasm  (Plate  II ^  Fig.  G),  a  condition 
known  as  punctate  basophilia.  In  a  case  of  doubt,  when  pernicious  anaemia 
has  been  excluded  by  there  being  a  low  colour  index,  and  when  leukaemia  is 
contraindicated  by  the  fact  that  there  is  a  normal  leucocyte  count,  the  presence 
of  extensive  punctate  basophilia  sometimes  affords  confirmative  e\4dence  of 
plumbism. 

(.4).— ANEMIAS   WITH    POSITIVE    BLOOD    PICTURES. 

We  may  now  pass  on  to  consider  the  commoner  varieties  of  anaemia,  dealing 
first  with  anaemias  with  positive  blood  pictures. 

Pernicious  AneBmla  is  a  disease  of  insidious  onset  in  adults,  the  main  symptoms 
being  progressive  loss  of  muscle-power  and  increasing  pallor,  with  loss  of  weight, 
but  with  relatively  less  loss  of  body  volume.  A  large  number  of  other  symptoms 
may  be  associated  with  these,  or  no  others  may  be  present.  The  diagnosis  is 
seldom  made  until  a  relatively  late  stage  of  the  malady  has  been  reached,  by 
which  time  there  is  a  great  diminution  in  the  haemoglobin,  down  perhaps  to  30 
per  cent  of  normal  or  less,  and  a  still  greater  diminution  of  the  red  corpuscles 
down  perhaps  to  25  per  cent,  20  per  cent,  or  even  10  per  cent  of  normal ;  con- 
sequently the  colour  index  is  high,  and  this  is  the  pathognomonic  sign  of  the 
disease.  There  is  no  leucocytosis,  but  rather  leucopenia  {q.v.)  ;  the  differential 
leucocyte  count  shows  a  relative  increase  in  the  small  leucocytes,  a  corresponding 
diminution  in  the  polymorphonuclear  cells,  normal  numbers  of  eosinophile 
corpuscles  and  large  lymphocytes,  occasional  basophile  corpuscles,  and  one  or 
two  myelocytes.  Blood  films  also  show  all  the  changes  described  kbove  as 
common  to  the  severe  anaemias  with  a  particularly  large  relative  number 
of  megalocytes.  When  these  blood  changes  are  all  present  there  can  be  little 
or  no  doubt  about  the  diagnosis,  and  therefore  we  need  not  enter  here  into  all 
the  other  symptoms  that  may  be  presented  by  the  patient.  It  is  important 
to  remember,  however,  that  there  is  one  group  of  the  cases  in  which  nerve 
symptoms  predominate  long  before  the  anaemia  is  pronounced.  The  diagnosis  of 
pernicious  anaemia  cannot  be  made  without  a  blood-count,  and  it  can  be  made 
absolutely  with  one  ;  only  one  word  of  warning  is  required,  and  that  is  that  the 
colour  index  is  not  continuously  high  in  every  case  of  pernicious  anaemia,  so  that 
perhaps  several  blood-counts  may  be  required  at  intervals.  It  should  also  be 
noted  that  the  power  of  temporary  recuperation  is  considerable,  and  when  the 
patient's  condition  improves  the  blood  may  return  partly  or  wholly  to  normal ; 
and  during  this  remission  of  the  disease  the  colour  index,  instead  of  remaining 
greater  than  i,  becomes  i  or  less  than  i. 

It  is  on  this  account  that  pernicious  anaemia  in  its  earlier  stages  is  exceedingly 
difficult  to  detect,  and  indeed  at  present  it  is  generally  mistaken  for  something 
else  until  the  anaemia  has  reached  such  a  stage  as  to  be  obvious. 

There  are  certain  cases  of  very  severe  anaemia  which  some  would  include 
under  the  heading  of  pernicious  anaemia,  although  the  colour  index  is  persistently 
less  than  i.     It  is  more  useful,  however,  from  a  cUnical  point  of  view  to  leave 
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these  cases  unlabelled,  or  at  any  rate  not  to  call  them  pernicious  anaemia,  which 
has  so  characteristic  a  blood  picture.  One  variety  has  recently  become  separated 
irom  the  rest  under  the  title  of  aplastic  arngmia^  the  chief. characters  of  which 
are  a  profound,  progressive,  and  ultimately  fatal  anaemia  for  which  no  cause 
can  be  found,  which  seems  in  many  respects  to  simulate  pernicious  anaemia, 
but  which  is  persistently  associated  with  a  low  instead  of  a  high  colour  index. 

SplenomedalUry  Leuksmia. — In  the  earUer  stages  of  this  disease  there  is 
no  anaemia  at  all,  though  later  diminution  both  in  the  haemoglobin  and  in  the 
red  corpuscles  may  be  profound.  The  essential  point  in  the  diagnosis  is  the 
occurrence  of  a  very  great  increase  of  the  total  number  of  leucocytes,  not  at  all 
uncommonly  up  to  such  a  figure  as  200,000,  and  sometimes  up  to  600,000  or 
even  1,000,000  per  c.mm.  of  blood.  There  is  only  one  other  condition  which 
can  produce  so  extreme  an  increase  in  the  total  number  of  leucocytes,  and  that 
is  lymphatic  leukamia.  The  two  are  immediately  distinguishable  from  one 
another  by  the  differential  leucocyte  count,  the  characteristic  point  about  which, 
in  splenomedullary  leukaemia,  is  the  large  number  of  myelocytes  present.  These 
may  amount  to  30,  to  even  50  per  cent,  or  more,  of  all  the  corpuscles  present, 
with  the  consequence  that  there  is  a  relative  but  not  an  absolute  diminution  in 
the  other  varieties  of  white  cells.  Occasionally  basophile  cells  are  seen  ;  but 
whatever  may  be  the  proportion  of  these  or  other  leucocytes,  the  main  point  in 
the  diagnosis  is  the  large  relative  number  of  myelocytes,  in  association  with 
ain  enormous  increase  in  the  total  leucocyte  count.  When  anaemia  ultimately 
ensues  it  is  of  the  chlorotic  type ;  that  is  to  say,  the  haemoglobin  falls  before,  and 
to  a  greater  extent  than,  the  red  corpuscles.  The  disease  generally  lasts  from 
one  to  three  years  before  ending  fatally,  and  in  the  later  stages  all  the  blood- 
changes  characteristic  of  severe  anaemia  may  be  found.  Clinically,  the  other 
main  feature  of  the  complaint  is  the  enormous  enlargement  of  the  spleen,  which 
here  reaches  dimensions  bigger  than  in  any  other  disease,  the  viscus  often 
extending  right  across  the  middle  Une  to  the  right  iliac  fossa  or  down  into  the 
pelvis.  It  is  noteworthy  that  in  patients  treated  with  the  ;r-rays  the  spleen 
very  often  becomes  greatly  reduced  in  size,  and  the  blood  picture  may  return 
nearly  to  normal,  though  it  seldom  if  ever  happens,  even  when  the  number  of 
leucocytes  per  c.mm.  has  reached  the  normal,  that  there  is  an  absence  of 
myelocytes  in  the  differential  leucoc>'te  count.  Notwithstanding  this  apparent 
improvement  in  the  blood  and  in  the  spleen,  the  length  of  time  the  patient 
survives  does  not  seem  to  be  increased.  The  splenic  enlargement  is  not  associated 
with  enlargement  of  the  lymphatic  glands. 

Lymphmtte  LeukaBmla. — There  is  no  age  at  which  any  form  of  leukaemia  may 
not  occur  ;  but  up>on  the  whole,  the  splenomedullary  form  rather  affects  adults 
than  children,  whereas  the  lymphatic  form  affects  children  rather  than  adults. 
Its  course  is  usually  rapid  and  invariably  fatal,  death  resulting,  as  a  rule,  within 
three  or  four  months  from  the  first  definite  symptoms.  Anaemia  is  much  more 
rapid  in  its  development  in  the  lymphatic  than  in  the  splenomedullary  form. 
The  first  symptoms  may  be  either  those  of  anaemia,  or  the  development  of 
obvious  lymphatic  glandular  enlargements  in  the  neck,  axillae,  and  groins,  or 
the  occurrence  of  purpura,  epistaxis  or  other  forms  of  haemorrhage,  or  in  certain 
cases  a  complete  change  in  the  child's  temperament  in  the  direction  particularly 
of  excessive  irritability  of  temper,  with  loss  of  appetite  and  obvious  and  progres- 
sive illness.  There  are  cases  in  which  there  is  no  glandular  enlargement  at  all, 
and  in  which  the  diagnosis  would  not  be  at  all  obvious  without  a  blood-count. 
More  often  there  is  the  general  enlargement  of  the  lymphatic  glands,  visceral 
and  peripheral,  sometimes  associated  with  similar  increase  in  the  size  of  other 
glands,  particularly  the  salivary  and  lachrymal,  and  upon  examination 
the  spleen  is  nearly  always  palpable  and  sometimes  decidedly  large,  though 
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seldom  so  big  as  it  is  in  the  splenomeduUary  form  of  the  disease.  Sexx>us 
inflammations  are  common,  and  there  is  apt  to  be  pyrexia,  just  as  there  is  in 
other  severe  anxmias,  especially  in  splenomedullary  leukaemia,  Hodgkin's 
disease,  and  pernicious  anaemia.  The  diagnosis  is  at  once  afforded  by  the  blood- 
count  in  the  great  majority  of  cases.  There  is  a  varying  degree  of  increase  in 
the  total  number  of  leucocytes  per  c.mm.  of  blood,  sometimes  reaching  no 
higher  than  20,000  or  30,000,  more  often  80,000  to  100,000,  and  sometimes,  but 
more  rarely,  to  much  higher  figures,  such  as  200,000,  600,000,  800,000  or  even 
1,500,000  per  c.mm.  Whatever  the  total  number  of  leucocytes,  however,  the 
most  striking  feature  in  these  cases  is  the  enormous  relative  increase  in  the 
number  of  small  lymphocytes  in  the  differential  leucocyte  count.  Out  of  every 
hundred  leucocytes  it  is  not  at  all  uncommon  to  find  that  90,  or  even  95  or  98. 
are  lymphocytes  ;  so  that  there  is  an  enormous  relative  and  sometimes  absolute 
reduction  in  the  other  corpuscles  of  the  blood.  When  a  very  large  number  of 
cells  are  examined,  amongst  them  will  be  found  an  occasional  myelocyte  and 
one  or  two  basophile  corpuscles.  The  red  cells  and  the  haemoglobin  become 
progressively  diminished,  and  the  former  may  exhibit  all  the  other  changes 
described  above  as  characteristic  of  any  very  severe  anaemia.  It  is  worthy 
of  note  that  whereas  in  most  cases  the  colour  index  becomes  less  than  i  as 
the  disease  progresses,  in  a  few  instances,  especially  some  time  before  the  end, 
the  colour  index  has  been  found  to  be  greater  than  i,  as  it  is  in  pernicious 
anaemia.  There  is  no  likelihood  of  mistaking  one  condition  for  the  other, 
however,  on  account  of  the  changes  in  the  white  cells. 

There  are  some  authorities  who  describe  two  varieties  of  lymphatic  leukaemia, 
according  as  the  lymphocytes  seen  in  the  films  are  of  relatively  large  or 
small  size  ;  as  has  been  explained  above,  however,  there  is  always  difl&cult\'  in 
deciding  whether  differences  in  apparent  size  of  the  lymphocytes  constitute 
differences  in  kind,  and  there  is  no  very  great  clinical  purpose  served  in  drawing 
the  distinction  here,  unless  perhaps  that  upon  the  whole  the  larger  the  lympho- 
cytes present,  the  greater  the  number  of  weeks  the  patient  is  likely  to  survive. 

The  chief  difficulties  that  arise  in  the  diagnosis  occur  in  two  ways :  namely, 
first,  that  there  are  a  few  instances  in  which  lymphatic  leukaemia  has  run  its 
course  without  any  actual  increase  in  the  number  of  leucocytes  per  c.mm. 
of  blood,  the  diagnosis  being  afforded  only  by  the  enormous  relative  increase 
in  the  small  lymphocytes  ;  and  secondly,  from  the  fact  that  children  normally 
have  a  relatively  high  leucocyte  count,  from  which  it  happens  that  lymphatic 
leukaemia  may  sometimes  be  suspected  when  it  is  really  not  present  at  all. 
Suppose,  for  instance,  that  a  child  suffering  from  an  obscure  illness  associated 
with  anaemia  had  the  chlorotic  type  of  changes  in  the  blood-cells  and  haemo- 
globin together  with  an  increase  in  the  total  number  of  leucoc\'tes  up  to  25,000 
per  c.mm.,  and  a  relative  increase  of  the  small  lymphocytes  up  to  55  per 
cent,  would  one  be  justified  in  making  a  diagnosis  of  lymphatic  leukaemia  ? 
One  might  do  so  if  there  was  general  enlargement  of  the  lymphatic  glands 
together  with  enlargement  of  the  spleen ;  but  otherwise  both  the  leucocytosis 
and  the  relative  increase  in  the  lymphocytes  might  be  due  to  some  other  com- 
plaint, and  the  only  means  of  arriving  at  the  diagnosis  might  be  by  awaiting 
developments.  It  is  not  safe  to  insist  upon  a  diagnosis  of  lymphatic  leukaemia 
unless  there  is  either  a  very  large  increase  in  the  total  number  of  leucocytes, 
or  a  relative  increase  in  the  small  lymphocytes  up  to  90  per  cent  or  over,  or  both 
these  changes  at  the  same  time. 

Mixed  Forms  of  LoukaDmia. — Although  the  great  majority  of  cases  of  leukaemia 
belong  cither  to  the  splenomedullary  or  the  lymphatic  form,  there  are  cases 
in  which  the  symptoms  and  the  blood  changes  partake  of  the  characters  of  both. 
Either  the  splenic  enlargement  or  the  lymphatic  glandular  enlargement,  or  both, 
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may  be  well  marked  ;  there  may  be  no  anaemia  until  the  disease  has  passed  its 
earUer  stages,  when  the  red  cells  and  haemoglobin  pass  through  the  chlorotic 
type  of  changes  until  they  reach  those  severe  alterations  characteristic  of  all 
anaemias  in  their  last  stages ;  the  white  corpuscles  show  more  or  less  increase  in 
their  total  numbers,  and  the  differential  leucocyte  count  shows  not  only  consider- 
able numbers  of  myelocytes,  such  perhaps  as  20  per  cent  or  more,  but  also  a 
great  relative  increase  in  the  lymphocytes  up  to,  it  may  be,  60  per  cent  or  over. 
The  occurrence  of  these  cases  of  "  mixed  "  leukaemia  would  seem  to  indicate 
that  there  is  really  no  absolute  difference  in  kind,  but  rather  only  a  difference 
in  type  between  the  lymphatic  and  the  spleno-medullary  forms  already  described. 

ParattUe  An»mla  assoeiated  with  Eoiinophilla.  —  Many  varieties  of  the 
parasites  that  affect  man  produce  hardly  any  blood  changes  at  all — Tricho- 
cepkalus  dispatf  Oxyuris  vermiculariSf  Ascaris  lumbricoides.  Other  parasites, 
however,  produce  very  marked  changes  in  the  blood,  and  one  may  mention 
in  particular  BothriocephcUus  latus,  Ankylostomum  duodenale^  Trichina  spiralis, 
Bilkarzia  h€Bmatohia,  and  not  a  few  cases  of  hydatid  disease.  The  anaemia  which 
results  may  be  very  profound,  and  the  blood  may  exhibit  all  the  changes  described 
above  as  common  to  the  severest  anaemias.  The  colour  index  is  usually  less 
than  I,  but  sometimes  it  may  be  greater  than  i,  and  so  simulate  pernicious 
an«mia ;  but  whatever  the  total  number  of  leucocytes  in  the  blood,  the  differential 
count  very  commonly  presents  a  considerable  increase  in  the  coarsely  eosinophile 
corpuscles,  and  this  Eosinophilia  (q.v.)  in  association  with  severe  anaemia  is 
highly  suggestive  of  the  presence  of  some  toxic  parasite.  It  does  not  indicate 
which  parasite  is  present,  however,  this  being  determined  by  careful  examination 
of  the  faeces,  urine,  and  so  forth.     (See  Parasites,  Intestinal.) 

Parasitic  Anamia  associated  with  Parasites  in  the  Blood. — ^The  four  best  known 
varieties  of  disease  in  which  human  beings  have  parasites  in  the  blood  are : 
malaria,  filariasis,  trypanosomiasis,  and  relapsing  fever.  In  all  of  these  con- 
ditions there  may  be  much  destruction  of  the  red  corpuscles ;  with  consequent 
anaemia  of  the  chlorotic  type.  It  is  probable  that  in  most  cases  the  history, 
particularly  of  residence  in  some  tropical  country  where  the  disease  in  question 
is  likely  to  occur,  will  suggest  the  diagnosis  in  the  first  instance,  and  the  exami- 
nation of  the  blood,  either  fresh  or  in  films,  will  merely  be  confirmative. 

Relapsing  fever  used  to  be  prevalent  in  various  parts  of  Great  Britain,  and  it 
still  occurs  in  epidemic  form  in  times  of  famine  in  association  with  uncleanness. 
It  is  commoner  abroad.  It  is  due  to  infection  by  the  spirochaete  of  Ober- 
meier  {Plate  XII,  Fig.  I).  This  is  a  long  spiral  organism,  40  ^  long  and 
I  /i  broad,  which  is  actively  motile  in  fresh  blood,  but  is  best  seen  in  films 
stained  with  Leishman's  stain.  They  first  appear  a  day  or  two  before  the 
paroxysms  of  fever,  and  may  reach  large  numbers.  In  the  intervals  between 
the  paroxysms  they  are  not  to  be  found.  The  course  of  the  disease  is  usually 
very  suggestive  of  the  diagnosis,  there  being  outbursts  of  pyrexia  associated 
with  extreme  prostration  and  severe  illness,  lasting  about  a  week  or  rather  less, 
with  complete  intermissions  of  about  the  same  length.  There  may  be  an 
indefinite  number  of  relapses  before  the  patient  either  dies  or  recovers. 

Filariasis  may  be  latent  for  a  long  time  before  it  produces  actual  symptoms. 
Its  best  known  effects  are  elephantiasis  of  the  legs  or  genital  organs,  with  or 
without  chyluria.  It  occurs  in  many  parts  of  the  tropics,  particularly  in  some 
of  the  Pacific  Islands,  such  as  Fiji ;  and  in  certain  parts  of  China.  The 
elephantiasis  and  chyluria  are  due  to  mechanical  obstruction  to  the  pelvic 
lymphatics  by  the  mature  worms.  The  blood  exhibits  more  or  less  anaemia  of 
the  simple  chlorotic  type,  together  with  a  varying  degree  of  eosinophilia,  whilst 
at  certain  times  of  the  day  or  night,  the  peripheral  blood  also  contains  the 
k)ng  but  narrow  filarial  embr>'os  (Plate  XII,  Fig.  F).  There  arc  probably 
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different  varieties  of  the  organism,  but  they  cannot  be  distinguished  easily 
the  appearance  of  these  embryos  alone.     Without  lajang  stress  upon  gei 
differences,  it  is  important  to  know  that  in  most  cases  they  are  to  be  found 
the  peripheral  blood  only  at  night  [Filaria  nocturna  bancrofti) ;   during  the  dajr] 
in  these  cases  they  seem  to  retreat  into  the  deep  vessels ;   there  are  other  caso^l 
however,  in  which  embryos,  very  similar  in  appearance,  occur  in  the  periphetat 
blood  in  the  daytime  and  not  at  night   (Filaria  diurna)  ;    whilst  in  FiUni, 
perstans  they  are  present  in  the  blood  both  day  and  night.     Roughly  speaJdiV 
one  may  say  that  each  embryo  when  stretched  out  is  200  ^  long  and  4  to  5  ^ 
wide,  and  they  stain  by  Leishman's  method.     The  parasites  may  be  found  is 
the  blood  of  patients  who  have  returned  to   England   from  foreign  parts  iB 
which  they  have  contracted  the  disease. 

Trypanosomiasis. — This  is  the  cause  of  sleeping  sickness.  Trypanosomes  d 
many  different  kinds  are  known  to  affect  various  animals,  birds  and  fish,  bat 
the  only  one  which  is  important  in  man  is  the  Trypanosoma  gambienu 
(Plate  XII,  Fig.  G).  It  is  to  be  found  in  blood  films  stained  by  Leishman's  | 
method  in  infected  patients,  months  or  years  before  it  finds  its  way  into  tbe 
cerebrospinal  fluid  to  produce  sleeping  sickness.  It  has  a  large  and  definite 
nucleus  about  its  middle,  surrounded  by  protoplasm  which  becomes  prolonged 
into  a  relatively  long  undulating  membrane  terminating  in  a  flagellum.  It  is  an 
extra-corpuscular  organism  readily  distinguishable  when  seen  in  its  mature 
stage.  It  occurs  particularly  in  people  who  have  been  resident  in  Uganda 
or  other  district  in  which  the  fly  Glossina  palpal  is  abounds  which  spreads  the 
disease.  The  diagnosis  is  much  less  easy  when  the  blood  contains  only  imma- 
ture forms.  In  this  connection  it  is  worthy  of  note  that  one  variety  of  severe 
anaemia  occurring  in  Assam,  associated  with  pyrexia  and  enlargement  of  the 
spleen,  and  formerly  thought  to  be  a  variety  of  malaria,  has  been  shown  to  be 
due  to  a  variety  of  trypanosomiasis  in  which  only  immature  forms  of  the 
parasite  (Leishman-Donovan  bodies)  have  been  found  (Plate  XII,  Fig.  H)  \ 
and  here  not  in  the  general  blood-stream,  but  in  the  fluid  obtained  by  splenic 
puncture.     The  disease  is  termed  Kala-azar. 

Malaria. — Malaria  is  not  essentially  associated  with  anaemia  ;  but  in  patients 
who  have  had  recurrent  attacks  blood  destruction   by  the  parasites  leads  to 
considerable  reduction  both  in  the  red  cells  and  in  the  haemoglobin,  the  colour 
index  generally  being  of  the  chlorotic  type.     The  changes  in  the  white  corpuscles 
are  described  above.     The  diagnosis  can  often  be  surmised  when  a  patient 
who  is,  or  has  been,  resident  in   a   malarial  district  suffers  from  the  typical 
periodic  rigors  with  pyrexia.     Theoretically,  there  are  two  main  tj-pes  of  the 
disease, — the  tertian,  in  which  the  paroxysms  come  on  every  alternate  day  with 
complete  freedom  every  intermediate  day ;  and  the  quartan,  in  which  there  are 
two-day  intervals,   so   that  the    paroxysms  occur   every   fourth   day.      What 
happens  in  a  malarial  district,  however,  is  that  after  a  patient  has  been  infected 
by  one  set  of  mosquito  bites  with  a  tertian  or  quartan  ague,  he  becomes  sub- 
sequently infected  upon  different  days  by  other  mosquitoes  with  other  tertian 
or  quartan  parasites,  so  that  there  is  a  mingling  together  of  the  effects  of  different 
sets  of  haematozoa.     For  instance,  if  a  patient  had  become  infected  by  two 
tertian  parasites,  the  one  producing  rigors  upon  Monday,  Wednesday,  Friday, 
and  Sunday,  and  the  other  similar  attacks  upon  Tuesday,  Thursday,  Saturday, 
and  Monday,  this  patient  would  have  a  paroxysm  every  day,  the  type  being  then 
spoken  of  as  quotidian.     If  he  were  infected  by  two  quartan  parasites,  the  one 
producing  attacks  upon  Monday,  Thursday,  and  Sunday,  and  the  other  upon 
Tuesday,  Friday,  and  Monday,  the  occurrence  of  the  paroxysms  becomes  less 
obviously  regular,  for  the  patient  would  have  a  rigor  upon  Monday,  another  on 
Tuesday,  none  on  Wednesday,  a  rigor  upon  Thursday  and  Friday,  but  none  on 
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Saturday,  and  so  on.  Each  infection  by  a  fresh  brood  of  malarial  parasites 
complicates  the  clinical  picture,  until  finally,  in  those  who  have  been  long  in 
malarial  districts,  the  attacks  of  pyrexia  may  be  quite  irregular  or  even  almost 
continuous.  Each  paroxysm  has  three  characteristic  stages,  any  one  of  which 
may  last  from  half  an  hour  to  two  or  three  hours,  or  even  more.  During  the 
first  or  cold  stage,  the  patient  shivers  with  a  severe  rigor,  feels  cold,  looks  blue 
and  pinched,  but  nevertheless  has  a  rise  of  temperature  to  102°  F.  or  103°  F.  The 
teeth  chatter  and  the  patient  wraps  himself  up  to  try  and  keep  warm.  This  is 
followed  by  the  hot  s/ag«,  which  begins  with  flushing  of  the  face,  severe  headache, 
pains  in  the  back,  further  rise  of  the  temperature  to  104°  F.  to  106**  F.,  and  a 
sensation  of  such  heat  that  the  patient  throws  off  the  clothes  and  calls  for  cooling 
drinks.  This  ends  in  the  third  or  sweating  stage,  during  which  the  skin,  previously 
dry,  breaks  out  into  perspiration  so  severe  that  all  the  bed-clothes  may  become 
wringing  wet.  The  temperature  now  falls,  and  the  patient,  more  or  less 
exhausted,  sleeps,  and  on  waking  feels  comparatively  well  except  for  a  sense 
of  weakness  ;  he  may  be  able  to  do  his  ordinary'  work  until  the  next  paroxysm 
comes  on.  Only  in  a  few  cases  do  much  severer  symptoms  supervene  if  proper 
treatment  be  adopted.  In  the  absence  of  treatment,  however,  malaria  may 
lead  to  hyperpyrexia  (107°  F.-ii2°  F.) ;  to  coma;  or  to  a  condition  of  algidity 
and  collapse ;  any  one  of  which  may  end  in  death.  The  diagnosis  may  be 
confirmed  to  some  extent  by  finding  that  the  pyrexial  outbursts  diminish  or 
cease  altogether  under  the  administration  of  quinine,  but  the  only  real  proof 
of  the  nature  of  the  complaint  is  the  discovery  in  the  blood  of  the  malarial 
parasites  {Plate  XII,  Figs.  A,  B,  C,  D, and  £).  In  this  connection  it  is  important 
to  note  that  the  administration  of  quinine  renders  it  difficult  or  impossible  to 
find  these  in  blood  films,  and  then  the  behaviour  of  the  leucocytes  (see  above) 
may  be  ver>'  helpful.  For  a  detailed  account  of  all  the  stages  and  appearances 
of  various  malarial  parasites,  text-books  of  tropical  medicine  should  be  consulted 
There  are  two  main  ty|>es  to  be  seen  in  films  stained  by  Leishman's  method — 
the  ring- form  and  the  crescent- form.  The  latter  are  perhaps  the  rarer,  though 
the  severer  types  of  malaria,  particularly  th6  aestivo-autumnal  form  met  with 
on  the  West  Coast  of  Africa,  are  generally  due  to  it  ;  the  crescentic  parasites 
cannot  be  mistaken  for  anything  else.  The  ordinary  tertian  and  quartan  agues 
are  due  to  the  ring  form  of  parasites,  which,  though  the  two  types  are  distinct 
from  one  another,  are  suflficiently  similar  not  to  be  distinguishable  in  films 
except  by  experts.  In  either  case  the  Hctniamoeba  malaricr,  tertian  or  quartan 
as  the  case  may  be,  has  a  double  life  cycle,  half  of  which  is  spent  in  the  mosquito, 
the  other  half  in  man.  The  bite  of  an  infected  mosquito  introduces  spores  into 
man's  blood,  where  they  grow,  become  amoeboid,  and  invade  red  corpuscles, 
enlarging  at  the  expense  of  the  haemoglobin,  producing  pigment  granules, 
finally  segmenting,  and  then  breaking  up  into  spores  again,  which  in  their  turn 
invade  fresh  corpuscles,  and  repeat  the  cycle,  which  lasts  48  hours  in  the  case 
of  the  tertian,  and  72  hours  in  the  case  of  the  quartan  parasite.  Plate  XII, 
Fi^.  A  represents  the  first  stage  in  which  the  hacmamoDba  spore  has  invaded  a 
red  corpuscle  ;  Plate  XII,  Fig.  C  represents  it  when  it  is  approaching  maturity 
within  the  red  cell;  and  Plate  XII,  Fig.  D  represents  it  when  ready  to  break 
up  into  spores.  If  blood  is  examined  at  the  very  beginning  of  the  rigor,  the 
stas^'e  most  commonly  seen  is  that  of  Plate  XII,  Fig.  B.  The  two  chief  points 
of  morphological  distinction  between  tertian  and  quartan  parasites  are,  first, 
that  the  pigment  granules  are  much  blacker  and  fewer  in  number  with  the 
quartan  than  the  tertian,  and  secondly,  that  in  the  rosette  stage,  the  quartan 
segments  are  fewer  than  the  tertian.  One  remarkable  feature  about  malaria 
is  that  it  may  remain  latent  for  many  years,  and  yet  recur  in  those  who  have 
long  since  returned  to  Great  Britain  from  the  tropics.     What  has  happened  to 
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the  parasites  in  the  interval  is  not  known,  but  their  re-appearance  is  brought 
about  by  such  conditions  as  general  depression  of  health  from  overwork  or 
worry,  or  as  the  result  of  some  intercurrent  malady. 

(B).— ANEMIAS    WITH    AN    INDETERMINATE    OR   NEGATIVE 

BLOOD    PICTURE. 

The  diagnosis  of  the  fact  of  ansmia  is  made  by  means  of  a  blood -count,  but 
the  cause  of  the  anaemia  itself  is  not  indicated  by  the  blood  condition  in  the 
great  majority  of  cases.  The  differential  diagnosis  has  to  be  made  on  other 
grounds.  One  may  subdivide  Group  B  into  four  sub-groups,  namely,  (i)  Those 
cases  in  which  the  anaemia  is  slight  and  in  itself  not  a  very  prominent  symptom ; 
e.g.,  in  an  indoor  worker  or  a  convalescent :  (2)  Those  cases  in  which,  though  the 
anaemia  may  be  severe,  the  routine  examination  of  the  patient  discovers  some 
more  or  less  obvious  and  not  absolutely  uncommon  cause  for  it ;  e.g.,  chronic 
tubal  nephritis  :  (3)  Those  cases  in  which,  though  the  anaemia  may  be  severe, 
no  obvious  lesion  can  be  discovered,  but  in  which  there  is  nothing  about  the 
case  to  suggest  that  the  condition  is  a  rare  or  unusual  one;  e.g.,  chlorosis: 
(4)  Those  cases  in  which  the  anaemia  may  be  more  or  less  severe,  in  which  there 
may  or  may  not  be  obvious  lesions  to  account  for  it,  but  in  which  the  circum- 
stances of  the  case  suggest  that  the  disease  is  unusual  or  rare;  e.g.,  chloroma. 

1.  Cases  In  which  the  ansBinla  is  slight  and  in  Itself  not  a  very  prominent  symptom. 
— It  is  quite  clear  that  before  a  so-called  anaemia  reaches  its  severe  stage  it  must 
pass  through  a  phase  when  it  would  be  regarded  as  slight  or  mild.  This  group 
therefore  really  includes  all  the  other  groups  at  some  stage  of  their  development, 
and  it  is  clear  that  the  diagnostician  will  often  label  a  case  to  start  with  as 
comparatively  mild  or  unimportant,  when  the  course  of  events  ultimately  shows 
that  this  was  wrong.  For  instance,  a  case  of  pernicious  anaemia  may  exhibit 
what  seems  to  be  unimportant  symptoms  for  months  or  years  before  the  anaemia 
reaches  so  definite  and  severe  a  stage  as  to  be  diagnosed  correctly.  For  the 
purpose  of  the  present  work,  the  group  now  under  discussion  is  meant  to  include 
only  such  slight  degrees  of  anaemia  as  are  themselves  not  important  in  the  matter 
of  diagnosis  ;  for  instance,  in  people  who  live  too  much  indoors,  in  those 
who  are  convalescent  from  some  acute  or  subacute  illness,  in  those  who 
suffer  from  chronic  indigestion,  constipation,  obesity,  some  forms  of  chronic 
intoxication  by  microbial  products,  as  in  cases  of  infective  synovitis  and  arthritis, 
pyorrhoea  alveolaris  and  oral  sepsis,  uterine  or  ovarian  disease,  the  earlier  stages 
of  phthisis,  latent  or  deep-seated  caseous  glands  or  tuberculous  affection  of 
joints,  vertebrae  or  peritoneum  in  children,  the  milder  cases  of  plumbism,  and 
so  on  ;  in  all  these  cases  there  may  be  a  sufl5cient  degree  of  anaemia  to  attract 
some  attention,  but  the  diagnosis  will  rest  upon  other  symptoms  and  signs  than 
those  connected  with  the  blood,  and  in  most  cases  the  anaemia  will  not  be 
extreme. 

2.  Cases  in  wliieh,  though  the  an»mia  may  be  severe,  a  routine  examina- 
tion of  the  patient  discovers  some  more  or  less  obvious  and  not  absolutely 
uncommon  cause  for  it. 

Hemorrhage. — ^Some  of  the  most  striking  cases  of  anaemia  in  this  group  are 
those  in  which  there  has  been  recurrent  or  severe  loss  of  blood.  When  the 
latter  has  been  lost  by  epistaxis,  haemoptysis,  haematemesis,  haematuria, 
menorrhagia,  metrorrhagia,  metrostaxis,  purpura,  or  by  the  escape  of  blood  per 
rectum,  the  nature  of  the  anaemia  will  generally  be  obvious,  and  the  differential 
diagnosis  will  depend  upon  the  cause  of  the  particular  haemorrhage  in  question 
(see  Epistaxis,  etc.).  One  should  insist  upon  the  necessity  for  a  complete 
blood-count  in  all  these  cases,  however,  in  order  to  exclude  pernicious  anaemia. 


AN  MM  I  A  37 


leakaemia,  and  the  other  conditions  in  which  the  blood-picture  is  positive,  lest 
the  bleeding  be  due  to  the  blood  state  and  not  the  blood  state  to  the  bleeding. 
The  possibility  of  melaena  should  also  be  borne  in  mind,  for  without  examination 
of  the  faeces  the  extreme  pallor  resulting  from  loss  of  blood  from  such  a  lesion 
as  a  duodenal  ulcer  may  not  be  diagnosed  correctly.  The  possibiUty  of  hamo- 
philia  should  not  be  forgotten,  though  the  way  in  which  the  patient  bleeds 
excessively  from  sUght  scratches  or  cuts  will  generally  point  to  the  diagnosis, 
especially  if  there  is  a  family  history  of  a  similar  condition,  males  being  affected 
more  than  females.  The  blood-picture  in  cases  of  haemophilia  is  entirely 
negative,  the  anaemia  that  results  from  the  bleeding  being  of  the  chlorotic 
type.  It  is  sometimes  stated  that  the  result  of  blood-loss  is  to  produce  an 
anaemia  in  which  the  red  corpuscles  and  the  haemoglobin  are  equally  reduced,  so 
that  the  colour  index  remains  more  or  less  normal.  This  may  be  true  of  an 
acute  bleeding  such  as  venesection  or  post-partum  haemorrhage,  but  the  effect 
of  recurrent  blood-loss  is  to  produce  the  chlorotic  type  of  anaemia,  in  which  the 
red  corpuscles  are  less  diminished  than  is  the  haemoglobin. 

Cachexia. — A  similar  blood  picture,  namely  an  anaemia  of  the  chlorotic  typo 
more  or  less  severe,  but  without  anything  which  may  be  called  pathognomonic, 
either  as  to  the  red  cells  or  the  leucocytes,  is  to  be  found  in  almost  all  forms  of 
cachexia,  whether  due  to  syphilis,  tuberculous  or  malignant  disease,  malaria, 
oesophageal  stenosis,  or  starvation.  A  careful  physical  examination  of  the 
patient  and  enquiry  into  his  symptoms,  may  point  to  the  correct  diagnosis ;  but 
it  is  to  be  borne  in  mind  how  difficult  it  sometimes  is  to  detect  phthisis,  or  some 
cases  of  carcinoma  or  sarcoma,  even  when  far  advanced.  Sputum  analysis 
should  not  be  omitted  ;  rectal  examination  should  not  be  forgotten  ;  the  ;r-rays 
may  serve  to  detect  lesions  within  the  thorax,  and  Wassermann's  serum  reaction 
may  be  employed  when  syphiUs  is  suspected.  It  is  remarkable  how  little 
anaemia  may  result  from  some  varieties  of  cancer,  particularly  carcinoma  of 
the  breast ;  whilst  other  varieties,  especially  perhaps  carcinoma  of  the  stomach, 
produce  progressive  anaemia  comparatively  early.  It  is  noteworthy  that, 
whereas  in  former  times  the  absence  of  free  hydrochloric  acid  from  the  gastric 
juice  at  the  proper  interval  after  a  test  meal,  was  regarded  as  good  evidence  in 
favour  of  a  carcinoma  ventriculi,  it  has  now  been  firmly  established  that  the 
hydrochloric  acid  may  be  very  deficient  or  entirely  absent  in  a  great  many  other 
conditions  also  ;  it  is  absent  in  almost  all  cases  of  advanced  carcinoma,  whether 
of  the  stomach  or  not  ;  and  in  many  chronic  maladies  associated  with  ill-health 
all  the  secretions  of  the  body  suffer,  and  amongst  them  the  hydrochloric  acid  of 
the  gastric  juice.  It  follows,  therefore,  that  it  is  only  when  the  diagnosis  has 
been  narrowed  down  to  there  being  some  lesion  of  the  stomach,  that  the 
discovery  that  the  hydrochloric  acid  is  very  deficient  or  absent  affords 
evidence  that  the  lesion  is  a  carcinoma. 

Parasitic  affections  sometimes  escape  recognition,  even  when  they  have 
led  to  sufficient  anaemia  to  attract  attention  (see  Parasites,  Intestinal). 
The  two  varieties  most  apt  to  be  associated  with  anaemia  are  Ankylostomum 
duodenale  and  Bothriocephalus  latus.  Bilharzia  h(Bmatobia  may  also  lead  to 
severe  anaemia,  but  generally  does  so  on  account  of  the  H.^maturia  (q.v.)  that 
it  produces. 

Certain  drugs  are  apt  to  produce  anaemia  of  the  simple  chlorotic  type  if  their 
administration  is  continued  over  a  long  period  ;  one  may  mention  in  this 
connection  particularly  mercury ^  arsenic^  lead,  and  salicylates.  Acute  mercurial- 
ism  is  more  commonly  associated  with  severe  stomatitis  and  salivation,  but  in 
chronic  cases,  in  addition  to  anaemia  there  is  very  apt  to  be  a  motor  typ>e  of 
peripheral  neuritis,  affecting  the  Umbs  and  associated  with  a  remarkable  tremor, 
particularly  of   the   hands.     The   diagnosis   is   generally   arrived  at  from  the 


3S  ANEMIA 


fact  that  the  patient  has  either  been  receiving  mercury  medicinally,  or  else 
is  employed  in  some  work  in  which  mercury  is  used,  such  for  instance  as  the 
making  of  thermometers,  mirrors,  and  so  forth,  or  the  curing  of  rabbit  skins  for 
the  manufacture  of  hats. 

Arsenical  poisoning  seldom  gives  rise  to  anaemia  as  its  sole  symptom  ;  but  it 
is  noteworthy  that  although  liquor  arsenicalis  is  an  admirable  remedy  for  the 
relief  of  pernicious  anaemia,  arsenic  itself  is  also  a  cause  of  anaemia  amongst  those 
who  work  in  it.     As  a  rule,  in  addition  to  anaemia  there  is  marked  pigmentation 
of  the  skin,  and  on  this  account  Addison's  disease  may  be  simulated.     In  the 
latter,  however,  the  pigmentation  occurs  on  the  mucous  membranes,  particularly 
of  the  lips  and  cheeks,  as  well  as  upon  the  skin,  and  this — though  in  very  excep- 
tional cases  a  similar  pigmentation  within  the  mouth  has   been   observed  in 
pernicious  anaemia,  and  perhaps  after  taking  arsenic  for  long  periods — is  alwaj'S 
very  suggestive  of  Addison's  disease,  and  the  diagnosis  may  be  confirmed  by 
finding  a  slight  degree  of  eosinophiha,  a  remarkably  low  blood- pressure,  down 
even  to  80  mm.  Hg  or  less,  attacks   of  vomiting,  sjiicope,  and   remarkable 
asthenia.     If  there  is  active  tuberculosis  of  the  suprarenal  capsules,  Calmette's 
or  von   Pirquet's  reactions  with  tuberculin  may   be  positive,   but  these  two 
tests  are  now  less  relied  on  than  formerly.     In  arsenical  cases  it  is  very  possible 
that  there  may  also  be  evidence  of  peripheral  neuritis  and  of  hyperkeratosis 
of  the  soles  and  palms.     Analysis  of  the  hair  will  discover  an  abnormally  high 
percentage  of  arsenic.     The  chlorotic  type  of  anaemia  in  lead  poisoning  may  be 
very  pronounced,  but  the  diagnosis  will  depend  upon  other  symptoms,  of  which 
any  or  all  of  the  following  may  occur  : — a  blue  line  upon  the  gums ;  constipation  ; 
abdominal  colic  ;  a  tendency  to  repeated  abortion  in  women  ;  peripheral  neuritis, 
particularly  of  the  wrist-drop  t>'pe  ;  various  cerebral  symptoms  of  any  degree 
between  mere  headache  or  insomnia  and  epileptic  convulsions  or  acute  mania  ; 
optic  neuritis  ;   ophthalmoplegia,  chiefly  affecting  the  sixth  cranial  nerve  ;  a 
tendency  to  gout,  to  albuminuria  and  granular  kidney,  and  the  secondary  effects 
of  the  latter.    The  absence  of  a  blue  Une  on  the  gums  does  not  exclude  lead 
poisoning  in  those  whose  teeth  are  clean;    nor  does  its  presence  prove  lead 
poisoning,  for  most  workers  in  lead  exhibit  a  blue  line,  whether  they  have  other 
symptoms  or  not.     In  cases  of  doubt,  it  may  be  necessary  to  collect  an  abund- 
ance of  urine,  evaporate  it,  and  apply   the  ordinary  tests  for  inorganic  lead. 
The  occupation  of  the  patient  will  often  suggest  the  diagnosis. 

Salicylates  are  said  to  produce  anaemia  if  their  administration  is  continued 
for  a  long  period ;  but  it  is  also  possible  that  the  anaemia  may  be  due  to  the  con- 
dition for  which  the  salicylates  are  being  given,  namely  acute  rheumatism.  The 
diagnosis  is  generally  obvious.  In  addition  to  the  anaemia  that  may  result  from 
acute  rheumatism  itself,  there  is  apt  to  be  pronounced  anaemia  in  some  forms 
of  valvular  heart  disease,  particularly  in  affections  of  the  aortic  valves,  whether 
rheumatic  or  syphilitic.  Mitral  valvular  disease,  particularly  mitral  stenosis,  is 
more  likely  to  cause  polycythaemia,  unless  there  is  fungating  infective  endo- 
carditis. The  occurrence  of  a  progressive  anaemia  in  chronic  heart  cases  always 
arouses  suspicion  of  the  latter  ;  most  cases  of  fungating  endocarditis  present 
symptoms  of  failing  compensation,  which  are  often  very  difficult  to  distinguish 
from  those  due  to  the  mechanical  effects  of  chronic  valvular  disease  ;  so  that  it 
is  very  difficult  to  distinguish  a  heart  case  without  fungating  endocarditis  from 
a  similar  case  in  which  fungating  endocarditis  has  supervened.  In  addition 
to  the  anaemia,  the  following  points  would  be  in  favour  of  the  latter :  sudden 
and  radical  changes  in  the  character  of  the  heart  bruits,  for  instance  from 
musical  to  blowing,  and  vice  versa ;  enlargement  of  the  spleen  ;  the  occurrence 
of  haemorrhages,  particularly  subcutaneous  or  retinal ;  optic  neuritis  ;  pyrexia, 
whatever  its  type,  provided  it  cannot  be  explained  by  any  intercurrent  affection 
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such  as  tonsillitis  or  pleurisy ;  and  symptoms  of  infarction  or  embolism  in  the 
spleen,  kidney,  brain,  intestine,  retinal  or  peripheral  vessels.  It  is  noteworthy 
that  there  is  but  Uttle  leucocytosis  in  infective  endocarditis.  Cultivations 
from  the  blood  obtained  by  aseptic  venesection  may  serve  to  clinch  the  diagnosis, 
and  also  to  indicate  what  serum  or  vaccine  treatment  should  be  employed. 

It  is  in  some  cases  very  easy,  but  in  others  relatively  difficult,  to  be  sure  of  the 
diagnosis  of  subacute  nephritis.  Anaemia  is  a  prominent  symptom  in  the  chronic 
nephritis  of  young  people,  though  the  reverse  is  generally  the  case  in  the  red 
granular  kidney  of  later  life  ;  for  the  differential  diagnosis,  see  Albuminuria. 
The  old  aphorism  of  **  the  large  white  person  being  associated  with  the  large 
white  kidney  "  may  sometimes  suggest  the  nature  of  the  malady. 

The  anaemia  of  fungating  endocarditis  is  probably  due  to  the  direct  or 
indirect  effects  of  bacteria.  Many  other  subacute  or  chronic  maladies  associated 
with  a  continual  absorption  of  microbial  toxins  may  have  anaemia  as 
a  prominent  symptom.  One  may  mention,  for  instance,  chronic  colitis, 
whether  muco  -  membranous,  "  simple  "  ulcerative,  or  tropical  dysenteric  (see 
Diarrhcea)  ;  deep-seated  suppuration  acts  in  the  same  way,  and  one  is  famiUar 
with  the  pallor  of  patients  suffering  from  empyema ;  the  development 
of  this  anaemia  after  the  crisis  of  lobar  pneumonia,  or  in  connection  with 
broncho-pneumonia  in  children,  not  infrequently  suggests  that  an  empyema  has 
developed  ;  the  diagnosis  will  be  confirmed  to  some  extent  by  the  physical 
signs,  but  it  will  be  cUnched  by  finding  pus  when  the  chest  is  needled.  The 
occurrence  of  leucocytosis  or  of  a  relative  increase  in  the  polymorphonuclear 
cells  does  not  help  in  determining  the  presence  of  pus  in  the  case  of 
empyema  so  much  as  in  other  cases  of  suppuration,  because  empyema  is 
nearly  always  secondary  to  lobar  or  lobular  pneumonia,  and  in  each  of  these 
there  is  also  a  |X)lymorphonuclear  leucocytosis.  Other  examples  of  chronic 
sepsis  which  may  produce  severe  anaemia  are  chronic  appendicular  abscess  ; 
pyosalpinx  ;  hepatic  abscess  ;  the  breaking  down  of  ovarian  or  uterine  tumours  ; 
chronic  endometritis  ;  pyorrhoea  alveolaris  ;  infection  of  sinuses  connected  with 
bones  or  joints,  particularly  in  association  with  unclean  tuberculous  hip  or  knee- 
joints  ;  psoas  abscess  ;  suppurative  periostitis  or  osteomyehtis,  with  necrosis  of 
bone  ;  secondary  coccal  infections  in  phthisis  with  cavitation,  or  in  bronchiectasis. 
In  all  these  cases  there  will  be  fear  lest  chronic  sepsis  may  be  producing  lardaceous 
disease^  which  itself  is  also  a  cause  of  profound  anaemia,  with  a  peculiar  pale 
yellowish  or  transparent  appearance  of  the  skin,  though  its  diagnosis  is  exceed- 
ingly difficult  in  any  but  advanced  cases.  It  is  guessed  at,  as  a  rule,  on  account 
of  there  being  a  chronic  purulent  discharge  from  lung,  joint  or  limb,  or  else 
severe  tertiary  sy^philis.  There  may  be  enlargement  of  the  liver  and  spleen, 
albuminuria,  and  a  tendency  to  diarrhoea  ;  but  even  when  all  these  symptoms 
are  present,  it  not  infrequently  happens  that  the  post-mortem  examination 
shows  that  there  was  no  lardaceous  disease  at  all. 

Rheumatoid  arthritis  is  an  indefinite  group  of  joint  diseases  which  differ 
essentially  from  osteoarthritis,  in  that  whereas  in  the  latter  there  are  extensive; 
bony  as  well  as  joint  lesions  and  few  constitutional  symptoms,  with  the  former 
the  changes  affect  the  bones  very  little  compared  to  the  synovial  membrane, 
ligaments  and  tendons,  and  there  are  more  or  less  severe  constitutional  sym- 
ptoms, including  slight  pyrexia,  loss  of  appetite  and  weight,  pigmentation  of  the 
skin,  and  ansemia.  The  nearest  lymphatic  glands,  e.g.,  the  epitrochlear,  when 
the  hands  are  affected,  are  often  enlarged  and  tender.  The  diagnosis  seldom 
dej)ends  upon  the  anaemia,  however.  Probably  there  are  many  varieties  of 
rheumatoid  arthritis  which  will  some  day  be  classified  upon  a  bacteriological 
basis  into  those  due  to  gonococci,  streptococci,  staphylococci,  pneumococci, 
Bacillus  call  communis,  Spirochata  pallida,  and  so  on.     There  are  two  particular 
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types  of  rheumatoid  arthritis  in  which  anaemia  is  particularly  liable  to  be 
pronounced,  and  these  are,  first,  the  form  in  which  there  is  marked  spindle- 
shaped  enlargement  of  all  the  first  interphalangeal  joints  in  adults,  whatever 
other  joints  may  be  affected  at  the  same  time ;  and  secondly,  a  general  destruc- 
tive affection  of  the  joints  in  children,  associated  with  emaciation,  angmia, 
enlargement  of  the  spleen  and  of  the  lymphatic  glands,  and  known  as  SHWi 
disease.     (See  Joints,  Affections  of.) 

Cirrhosis  of  the  liver y  sooner  or  later,  leads  to  more  or  less  anaemia  of  the  chlorotic 
type,  although  in  the  earlier  stages  the  alcoholic  patient  may  have  a  rubicund 
complexion  ;  by  the  time  the  anaemia  is  produced  there  would  almost  certainly 
have  been  other  symptoms  of  the  complaint,  pairticularly  H^ematemesis  (q.v.)^ 
Jaundice  (q.v.)^  or  Ascites  (q.v.).  Patients  suffering  from  cirrhosis  of  the  liver 
often  have  some  degree  of  evening  pyrexia,  and  they  also  tend  to  undue  pigmen- 
tation of  the  skin. 

Hyperlactation  is  a  prominent  cause  of  anaemia  and  general  ill-health,  especially 
in  women  in  towns.  It  is  stated  that  the  cause  for  prolongation  of  the  period 
of  lactation  is  an  idea  that  pregnancy  will  not  recur  whilst  the  last  infant  is  being 
suckled.     The  diagnosis  is  generally  obvious  if  its  possibiUty  is  borne  in  mind. 

Gastric  ulcere  or  rather  the  symptoms  which  are  often  stated  to  be  those  of 
gastric  ulcer,  is  frequently  associated  with  anaemia ;    the  latter  in  a  few  cases 
is  the  result  of  direct  loss  of  blood  by  H^cmatemesis  (q.v,),  or,  in  the  case  of 
duodenal  ulcer,  Mel^na  {q.v.) .    A  duodenal  ulcer  may  sometimes  simulate  gastric 
ulcer,  but  more  often  it  produces  symptoms  which  are  apt  to  be  mistaken  for 
gall-stones,  the  pain  being  referred  to  a  spot  about  an  inch  below  the  tip  of  the 
ninth  right  rib.     As  a  rule,  the  pain  in  cases  of  duodenal  ulcer  bears  a  definite 
relationship  to  food,  being  greatest  when  the  patient  is  beginning  to  be  hungr>', 
and  relieved  by  the  taking  of  food.     Gastric  ulcer,  on  the  othei*  hand,  is  much 
more  difficult  to  diagnose,  for   even  when    the  patients   have   suffered   from 
epigastric  pain  coming  on  immediately  after  food,  from  vomiting  which  relieves 
the  pain,  and  from  one  or  more  attacks  of  haematemesis,  it  is  possible  for  the 
latter  to  be  due  to  generalized  oozing  from  the  gastric  mucosa — Hale  White's 
"  gastros taxis  " — rather  than  a  definite  measurable  ulcer.     When   there  has 
been  no  haematemesis,  the  diagnosis  is  still  more  difficult,  though  it  is  noteworthy 
that  in  nearly  half  the  cases  in  which  the  presence  of  an  ulcer  has  been  proved 
by  operation,  there  has   been   no   history  of   haematemesis.     It    was    formerly 
stated  that  gastric  ulcers  are  common  in  the  female  sex  between  the  ages  of 
fifteen  and  thirty,  especially  in  the  unmarried  and  the  anaemic  ;  notably  amongst 
the  servant  class  ;  operative  demonstrations  of  gastric  ulcers,  however,  would 
seem  to  show  that  they  are  really  commoner  in  later  hfe,  and  affect  men  as  often 
as  women,  so  that  there  is  a  very  decided  possibility  that  the  gastric  symptoms 
of  anaemic  women  are  not  in  fact  due  to  ulcer.     One  meets  with  patients  who 
have  pain  the  moment  they  take  food,  in  whom  vomiting  after  meals  is  persistent, 
in  whom  the  diagnosis  of  gastric  ulcer  would  certainly  have  been  made  in  former 
years,  but  in  whom  that  diagnosis  is  made  now  only  with  considerable  caution. 
It  has  become  increasingly  recognized  that  the  vomiting  and  the  gastric  signs 
are  often  due  to  the  anaemia  itself,  and  it  is  possible  that  they  are  in  some  way 
related  to  anaemic  dilatation  of  the  heart.     In  diagnosing  between  this  condition 
and  that  of  true  gastric  ulcer,  one  of  the  best  plans  is  to  put  the  patient  to  bed, 
and  when  she  has  been  recumbent  for  twenty- four  or  thirty- six  hours,  to  see 
what  is  the  effect  of  giving  her  full  diet.     Full  diet  will  be  borne  quite  well  in 
cases  of  severe  anaemia  associated  with  gastric  symptoms  without  ulcer,  so  long 
as  the  patient  remains  in  bed  ;  but  if  she  gets  up  and  returns  to  work  before  the 
anaemia  is  cured,  the  gastric  symptoms  come  on  again  directly.     The  vomiting 
and  the  epigastric  pain  seem  to  be  related  not  so  much  to  food  as  to  work  in 
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these  cases.  ^\lien  there  is  an  ulcer,  however,  an  attempt  to  adopt  full  meat 
and  vegetable  diet  on  the  second  day  of  resting  in  bed  nearly  always  fails  if  there 
have  been  severe  symptoms  up  to  that  time. 

3.  Conditions  in  whleh,  though  the  annmU  may  be  Mvero,  no  obYlons 
tosion  ean  bo  dlieoforod,  whibt  at  tho  tame  time  there  It  nothing  to  tuggett 
tbatHhe  ease  It  a  rare  or  anvtnal  one. 

Chlorosis  is  almost  the  only  malady  which  comes  under  the  above  heading, 
proWded  one  also  includes  the  milder  anaemias  of  girls  and  young  women,  as 
well  as  those  severe  cases  of  yellow-green  sickness  to  which  the  term  should 
strictly  speaking  be  limited.  The  cases  of  anaemic  vomiting  just  discussed 
might  also  come  under  the  sam^;  heading.  Chlorosis  and  simple  chlorotic 
anaemia,  without  obvious  organic  lesions,  are  affections  of  the  female  sex — absent 
before  puberty  and  common  immediately  after,  seldom  lasting  after  thirty  years 
of  age,  and  generally  not  so  long ;  cured  as  a  rule  by  marriage  ;  never  fatal  even 
when  severe  ;  an  affection  of  all  classes,  but  mostly  of  indoor  workers  such  as 
servant  girls,  and  not  often  affecting  those  who  are  employed  in  outdoor 
pursuits.  The  diagnosis  is  generally  easy.  The  patients  are  comparatively 
well  covered  though  they  often  eat  very  little.  Emaciation  is  rare  in  chlorosis, 
and  this  is  probably  due  to  the  fact  that  the  blood  is  less  deficient  in  quantity 
than  diluted  by  excess  of  water.  The  leucocytes  are  normal  both  in  total 
number  and  in  their  differential  count.  The  red  corpuscles  are  often  much  less 
diminished  than  might  be  expected  from  the  appearance  of  the  patient,  the  chief 
feature  of  the  complaint  being  the  great  reduction  in  the  haemoglobin,  so  that 
the  colour  index  may  fall  to  05,  0*3,  or  even  less.  As  the  condition  improves, 
the  red  cells  return  to  normal  fairly  quickly,  and  the  haemoglobin  rises  steadily 
but  less  rapidly.  The  way  in  which  the  patients  react  to  treatment 
by  rest  in  bed,  by  the  giving  of  iron,  by  keeping  the  bowels  open,  and 
by  living  in  a  sunny  atmosphere,  is  remarkable,  and  helps  to  clinch 
the  diagnosis  in  any  case  of  doubt.  It  has  been  mentioned  above  that  there 
are  many  blood  changes  which  are  common  to  severe  anaemias  ;  it  should  be 
noted  that  even  when  the  haemoglobin  has  fallen  to  30  per  cent  of  normal  in  a 
severe  case  of  chlorosis,  the  changes  in  the  blood-cells  enumerated  on  page  27 
seldom  appear.  Chlorosis,  more  often  than  any  other  form  of  anaemia,  leads 
to  haemic  cardiac  bruits,  particularly  a  blowing  systolic  bruit  in  the  pulmonary 
area  and  a  bruit  de  diable  in  the  neck.  The  patients  are  nearly  always  more  or 
less  constipated,  and  are  apt  to  suffer  from  menstrual  irregularity,  particularly 
amenorrhoea  which  may  last  for  months,  and  a  tendency  to  oedema  of  the  feet. 
Examination  of  the  viscera  discovers  no  abnormality  in  any  of  them.  Chlorosis, 
unlike  many  other  forms  of  severe  anaemia,  seldom  produces  albuminuria. 

4.  Catet  In  which  the  anssmla  may  be  more  or  less  severe,  In  which  there 
may  or  may  not  be  obvioot  letlont  to  account  for  It,  but  In  which  the  clrcum- 
stanees  of  the  case  suggest  that  the  disease  Is  unusual  or  rare. 

Hodgkin*s  disease  is  often  spoken  of  as  though  it  were  an  affection  in  which 
the  blood-count  indicates  the  diagnosis.  This  is  not  the  case,  however,  the 
blood  changes  being  merely  negative,  though  a  blood-count  is  essential  in 
order  to  exclude  leukaemia  by  finding  that  there  is  no  leucocytosis.  At 
first  there  is  no  anaemia  ;  later  there  is  progressive  anaemia  of  the  chlorotic 
type,  with  finally  all  the  changes  in  the  red  cells  common  to  the  severe 
anaemias  (see  above).  There  is  no  leucocytosis,  or  none  of  moment.  The 
differential  leucoc\'te  count  may  be  like  that  of  a  normal  person  ;  more  often, 
however,  there  is  some  relative  increase  in  the  lymphocytes  with  proportionate 
relative  diminution  in  the  polymorphonuclear  cells,  and  when  a  large  number 
of  white  corpuscles  are  examined,  it  is  probable  that  an  occasional  myelocyte 
and  one  or  two  basophile  corpuscles  will  be  detected.     The  diagnosis  is  made 
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upon  the  enlargement  of  the  Lymphatic  Glands  iq.v.)  and  of  tbe  Spleen  (g.v.), 
and  in  a  negative  way  upon  the  blood  changes. 

Splenic  anismia  is  a  malady  in  which  there  is  considerable  enlargement  of 
the  spleen,  progressive  and  persistent  anemia  of  the  simple  chlorotic  tj-pc. 
and  no  other  sery  obvious  e\'idence  as  to  what  is  wrong  with  tbe  patient. 
It  is  very  probable  that  more  than  one  condition  is  at  present  labelled  splenic 
anxmia  ;  a  considerable  number  of  the  cases  turn  out  ultimately  to  be  cirrhosis 
of  the  liver,  in  which  enlargement  of  the  spleen  happens  to  have  been  the  first 
symptom  to  attract  attention,  very  likely  years  before  the  other  effects  of 
cirrhosis  manifested  themselves.  When  splenic  ansemia  is  the  original  diagnosis 
in  a  case  which  ultimately  pro^'es  to  be  cirrhosis  of  the  liver,  the  condition  is 
often  spoken  of  as  Banli's  disease. 

Aplastic  antemia  has  been  mentioned  above,  and  there  are  a  considerable 
number  ol  obscure  cases  of  severe  an&mia 
to  which  up  to  the  present  no  definite  labels 
can  be  attached.  Some  of  these  simulate 
pernicious  anxmia,  but  all  difier  from  the 
latter  in  having  a  colour  index  persistently 
less  than  i.  One  can  only  refer  to  them  as 
severe  and  even  fatal  un-named  anaemias. 

Pseudo-Uukitmia  infantum  is  a  condition 
in  which  enormous  enlargement  of  tbe  spleen 
takes  place  in  a  young  child  or  infant  {Fig,  t) , 
associated  as  a  rule  with  more  or  less  ascites 
and  huge  enlargement  of  the  abdomen.  So 
great  is  the  splenic  enlargement,  that  the 
condition  at  <irst  suggests  leukxmia  ;  but 
when  a  blood-count  is  made,  although  the 
red  cells  may  be  very  much  diminished  and 
exhibit  all  the  changes  characteristic  of 
severe  anxmia,  there  is  no  leucocytosis,  so 
that  the  condition  cannot  be  classdfied  as  a 
leukaemia,  and  hence  is  termed  '  pseudo- 
leukemia infantum.'  From  its  first  de- 
scriber,  it  has  also  tieen  called  '  von  Jaksch's 
disease'  It  generally  begins  at  an  age  of 
less  than  two  years.  The  liver  is  enlarged, 
.  but   less  so   than   the   spleen.      There    may 

ivi.n'^jBkKhv'diwawT  The*ij'iiici(''i'i'i"r       ^    severe    hemorrhage    from    the    mucous 
rfrrnaitain  ihe  spleen.  membranes,    and     there    is    often    periodic 

pyrexia.  The  disease  may  lie  mistaken  for 
rickets  or  for  congenital  syphilis  ;  indeed  some  authorities  think  that  it  is 
really  due  to  one  or  other  or  both  of  these  causes  in  an  exaggerated  degree. 
Others,  however,  consider  this  not  to  be  the  case  Whether  this  is  so  or  not, 
the  prognosis  is  fair  even  when  the  anemia  has  reached  a  severe  degree.  The 
ascites  may  disappear,  the  huge  spleen  may  become  restored  to  its  normal 
dimensions,  and  the  patient  recover  completely  in  the  course  oi  months. 

Myxedema  is  a  condition  which  is  often  mistaken  in  its  earUer  stages  lor 
simple  anaemia,  and  consequently  it  is  apt  to  be  overlooked,  particularly  at  that 
sla^e  which  merits  the  term  '  hypothyroidism  '  rather  than  myjtuderaa.  If 
is  an  ailection  of  women  rather  than  of  men  ;  it  comes  on  very  slowly,  and  some- 
times it  can  be  diagnosed  only  by  watching  the  beneficial  efiects  of  thjToid 
There  is  generally  excess  of  subcutaneous  tissue  of  a  gelatinous 
■,  which  gives  the  patient  the  appearance  of  being  puffy  or  edematous. 


especially  in  the  face  {Fig.  4).  hands  {Fig.  5),  a.nd  lower  limbs,  so  that  not  a  lew 
cases  axe   mistaken   for  nephritis.     The   urine  is  copious   and  of  low  specific 


it  does  not  aecessarily  contain  albumin.     The  apparent   oedema 
n  pressure,  or  pits  fat  less  easily  than  it  would  if  it  were  ordinary 


fedema  ;   the  skin  becomes  thickened,  and  the  hair  decreases  in   quantity  and 
becomes  brittle.     Physical  movements  are  lethargic,  and  the  intellect  dull,  so 
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that  there  is  a  slowness  of  action  both  of  the  body  and  of  the  mind,  symptoms 
that  disappear  in  a  remarkable  way  under  thyroid  treatment.  The  chlorotic 
type  of  anaemia  which  accompanies  it  may  be  masked  by  a  local  flush  over  the 
malar  bones,  not  unUke  that  of  mitral  stenosis. 

Scurvy  is  a  rare  disease,  which  may  lead  to  the  most  profound  anaemia,  though 
it  seldom  does  so  without  also  producing  extensive  haemorrhage  into  the  skin, 
beneath  the  periosteum  of  bone,  from  mucous  membranes,  and  especially  from 
the  spongy  and  foetid  gums.  It  is  not  a  common  disease  now-a-da3rs,  except 
in  a  mild  form  in  children,  in  which  the  tenderness  of  the  bones  associated 
with  anaemia,  often  mistaken  for  rickets,  is  the  main  symptom.  The  ten- 
derness in  question  is  due  to  local  sub-periosteal  haemorrhage,  and  the  way 
in  which  the  complaint  rapidly  gets  better  under  suitable  treatment  with  fresh 
vegetable  diet  helps  in  clinching  the  diagnosis.  The  severer  forms  of  scurvy 
are  due  to  prolonged  deprivation  of  fresh  food,  such  as  is  rare  in  modem 
practice,  though  it  used  to  be  common  on  board  ships. 

Chloroma  is  a  very  rare  affection,  related  to  lymphatic  leukaemia  on  the 
one  hand  and  to  lymphosarcoma  on  the  other.  It  is  associated  with  the 
formation  of  multiple  tumours,  especially  in  connection  with  bones,  and  a 
progressive  and  severe  anaemia  of  indeterminate  type.  The  condition  is  fatal, 
and  the  diagnosis  is  at  once  suggested  by  the  green  colour  of  the  neoplastic 
deposits.  Herbert  French, 

ANESTHESIA. — (See  Sensation,  Abnormalities  of.) 

ANALGESIA. — (See  Sensation,  Abnormalities  of.) 

ANASARCA. — (See  (Edema.) 

ANKLE-CLONUS — Is  best  elicited  when,  the  patient  l3dng  on  his  back  with 
his  knees  slightly  flexed,  the  observer  quickly,  but  not  violently,  dorsiflexes  the 
foot  by  pressing  it  firmly  upwards,  the  hand  being,  applied  along  its  outer  border 
in  such  a  way  as  to  keep  it  well  outwardly  rotated.  The  result,  when  ankle- 
clonus  is  present,  is  a  series  of  rhythmical  jerks  at  the  ankle  joint,  at  the  rate 
of  about  7  per  second — the  contractions  continuing  as  long  as  the  pressure  is 
maintained.  The  last  proviso  is  important,  because  it  often  happens  that  a 
few  ankle- jerks  are  obtained,  varying  in  number  from  two  or  three  to  as  many 
as  twenty  or  thirty,  but  gradually  tailing  off  and  ceasing,  although  the  pressure 
on  the  sole  is  maintained.  This  is  sometimes  spoken  of  as  a  '*  tendency  to 
ankle-clonus,"  but  for  clinical  purposes  it  is  not  ankle-clonus  at  all,  and 
indicates  nothing  more  than  hypersensitiveness  of  the  nervous  system,  and  not 
organic  disease.  Ankle-clonus,  on  the  other  hand,  denotes  changes  in  connection 
with  the  corresponding  crossed  pyramidal  tract,  and  it  is  to  be  expected  in 
association  with  increased  knee-jerk  and  extensor  plantar  reflex.  Its  chief 
value  lies  in  determining  between  functional  and  organic  exaggerations  of  the 
knee-jerk  ;  the  latter  may  be  very  brisk  as  the  result  of  pure  nervousness,  but 
if  it  is  associated  with  either  an  extensor  plantar  reflex  or  ankle-clonus,  or  both, 
the  exaggeration  is  due  to  organic  disease  of  the  upper  neurone,  hemiplegic 
or  paraplegic  as  the  case  may  be  (q.v.).  Whereas,  however,  the  presence  of 
maintained  ankle-clonus  is  conclusive  proof  of  an  upper  neurone  affection,  the 
absence  of  such  clonus  does  not  exclude  such  lesion  ;  ankle-clonus  is  not  met 
with  until  there  is  a  relatively  large  amount  of  lateral  column  change  ;  it  comes 
later,  as  a  rule,  than  the  extensor  plantar  reflex.  Herbert  French. 

ANOSMIA. — (See  Smell,  Abnormalities  of.) 
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AMURIA — or  complete  suppression  of  urine — may  arise  from  a  variety  of 
causes,  as  a  complication  of  surgical  disorders  of  the  urinary  apparatus,  or 
as  a  late  symptom  in  a  progressive  incurable  disease.  From  whatever  cause  it 
arises,  anuria  is  a  symptom  of  grave  import,  requiring  urgent  surgical  measures 
to  relieve  any  obstruction  to  the  passage  of  urine  from  the  kidney  that  may 
exist  if  impending  death  from  uraemia  is  to  be  avoided. 

Anuria  may  be  complete,  or  occasionally,  after  a  period  of  suppression,  a  small 
quantity  of  urine  may  be  secreted  again,  to  continue  in  sufficient  amount  to 
meet  the  requirements  of  the  patient,  or  again  to  return  to  complete  anuria. 
It  must  be  distinguished  carefully  from  retention  of  urine,  in  which  urine  is 
secreted  from  the  kidneys,  but  is  retained  in  the  bladder  from  some  lesion 
causing  obstruction  to  the  urethra,  as  in  urethral  stricture  or  prostatic  obstruc- 
tion in  the  male,  or  from  the  pressure  or  drag  upon  the  urethra  by  a  large  pelvic 
tumour  or  by  a  retroverted  gravid  uterus  in  the  female.  Retention  of  urine 
may  also  occur  in  either  sex  without  any  urethral  obstruction,  in  various  forms 
of  disease  of  the  spinal  nervous  S3rstem  affecting  the  lumbar  centres.  In 
retention  of  urine  there  is  pain  above  the  pubes,  constant  and  urgent  desire  to 
pass  urine,  and  the  distended  bladder  can  be  felt  as  a  tense,  oval,  dull  tumour 
above  the  pubes  in  the  middle  Une,  and  rising  from  the  pelvis.  In  many  cases 
a  previous  history  of  obstruction  to  the  urinary  flow  will  be  obtained,  whilst 
in  others  the  involuntary  dribbhng  of  urine  from  the  urethra  from  an  over- 
distended  bladder  will  readily  distinguish  the  case  from  one  of  anuria. 

CAUSES  OF  ANURIA. 
A . — Obstructive  : — 

Calculus  in  kidney  or  ureter 

Vesical  carcinoma  involving  the  ureteric  orifices 

Uterine  carcinoma 

Large  pelvic  or  abdominal  tumours. 
B. — Son-obstructive  : — 

Toxic,  in  acute  fevers 

In    renal   disease,    nephritis,    lardaceous   disease,    tuberculosis,    polycystic 
disease,  suppurative  pyelonephritis 

Reflex,  after  operations  or  trauma 

In  poisoning  from  mercur>',  lead,  phosphorus,  or  turpentine 

In  severe  collapse 

Hysteria. 
Anuria  may  occur  and  be  complete  without  any  other  symptom,  and  it  is 
a  remarkable  fact  that  in  the  obstructive  forms,  especially  perhaps  with  calculus, 
anuria  may  be  complete  for  several  days  without  any  other  symptom — latent 
uraemia.     In  the  non-obstructive  forms,  anuria  may  be  accompanied  from  the 
carUest  onset  by  the  various  symptoms  of  uraemia,  such  as  vomiting,  convulsive 
muscular  twitchings,  dyspnoea,  and  headache.    In  the  obstructive  form  of  anuria, 
there  may  be  total  absence  of  any  urine  secreted,  or  a  small  quantity  may  be 
passed  of  low  specific  gravity,  and  containing  very  little  urea  or  solids.   Albumin 
is  absent  unless  there  be  haematuria  or  cystitis,  when  pus  may  be  present  also. 
The  patient  may  complain  of  aching  in  one  or  both  lumbar  regions,  but,  with 
the  exception  that  no  urine  is  passed,  seems  to  be  in  ordinary  health.      The 
appetite  is  good  and  the  mental  state  quite  clear  ;  but  after  a  variable  period, 
from  seven  to  ten  days,  the  patient  becomes  drowsy,  the  tongue  dry,  temperature 
subnormal,   appetite   deficient,   and   pupils   small.      There    may   be   muscular 
twitching ;    but  the   drowsiness  gradually  becomes   deeper,  without  any  true 
uraemic  convulsions,  and  death  may  be  postponed  for  as  long  as  twenty  days 
from  the  onset  of  the  anuria.     This  sequence  is  very  different  from  that  seen 
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when  anuria  occurs  from  non-obstructive  causes,  when  there  is  frequently 
marked  disturbance  of  the  nervous  system ;  headache  and  giddiness  are 
rapidly  followed  by  convulsions,  deUrium,  and  dyspnoea,  with  vomiting  and 
small  pupils,  the  patient  rapidly  becoming  comatose  and  dying  in  a  few  daj'^ 
It  remains  to  consider  the  diagnosis  of  any  case  in  which  anuria  is  a  symptom. 

A. — Obstructive  Anuria. 

Calculous  Disease  is  the  most  frequent  cause  of  obstructive  anuria.     It  may 
occur  at  any  age,  but  is  more  common  in  men  about  forty    years  of  age. 
Suppression  of  urine  may  arise  from  the  impaction  of  a  small  calculus  in  the 
ureter  of  a  kidney  which  is  practically  normal  in  structure,  or  may  be  due  to 
the  total  destruction  of   the  renal  secreting  substance,  which  has  progressed 
gradually  and  without  marked  symptoms.     Between  these  two  extremes  there 
may  be  many  stages,  and  the  two  conditions,  namely,  ureteric  impaction  and 
renal  destruction,  may  exist  at  the  same  time.     Clinically,  it  is  rare  to  find 
that  calculous  anuria  is  due  to  the  simultaneous  blockage  of  both  ureters  by 
calculi,  but  rather  that  one  kidney  has  been  previously  destroyed  by  previous 
disease  or  is  absent,  whilst  the  ureter  of  the  remaining  functional  organ  has 
become  obstructed.     Exceptionally,  the  blockage  of  one  ureter  by  stone  may 
cause  a  reflex  suppression    of    urine  in   the   other  kidney,   esj>ecially   if    the 
function  of  the  latter  is  already  impaired  by  disease  and   so   rendered  more 
susceptible  to  nervous  influences  ;  but  in  these  cases  the  anuria  is  usually  but 
temporary.     Calculous  anuria  may  occur  suddenly,  and  in  patients  who  are 
apparently  in  good  health,  for  it  is  no  uncommon  thing  for  a  patient  to  go  on 
in  good  health  when  he  possesses  only  one  functionally  active  kidney,  the  other 
having  been  destroyed  by  slow  disease,  or  being  absent.    Though,  as  a  rule,  there 
is  an  old-standing  disease    in  one  kidney  before   the   other  functional  organ 
becomes  obstructed,  yet  the  damaged  organ  carries  on  a  certain  amount  of 
excretion  until  the  sudden  obstruction  to  the  sound  kidney  occurs  ;  the  additional 
stress  thrown  upon  the  damaged  kidney  proves  too  much  for  it,  and  complete 
suppression  occurs. 

Calculous  anuria  may  occur  suddenly  in  a  patient  who  has  thought  himself 
previously  well,  or  there  may  be  a  history  of  previous  lumbar  pain,  haemat- 
uria,  pyuria,  or  the  passage  of  calculi.  At  the  onset  of  anuria  there  is  usually 
pain  in  the  lumbar  region  along  the  course  of  the  ureter  of  the  side  most  recently 
affected ;  it  commonly  lasts  a  day  or  so  and  then  subsides,  or  it  may  last 
throughout  the  period  of  anuria.  In  addition,  there  is  frequently  a  constant 
desire  to  micturate,  although  no  urine  is  passed,  or  if  the  anuria  is  intermittent, 
urine  of  pale  colour  and  low  specific  gravity,  sometimes  blood-stained,  may  be 
passed.  If  the  anuria  remains  complete,  no  other  symptoms  may  occur  for 
several  days,  a  feature  which  is  common  to  the  obstructive  forms  of  anuria, 
but  is  in  marked  contrast  to  the  non-obstructive  variety.  After  a  period  of 
anuria  lasting  from  seven  to  ten  days,  the  patient  becomes  drowsy,  the  tongue 
is  dry,  there  is  disinclination  for  food,  and  the  general  symptoms  of  uraemia 
may  come  on ;  but  in  many  cases  the  patient  may  die  before  any  symptoms 
of  uniemia  occur.  Thus,  it  is  usual  to  speak  of  a  tolerant  and  a  ureemic 
period  in  obstructive  anuria.  The  tolerant  stage  of  obstructive  anuria  may 
be  even  further  prolonged  if  the  functional  kidney  be  already  hydronephrotic 
from  previous  intermittent  obstruction,  even  to  twenty  days.  The  sudden 
obstruction  to  the  urinary  flow  in  a  comparatively  normal  kidney  causes  complete 
suppression,  whilst  a  partial  or  intermittent  obstruction  causes  dilatation  of  the 
kidney.  If  such  a  kidney  be  the  functionating  organ,  and  become  completely 
obstructed,  the  dilatation  will  increase  ;  thus  the  presence  of  a  lumbar  tumour 
with  anuria  indicates   that  urinary  secretion  is  still  going  on,  and,  although 
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insufficient  to  maintain  life,  yet  enough  to  form  an  important  element  in  prognosis, 
and  an  indication  for  immediate  operation. 

If  there  have  been  previous  attacks  of  renal  colic,  accompanied  or  followed 
by  the  p>assage  of  blood  or  of  a  calculus,  the  sudden  onset  of  pain  in  one  loin  and 
anuria  suggest  obstruction  of  a  calculous  form.  If  there  is  any  swelling  or 
pain  on  pressure  over  the  kidney  or  along  the  course  of  the  ureter,  the  diagnosis 
IS  strengthened,  or  there  may  be  evidence  in  the  history  pointing  to  disease 
of  one  kidney,  or  information  obtained  by  an  operation  or  previous  skiagraphic 
examination.  In  some  cases  in  which  one  kidney  has  been  destroyed  gradually 
without  pain,  and  anuria  occurs,  there  may  be  great  difficulty  in  determining 
which  of  the  two  kidneys  is  the  functional  organ  which  has  recently  become 
obstructed,  so  that  appropriate  surgical  measures  may  be  undertaken  to 
relieve  it.  In  these  cases,  the  onset  of  pain  in  one  side  points  to  the  side 
more  recently  affected,  and  it  is  a  good  rule  to  operate  upon  the  side  on  which 
the  pain  has  most  recently  occurred.  Assistance  may  be  obtained  by  the 
palpation  of  the  ureter  through  the  abdominal  panetes,  if  the  patient  is  not  too 
stout,  when  a  distinct  area  of  pain  may  be  obtained  over  a  calculus  imp>acted  in 
the  course  of  the  ureter  ;  or  by  a  careful  rectal  or  vaginal  examination,  a  calculus 
impacted  in  the  vesical  end  of  the  ureter  may  be  felt.  If  the  case  is  seen  early, 
e\-idence  of  ureteric  calculus  may  be  obtained  by  inspection  of  the  ureteric 
oh&ce  by  the  cystoscope,  or  a  ureteric  bougie  impermeable  to  the  Rontgen  rays 
may  be  passed  into  the  ureter  and  a  skiagram  obtained,  but  it  is  only 
exceptionally  that  this  can  be  carried  out.  In  any  case  one  may  strongly  urge 
the  necessity'  of  operation  upon  the  side  of  the  recent  p^in,  when  the  kidney 
can  be  opened  and  drained,  and  opportunity  taken  to  explore  as  much  of  the 
ureter  as  can  be  felt  by  the  parietal  incision  and  by  catheterization  from  above. 
In  a  recent  case  of  partial  calculous  anuria  under  the  writer's  care,  one  kidney 
had  been  unsuccessfully  explored  for  calculus  two  years  previously.  The 
patient  complained  of  pain  on  the  other  side,  and  per  rectum  a  calculus  could 
be  felt  in  the  lower  end  of  each  ureter.  As  the  anuria  was  not  complete,  a 
skiagram  was  obtained,  and  the  diagnosis  confirmed.  The  calculi  were 
removed,  with  an  excellent  result. 

Anaria  from  Vesical  Carcinoma. — Anuria  occurring  from  vesical  carcinoma 
implies  that  cither  both  ureteric  orifices  must  be  involved  in  the  disease,  or 
that  the  ureteric  orifice  of  the  only^  functional  kidney  is  implicated.  The 
condition  is  uncommon  as  a  pure  obstructive  anuria,  for  in  most  cases  the 
kidneys  are  already  the  seat  of  changes  due  in  part  to  the  back  pressure  and  in 
part  to  sepsis,  so  that  when  anuria  terminates  a  case  of  vesical  carcinoma,  it  is 
more  often  due  to  renal  disease  than  to  ureteric  obstruction.  If  the  bladder  has 
remained  uninfected  by  septic  organisms,  the  gradually  increasing  ureteric 
obstruction  may  first  cause  hydronephrosis,  so  that  when  the  obstruction 
becomes  complete,  the  renal  distention  may  increase  quickly,  and  the  sym- 
ptoms of  uraemia  be  delayed.  In  cases  arising  from  vesical  carcinoma,  it  is 
very  rare  for  the  anuria  to  occur  before  any  symptoms  of  vesical  growth  are 
apparent,  such  as  hajmaturia,  p>iiria.  increased  frequency  and  pain  on  micturi- 
tion, but  in  the  infiltrating  tj'pe  of  carcinoma,  haematuria  and  frequency  of 
micturition  may  be  absent  for  a  long  time.  In  all  cases,  a  careful  vaginal  or 
rectal  examination  will  detect  a  distinct  infiltration  and  thickening  of  the  base 
of  the  bladder. 

Uterine  Carcinoma. — Anuria  is  a  ver\'  frequent  symptom  in  the  terminal 
stage  of  uterine  carcinoma,  when  the  growth  has  extended  into  the  cellular 
tissues  of  the  broad  hgament  and  involved  the  terminal  portions  of  the  ureters, 
or  when  the  orifices  of  the  latter  are  implicated  in  the  direct  infiltration  of  the 
growth  into  the  bladder  base.     In  the  very  large  majority  of  cases  dying  from 
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uterine  cancer  in  the  inoperable  wards  of  the  London  Cancer  Hospital,  thr 
kidneys  are  found  to  be  hydronephrotic,  the  renal  pelvis  dilated,  or  the  reaal 
secreting  tissue  sclerosed,  apart  from  the  frequent  infection  with  septic  micro- 
organisms. In  all  cases  the  growth  has  reached  an  advanced  stage,  and  ^ 
disease  has  been  apparent,  but  it  has  been  recorded  that  anuria  has  occaned 
before  the  patient  has  complained  of  any  symptom  pointing  to  the  uterine  con- 
dition. These  cases  might  simulate  other  forms  of  obstructive  anuria,  but  tiie 
diagnosis  would  be  apparent  upon  the  vaginal  examination. 

Pol  vie  or  Abdominal  Tumours,  such  as  uterine  fibromyomata  or  ovarian 
carcinomata,  may  cause  anuria  from  the  direct  pressure  on  the  ureters, 
especially  if  a  part  of  the  tumour  is  impacted  in  the  pelvic  cavity.  Tlie 
cause  of  the  anuria  will  be  apparent  on  examination  of  the  abdomen  and 
of  the  pelvic  organs. 

B. — Non-obstructive  Anuria. 

Marked  diminution  in  the  amount  of  urine  or  complete  anuria,  may  occur 
without  any  obstructive  lesion  of  the  urinary  apparatus,  due  in  many  instances 
to  disease  of  the  renal  secreting  tissues.  In  many  of  these  cases  the  symptoms 
difiFer  in  a  remarkable  manner  from  those  seen  in  obstructive  anuria,  in  that 
the  occurrence  of  anuria  is  accompanied  by  marked  symptoms  of  uraemia  in  a 
short  time,  and  not  after  an  interval  of  days,  as  in  the  obstructive  cases. 

Anuria  may  occur  under  certain  toxic  conditions,  as  in  acute  fevers,  or  in 
acute  poisoning  by  mercury,  lead,  phosphorus,  or  turpentine  ;  the  history  and 
accompanying  symptoms  of  such  cases  are  usually  sufficient  to  point  to  the 
nature  of  the  urinary  suppression. 

Anurlft  in  Renal  Disease. — In  acute  nephritis y  anuria  may  occur  early  or  after 
the  disease  is  well  estabUshed,  and  is  usually  accompanied  by  marked  disturbance 
of  the  nervous  system.  The  sudden  onset  of  the  disease  after  exposure  to  cold, 
or  in  the  course  of  an  acute  specific  fever  such  as  scarlet  fever,  associated  with 
pallor,  backache,  puffiness  of  the  face  and  ankles,  and  sUght  pyrexia,  together 
with  the  small  amount  of  urine  passed  before  the  suppression  becomes  complete, 
are  points  all  suggesting  acute  nephritis.  If  the  urine  has  been  tested  before  the 
onset  of  anuria,  it  is  often  of  reddish-brown  colour  from  the  presence  of  blood, 
and  contains  abundant  albumin,  together  with  renal,  epitheUal,  and  blood-casts. 
In  chronic  nephritis,  anuria  may  occur  as  a  late  symptom  in  the  disease,  and  is 
occasionally  preceded  by  a  period  in  which  pol3ruria  is  marked.  Anuria  in 
chronic  nephritis  is  accompanied  by  prominent  symptoms  of  uraemia,  such  as 
headache,  giddiness,  convulsions,  stertor,  and  coma,  and  unless  the  flow  of  urine 
is  quickly  re-established,  death  rapidly  ensues.  The  previous  history  of  the 
case,  high  arterial  tension,  cardiac  hypertrophy,  retinal  changes,  and  signs  of 
back-pressure,  with  or  without  ascites  and  anasarca,  wiU  point  to  the  nature 
of  the  anuria.  In  other  diseases  of  the  kidney,  such  as  lardciceous  disease, 
suppurative  pyelonephritis,  or  in  bilateral  tuberculosis,  anuria  may  be  preceded 
by  general  faiUng  health,  with  loss  of  appetite,  subnormal  temperature,  a  dry 
brown  tongue,  and  headache  ;  frequently  there  may  be  polyuria  before  suppres- 
sion occurs.  In  these  cases  the  anuria  is  a  terminal  symptom  of  the  case,  when 
in  all  probability  the  condition  of  the  kidneys  has  been  known  previously.  With 
the  occurrence  of  anuria  there  may  be  great  restlessness,  with  muscular  twitch- 
ing, loss  of  sphincteric  control,  convulsions,  and  a  gradual  lapse  into  coma. 

Polycystic  disease  of  the  kidneys  frequently  terminates  in  anuria  and  uraemia, 
but  the  diagnosis  of  the  disease  has  probably  been  arrived  at  previously.  The 
symptoms  resemble  in  a  great  measure  those  of  chronic  nephritis,  with  the 
exception  that  ascites  and  oedema  of  the  extremities  are  uncommon.  Headache, 
flatulence,  and  digestive  troubles,  sickness,  and  general  lassitude  are  S3rmptoms 
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of  renal  inefficiency,  whilst  arteriosclerosis,  a  bilateral  renal  tumour,  and  a 
low-specific-gravity  urine  in  increased  quantity,  would  suggest  polycystic 
disease. 

Annrla  foUowIng  Operations  or  Trauma. — ^Anuria  may  occur  in  patients  who 
have  undergone  an  operation  and  who  are  the  subjects  of  renal  disease,  or 
may  occur  occasionally  even  when  no  renal  disease  is  present.  Any  extensive 
operation  which  involves  a  good  deal  of  shock  in  a  patient  with  renal  disease, 
or  in  whom  the  kidneys  have  been  subjected  to  back-pressure,  as  in  uterine 
myomata,  may  succumb  to  anuria  unless  appropriate  measures  are  undertaken, 
whilst  on  the  other  hand  an  apparently  trivial  operation  on  the  urinary  organs 
may  cause  acute  suppression  of  urine.  This  must  be  differentiated  carefully 
from  the  retention  of  urine  in  the  bladder  often  seen  after  operations,  such 
as  for  haemorrhoids  or  for  hernia.  Acute  suppression  of  urine  may  follow 
operations  upon  the  lower  urinary  tracts,  such  as  the  passage  of  instruments, 
and  in  one  case  under  the  writer's  care  it  occurred  in  a  patient  with  apparently 
healthy  kidneys,  after  internal  urethrotomy.  Anuria  is  particularly  liable  to 
occur  when  a  catheter  is  passed  to  relieve  an  over-distended  bladder  in  a  case 
of  prostatic  enlargement  or  urethral  stricture,  in  which  the  kidneys  are  already 
distended  from  back-pressure  or  infected  with  septic  processes,  and  it  must 
be  laid  down  as  a  golden  rule,  that  if  a  catheter  is  passed  in  these-  cases, 
the  urine  must  be  withdrawn  very  gradually,  so  as  to  allow  the  kidneys  to 
maintain  their  function  under  the  altered  condition  of  pressure.  Anuria 
following  operations  upon  the  lower  urinary  tract  is  diagnosed  by  the  direct 
relationship  between  the  operation  and  the  onset  of  symptoms ;  by  the  rigors, 
p\Texia,  and  the  profound  prostration,  rapidly  followed  by  convulsive  move- 
ments and    coma. 

Anuria  may  also  occur  in  the  severe  collapse  following  an  injury,  in  the  late 
stages  of  cholera  or  yellow  fever ;  and  occasionally  as  a  manifestation  of 
hysteria  ;    or  it  may  be  due  to  fraud.  r,  //.  Jocelyn  Swan, 

APHASIA. — (Sec  Speech,  Abnormalities  of.) 

APHONIA. — (See  Speech,  Abnormalities  of.) 

APPETITE,  ABNORMAL.— Appetite  may  be  :  (i)  Increased  ;  (2)  Diminished  ; 
(3)  Perverted. 

1.  Increase  of  Appetite  sometimes  occurs  in  cases  of  hyperchlorhydria.  The 
general  condition  is  then  well  maintained,  there  is  usually  pain  or  discomfort  in 
the  later  period  of  digestion,  relieved  (temporarily)  by  the  taking  of  more  food. 
A  test  meal  shows  excess  of  hydrochloric  acid. 

In  diabetes,  especially  in  its  earlier  stages,  there  is  often  an  abnormal  craving 
for  food  ;  but  in  spite  of  large  meals  the  patient  wastes.  Examination  of  the 
urine  will  establish  the  diagnosis. 

Intestinal  parasites  (round-worms  and  tape-worm)  are  believed  to  be  a  cause 
of  excessive  appetite  in  some  cases.  This  is  doubtful ;  but  in  any  case  the  point 
can  always  be  cleared  up  by  giving  an  anthelmintic. 

In  some  cases  of  hysteria  an  excessive  appetite  is  present  (bulimia).  The 
patient  is  usually  a  young  woman,  and  other  stigmata  of  hysteria  are  present. 

2.  Diminntion  of  Appetite  occurs  in  many  forms  of  dyspepsia,  especially 
when  associated  with  a  lessened  gastric  secretion.  Thus  it  is  almost  constantly 
present  in  gastritis,  except,  perhaps,  in  the  acid  form.  If  renal  disease,  advanced 
mitral  disease,  or  cirrhosis  of  the  liver  be  present,  secondary  gastritis  may  be 
diagnosed.  If  there  be  a  history  of  the  abuse  of  alcohol  or  tobacco,  or  of  indiscre- 
tions in  diet,  or  if  there  be  a  marked  d*fcct»  of  the  chewijig  ^uppacatu;?,  there  is 
probably  primar\'  gastritis.     li\  any»ca<e,  ibe  tongue  ^dvprpV^dhly  -be^urred^ 
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and  a  test  meal  shows  diminished  acidity  and  probably  an  excess  of  mucus,  but 
the  examination  of  the  stomach  otherwise  is  negative.    (See  also  Indigestion.) 

Loss  of  appetite  is  also  an  early  symptom  in  cases  of  gastric  carcinoma,  and 
should  lead,  especially  in  elderly  subjects,  to  careful  examination  for  other  signs 
of  that  disease.  There  is  frequently  a  special  distaste  for  meat  in  such  cases. 
(See  Indigestion.)  In  children  a  profound  anorexia  is  sometimes  an  early 
symptom  of  tuberculosis. 

In  hysterical  young  women  complete  disinclination  for  food  (anorexia  nervosa) 
is  sometimes  met  with.  The  diagnosis  is  based  upon  the  absence  of  other 
causes  of  the  symptom,  the  presence  of  other  signs  of  hysteria,  and  the  history 
of  mental  or  emotional  shock.  The  loss  of  appetite  in  such  cases  may  amount 
to  a  complete  refusal  of  all  food,  and  the  patient  may  emaciate  to  a  dangerous 
degree.  Obstinate  constipation  is  usually  present  as  well.  Allied  to  these 
cases  is  the  loss  of  appetite  which  occurs  in  melancholic  forms  of  insanity. 
In  such  a  case  delusions  may  be  present. 

3,  Perverted  Appetite  may  occur  in  the  course  of  pregnancy,  and  is  of  no 
special  significance.  It  is  met  with,  too,  in  nervous,  anaemic  children,  in  whom 
it  often  takes  the  form  of  dirt-eating  (pica) .  Here,  also,  it  is  not  a  sign  of  any 
diagnostic  value.  Perverted  appetite  is  also  a  common  occurrence  in  insanity  ; 
but  other  evidence  of  mental  disturbance  is  always  present  as  well. 

Robert  Hutchison. 

ASCITES. — Ascites,  or  the  accumulation  of  serous  fluid  in  the  peritoneal 
cavity,  is  an  indication  of  disease,  and  it  may  be  the  main  symptom  in  a  particular 
case  ;  but  it  is  not  a  disease  in  itself.  It  may  be  produced  by  a  great  variety  of 
conditions — Bright's  disease,  cirrhosis  of  the  liver,  tuberculous  peritonitis, 
cardiac  disease.  It  is  easy  to  determine  its  precise  cause  in  some  cases ;  in 
others  it  may  be  almost  impossible  to  say  what  is  the  primary  condition  pro- 
ducing the  ascites. 

One  may  discuss  (I)  Its  physical  signs  ;  (II)  How  to  distinguish  it  from  other 
conditions  which  may  simulate  it  ;  (III)  A  classified  list-  of  its  causes  ;  anci 
finally,  (IV)  The  chief  points  about  each  particular  variety  which  will  help  in 
arriving  at  a  correct  differential  diagnosis  when  a  case  is  met  with  in  practice. 

I. — The  Physical  Signs  of  Ascites. 

Inspection. — The  abdomen  is  uniformly  distended,  the  degree  varying  with 
the  amount  of  fluid.  If  the  quantity  is  large,  and  its  accumulation  has  been 
rapid,  the  abdomen  presents  a  rounded,  globular  appearance,  the  umbihcal 
region  being  the  most,  prominent.  The  skin  is  tense  and  shiny.  If  the  quan- 
tity of  fluid  is  large,  but  its  accumulation  has  been  gradual,  bulging  of 
the  flanks  is  the  most  prominent  feature  of  the  general  distention.  Large 
effusions  cause  well-marked  hneae  albicantes  in  the  lower  half  of  the  abdominal 
wall,  the  lower  ribs  may  be  somewhat  pushed  outwards,  and  the  epigastric 
angle  widened.  If  the  quantity  of  fluid  is  small,  only  a  sUght  bulging 
of  the  flanks  may  be  noticed.  The  appearance  of  the  abdomen  depends  a 
good  deal  on  the  position  of  the  patient.  If  lying  on  one  side  more  than  the 
other,  the  most  dependent  part  is  the  most  prominent,  owing  to  the  fluid 
gravitating  to  that  side  of  the  abdomen.  If  the  patient  stands  or  sits  upright, 
the  hypogastric  and  iliac  regions  will  be  most  bulged.  The  umbiUcus  becomes 
stretched  transversely  and  flush  with  the  surface,  or  even  protruded;  it 
retains  its  position  in  the  median  abdominal  Une,  and  remains  nearer 
to  th^ 'pubes*  th^in  'to  the*  ensiform*  cartilage.  In  tuberculous  peritonitis 
the  skin  ii^  ils  im^nsdiate  )leigbt<o'ITheod^  si2,y  be  reddened,   inflamed,  and 
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aedematous,  or  there  may  even  be  a  small  faecal  fistula  here.  In  cirrhosis 
of  the  liver,  the  veins  around  the  umbilicus  are  said  to  be  dilated,  but  the  so- 
called  '  caput  Medusae '  is  of  extreme  rarity.  The  superficial  veins  all  over  the 
abdomen  and  lower  part  of  the  chest  may  be  dilated,  the  blood  flowing  in  an 
upward  direction,  this  reversal  of  the  stream  occurring  mainly  when  the  inferior 
vena  cava  is  obstructed  either  by  the  tension  of  the  ascites  or  by  something 
related  to  its  cause.  (See  Veins,  Varicose  Abdominal.)  The  abdominal 
respiratory  movements  may  be  absent  or  much  diminished.  The  cardiac 
impulse  may  be  displaced  upwards  and  outwards.  The  legs  and  thighs  may 
be  oedematous,  and  so  may  the  loins. 

Palpatton. — The  abdomen  may  be  anything  between  quite  flaccid  and  very 
tense.  A  fluid  thrill  may  be  obtained  by  placing  the  p>alm  of  one's  hand  flat 
against  one  of  the  lumbar  regions,  and  gently  flicking  the  other  flank  with  the 
fingers  of  the  other  hand  ;  the  possibiUty  of  a  thrill  being  transmitted  in  the 
abdominal  wall  should  be  eUminated  by  getting  the  patient  or  an  assistant  to 
place  the  side  of  his  hand  on  the  front  of  the  abdomen,  so  as  to  stop  the  mural 
thrill  at  the  point  of  contact  of  the  hand  with  the  abdominal  wall.  If  the  above 
precaution  is  taken  and  a  thrill  is  still  obtainable,  it  denotes  the  presence  of 
fluid. 

If  the  liver  or  spleen  have  enlarged,  they  sink  backwards,  so  that  between 
these  organs  and  the  abdominal  wall  a  layer  of  fluid  is  present ;  if  the  hand 
placed  on  the  abdomen,  in  the  right  or  left  hypochondriac  regions,  as  the  case 
may  be,  is  suddenly  depressed,  this  fluid  is  displaced,  and  the  surface  of  the 
enlarged  organ  can  then  be  felt.  This  phenomenon  of  "  dipping  "  is  almost 
pathognomonic  of  ascites. 

The  direction  of  the  blood-flow  in  dilated  veins,  the  position  of  the  cardiac 
impulse,  and  the  diminished  respiratory  movements  may  be  confirmed  by 
palpation. 

Pereosslon. — When  the  patient  lies  flat  on  his  back  the  fluid  gravitates  to  the 
posterior  jjart  of  the  abdomen,  and  the  air-containing  viscera  float  to  the  anterior 
part,  so  that  the  percussion  note  is  resonant  in  front  and  dull  in  the  flanks.  As 
the  fluid  increases  in  quantity,  the  line  of  dullness  creeps  forward  from  the 
flanks  and  upwards  from  the  pubes,  and  keeps  a  concave  upper  border  ;  in 
extreme  cases  the  abdomen  may  be  dull  all  over,  particularly  in  children. 

One  of  the  most  prominent  physical  signs  of  ascites  is  the  effect  produced  on 
the  percussion  note  by  a  change  in  the  posture  of  the  patient.  I  f ,  after  examining 
him  lying  on  the  back  and  finding  dullness  in  the  flanks  and  resonance  in  the 
front,  he  be  turned  on  one  side,  the  uppermost  flank  becomes  resonant  and  the 
line  of  dullness  on  the  other  side  rises  nearer  to  the  median  abdominal  line. 
This  phenomenon  is  due  to  the  fluid  gravitating  to  the  most  dependent  part. 

In  some  cases,  especially  of  tuberculous  |>eritonitis,  shortening  of  the  mesentery 
is  apt  to  be  associated  with  the  ascites  ;  the  intestines  cannot  then  rise,  and 
the  result  is  dullness  all  over  the  abdomen.  Chronic  peritonitis  may  cause 
the  fluid  to  be  loculated  through  matting  together  of  the  intestines.  The 
abdominal  distention  may  then  not  be  uniform,  and  change  of  posture  may  not 
alter  the  character  of  the  percussion  note. 

If  only  a  very  small  quantity  of  fluid  is  present,  the  abdomen  may  be  resonant 
all  over  when  the  patient  lies  on  his  back ;  but  if  he  is  percussed  in  the  knee- 
elbow  position,  the  umbilical  region  may  be  found  to  be  dull. 

Mensaratioil. — The  abdomen  should  be  measured,  fixed  points  being  taken 
in  front  and  behind,  e.g.,  the  umbilicus  in  front  and  the  tip  of  the  third  lumbar 
spine  behind.  This  is  important  in  order  to  watch  the  effect  of  treatment.  The 
distance  of  the  umbiUcus  from  the  ensiform  cartilage,  pubes,  and  anterior 
superior  iliac  spines  should  also  be  noted.     In  ascites,  the  navel  is  nearly  always 
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nearer  the  pubes  than  the  ensiform  cartilage,  and  equidistant  from  the  two 
anterior  superior  iliac  spines  when  the  patient  lies  flat  on  his  back. 

It  is  always  important  to  examine  the  abdomen  carefully  after  paracentesis 
has  been  p>erformed.  The  diagnosis  of  the  cause  of  the  ascites  can  often  be 
made  or  confirmed  in  his  way,  tumours,  or  enlargements  of  organs  being  made 
out  which  previously  were  hidden  or  obscured  by  the  tenseness  of  the  abdominal 
wall. 

II. — The  Diagnosis  of  Ascites. 

Ascites  has  to  be  distinguished  from  other  conditions  which  may  give  rise  to 
general  abdominal  distention,  especially  from  : — (i)  Tympanites  ;  (2)  Ovarian 
and  parovarian  cysts  ;  (3)  Gravid  uterus  with  hydrops  amnii ;  (4)  Distended 
bladder  ;  (5)  Distention  associated  with  obesity  ;  (6)  Phantom  tumour ;  (7)  Lar^e 
abdominal  cysts  and  solid  tumours. 

1.  Tympanites  is  distinguished  from  ascites  by  the  following  signs : — The 
outline  of  distended  coils  of  intestine  may  be  visible,  and  peristaltic  move- 
ments may  be  noticed.  There  is  no  fluid  thrill  if  precautions  to  prevent  a 
thrill  being  transmitted  by  the  abdominal  wall  are  taken.  The  abdomen  is 
resonant  all  over,  both  in  front  and  in  the  flanks. 

2.  Ovarian  Cyst. — There  may  be  a  history  of  the  enlargement  of  the  abdomen 
having  been  noticed  at  an  early  date  to  be  more  on  one  side  than  the  other,  and 
to  have  arisen  from  the  pelvis.  The  umbiUcus  may  be  nearer  to  the  ensiform 
cartilage  than  the  pubes,  and  nearer  to  one  anterior  superior  iUac  spine  than 
the  other.  A  fluid  thrill  may  not  be  obtained  far  back  in  the  flanks,  but  only 
in  front  of  the  mid-axillary  lines.  There  is  usually  dullness  in  front,  with 
resonance  in  the  flanks.  The  outUne  of  the  cyst  may  possibly  be  noticed 
during  the  respiratory  movements.  On  measuring  the  abdomen  the  greatest 
circumference  is  usually  below  the  umbilicus ;  whereas  in  ascites  it  is  generally 
at  the  umbiUcus.  A  vaginal  examination  may  reveal  that  the  uterus  is  drawn 
upwards  and  that  its  mobiUty  is  impaired  ;  whereas  in  ascites  it  is  low  down 
and  movable.  If  paracentesis  has  been  performed,  the  nature  of  the  ovarian 
fluid  is  characteristic,  being  usually  thick,  tenacious,  viscid,  and  of  a  brownish 
or  greenish  colour  ;  whereas  ascitic  fluid  is  yellowish,  Umpid,  and  clear. 

Much  difficulty  arises  when  there  are  both  ovarian  cyst  and  ascites,  owing  to 
infection  of  the  peritoneum  by  secondary  deposits  from  the  ovary.  Even 
without  this,  however,  it  is  by  no  means  always  easy  to  distinguish  between 
ovarian  cyst  and  ascites,  particularly  when  the  resultant  abdominal  distention 
has  become  extreme. 

3.  A  Gravid  Uterus  with  Hydrops  AmnlL — In  this  condition  it  may  be  possible 
to  make  out : — 

The  outline  of  the  enlarged  uterus  ;  and  the  tumour  may  vary  in  consistency 
as  the  uterine  wall  contracts  and  relaxes. 

On  vaginal  examination,  the  cervix  is  soft  and  patulous  and  the  uterus  is 
enlarged. 

The  presence  of  other  signs  of  pregnancy,  the  characteristic  condition  of  the 
breasts,  foetal  movements  and  heart  sounds,  and  the  history  of  amenorrhoea. 

There  will  be  dullness  in  the  front  of  the  abdomen,  resonance  in  the  flanks. 

4.  A  Distended  Bladder  may  reach  well  above  the  level  of  the  umbiUcus.  This 
condition  occurs  most  frequently  in  women  as  the  result  of  a  retroverted  gravid 
uterus,  or  in  men  over  sixty  as  the  result  of  enlargement  of  the  prostate.  The 
most  important  symptoms  are  :  incontinence  of  urine  from  over-distention 
and  overiflow,  and  abdominal  distention.  There  is  generaUy  a  globular  mass 
to  be  palpated  in  the  middle  line  above  the  pubes  and  reaching  up  to  the 
umbiUcus  or  higher  ;  it  is  dull  to  percussion  in  front,  with  resonance  in  the 
flanks.     The  passage  of  a  catheter  should  clear  up  aU  doubt. 
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5.  General  Obtilty  may  cause  much  abdominal  distention.  The  mesentery, 
omentum,  and  abdominal  wall  may  be  very  much  thickened  with  fat ;  under 
such  conditions  it  is  very  difficult  to  make  a  satisfactory  examination,  and  it 
may  be  almost  impossible  to  determine  with  certainty  the  presence  of  a  small  or 
even  a  moderate  amount  of  fluid. 

6.  FhanllMii  Tumour. — ^The  abdomen  may  occasionally  be  much  distended  in 
women,  especially  at  the  time  of  the  cUmactcric.  Such  a  distention  may 
present  difficulties  in  diagnosis,  and  may  be  mistaken  for  ascites,  ovarian 
tumour,  or  pregnancy.  If  an  anaesthetic  is  administered  it  often  disappears,  the 
rigid  abdominal  wall  becomes  flaccid,  and  it  can  be  determined  with  certainty 
whether  fluid  in  the  peritoneal  cavity  or  any  abdominal  tumour  is  present  or  not. 

7.  Large  abdominal  Cysts  may  occasionally  simulate  ascites,  e.g.,  hydro- 
nephrosis, pancreatic  cyst,  and  hydatid  cyst ;  they  do  not,  however,  cause 
uniform  distention  of  the  abdomen  as  a  rule.  They  are  most  likely  to  be 
mistaken  for  simple  chronic  peritonitis,  in  which  case  local  collections  of  fluid 
may  occur,  owing  to  matting  together  of  the  intestines. 

Hydronephrosis  may  be  distinguished  by  its  position  and  by  the  fact  that  it 
may  vary  in  size,  a  decrease  being  associated  with  an  increase  in  the  amount 
of  urine  passed. 

Pancreatic  cyst  may  be  differentiated  by  its  |>osition  in  the  upper  part 
of  the  abdomen  and  by  its  more  or  less  spherical  outline.  If  paracentesis 
abdominis  has  been  performed,  the  character  of  the  fluid  and  its  ferments  would 
point  to  the  nature  of  the  disease. 


III. — The  Causes  of  Ascites. 

Having  made  up  one's  mind  that  the  general  abdominal  distension  is  due  to 
the  presence  of  fluid  in  the  peritoneal  cavity,  one  must  next  differentiate  the 
cause  of  the  ascites.     The  following  is  a  classified  list  of  its  causes  : — 

1.  Diseases  of  the  Peritoneam. 

Non-suppurative    acute    peritonitis 

"  Simple  "  chronic  peritonitis 

Tuberculous  i>eritonitis 

Malignant  peritonitis,  generally  secondary  to  a  primary  growth  elsewhere 

Hydatid  cysts  in  the  peritoneal  cavity. 

2.  Obstmetlon  to  the  main  Portal  Vein   by : — 

Non-suppurative    thrombosis. 
Enlarged  portal  lymphatic  glands  : — 


3- 


Malignant 
Lymphadenomatous 


Tuberculous 
Lymphatic  leukaemic 

Tumours  of  adjacent  organs,  such  as  : — 

Liver  Duodenum 

Pancreas  Colon 

Kidney  Suprarenal  capsule 

Stomach 
Aneurysm  of  hepatic  artery. 

Diseases  of  the  Liver. 

Cirrhosis 

Perihepatitis,  really  part  of  chronic  simple  peritonitis 

Carcinoma  (  Doubtful  causes  if  the  lesions  are  confined  to  the 

Sarcoma  ^  ^*^^''  •  ^•^"  *^  there  is  ascites,  it  is  probably  not  due 

^,      ....  ■>.  to  the  carcinoma,  etc.,  in  the  liver,  but  to  simul- 

b>'pnuis  j  taneous  affection  either  of  the  peritoneum  or  of  the 

Hydatid  disease  (  portal  lymphatic  glands. 
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4.  Obstruetton  of  the  Inferior  Vena  Ci?a  above  the  Hepatic  Veins  by  :— 

Thrombosis 

Stenosis  by  chronic  mediastinitis 

Occlusion  by  mediastinal  growth. 

5.  Chronic  Failure  of  the  right  side  of  the  Heart  {**  backward  pressure  ")  the 

result  of : — 

Valvular  disease  : — 
Mitral  stenosis 
Mitral  regurgitation 
Aortic  stenosis  or  regurgitation  with  secondary  mitral  regurgitation : — 

Rheumatic  or  syphilitic 
Congenital  pulmonary  stenosis   (rarely). 
Chronic  myocardial  affections  : — 


Fatty  degeneration 

Fatty   infiltration 

Fatty  superposition 
Adherent   pericardium. 
Chronic  lung  affections,  esp)ecially  : — 


Fibroid  heart 

Primary  alcoholic  heart. 


Emphysema  I  ^  ,,  •  x  j 

T^    *^  -^     .   ,         ,  ...     Generally   associated 
Recurrent  bronchitis;  -^ 

Fibroid  lung. 

Chronic  high  blood-pressure  conditions  : — 

Red  granular  contracted  kidneys 

Pale  contracted  kidneys 

Arteriosclerosis. 

6.  Bright's  Disease.     In  Bright's  disease  ascites  may  be  caused  in  at  least 
four  different  ways,  namely,  as  the  result  of  : — 


Part  of  a  general  dropsy 
Acute  peritonitis 
Chronic  peritonitis 


Secondary  to  hypertrophy  and  dila- 
tation of  the  heart,  followed  by 
failure  of  compensation. 


7.  Severe  Anaemias,  in  which  the  ascites  is  usually  no  doubt  the  result  of  acute, 
subacute,  or  chronic  intercurrent  peritonitis,  as  in  : — 


Splenomedullary  leukaemia 
Lymphatic  leuksmia 
Hodgkin's  disease 


Splenic  anaemia 
Pernicious  anaemia 
Aplastic   anaemia. 


IV. — ^The  Differential  Diagnosis  of  the  Cause  of  Ascites. 

If  ascites  is  the  only  fluid  accumulation  present  in  the  patient ;  if,  although 
there  is  also  swelhng  and  oedema  of  the  legs,  the  ascites  is  known  to  have  appeared 
first ;  or  if  the  ascites  is  out  of  proportion  to  dropsy  elsewhere  ;  it  is  most  probably 
due  either  to  some  form  of  peritonitis,  to  portal  obstruction  from  thrombosis 
of  or  pressure  on  the  portal  vein,  or  to  cirrhosis  of  the  hver. 

If  it  is  associated  with  general  anasarca,  that  is  to  say,  with  oedema  of  the  legs, 
body,  and  face,  perhaps  even  of  the  scalp,  and  possibly  with  other  serous  effusions, 
the  probable  cause  is  acute,  or  acute  on  chronic,  Bright's  disease. 

If  sweUing  and  oedema  of  the  legs  were  first  noticed  and  the  ascites  followed, 
heart  failure  from  one  of  the  causes  in  Group  5,  or  obstruction  of  the  inferior 
vena  cava  above  the  hepatic  veins,  would  be  the  most  likely  cause  ;  it  is  impor- 
tant to  remember,  however,  that  in  the  sUghter  cases,  or  in  those  of  long  stand- 
ing, the  patient  is  often  uncertain  which  swelled  first,  his  legs  or  his  abdomen, 
and  his  statements  on  the  point  may  be  misleading. 

If  jaundice  is  associated  with  the  ascites,  it  points  to  some  form  of  portal 
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obstruction  as  the  cause,  either  cirrhosis  of  the  liver,  or,  if  the  jaundice  is  intense, 
to  some  actual  pressure  on  the  portal  vein  and  common  bile-ducts. 

If  enlargement  of  the  liver  is  associated  with  the  ascites,  this  may  be  due  to 
carcinoma,  sarcoma,  cirrhosis,  perihepatitis,  syphilis  of  the  liver,  or  to  nutmeg 
change  the  result  of  backward  pressure  from  chronic  heart  or  lung  disease. 

If  the  ascites  is  associated  with  multiple  abdominal  tumours,  it  suggests 
tuberculous  or  mahgnant  peritonitis,  or  in  rarer  cases  hydatid  disease  of  the 
peritoneum. 

Diseases  of  the  Peritoneum. 

Acute  Nonsuppurative  Peritonitis. — By  this  is  meant  an  acute  inflammation 
of  the  peritoneum  analogous  to  acute  '  simple  *  pleurisy  with  serous  effusion. 
One  seldom  speaks  of  ascites,  however,  in  connection  with  acute  infective  peri- 
tonitis such  as  would  certainly  lead  to  pus  formation  if  immediate  laparotomy 
were  not  resorted  to ;  and  it  is  difficult  to  draw  a  decided  line  between  acute 
peritonitis  in  which  the  fluid  should  be  called  ascites,  and  other  conditions  of 
acute  generalized  peritonitis  to  which  the  term  would  not  be  appUed.  There 
are,  however,  cases  in  which  acute  serous  effusion  due  to  non-suppurative 
peritonitis  occurs  in  acute  and  chronic  Bright's  disease  ;  acute  tuberculous 
peritonitis  almost  simulating  general  suppurative  peritonitis  is  also  familiar, 
and  both  pneumococcal  and  gonococcal  pentonitis  may  be  acute  in  onset,  and 
yet  take  the  form  of  an  ascitic  effusion,  recovery  occurring  without  the 
necessity  for  laparotomy.  It  is  probably  a  question  of  the  dose  of  the  micro- 
organism that  affects  the  peritoneum,  and  it  is  by  no  means  impossible  that, 
whereas  the  perforation  of  a  gastric  ulcer,  duodenal  ulcer,  dysenteric,  typhoid, 
or  tuberculous  ulcer  of  the  intestines,  or  leakage  from  a  pyosalpinx,  an  ap|>en- 
dicular  abscess,  stercoral  ulcer  of  the  colon,  or  a  perirectal  or  prostatic  abscess, 
generally  gives  rise  to  acute  general  peritonitis  which  would  prove  suppura- 
tive if  it  were  not  operated  on,  the  same  conditions  may  in  some  cases  lead  to 
a  slighter  affection  with  a  severe  but  non-suppurative  ascitic  effusion  ending  in 
spontaneous  recovery.  Whether  laparotomy  is  indicated  or  not  in  any  given 
instance,  must  depend  upon  the  individual  circumstances  of  the  case  ;  but  it  is 
probably  much  safer  for  the  patient  to  be  operated  upon  for  acute  non-suppura- 
tive peritonitis  of  the  type  of  which  we  are  now  speaking,  than  for  general 
suppurative  peritonitis  to  escape  operation. 

Simple  Chronic  Peritonitis. — By  this  is  meant  a  chronic  inflammation  that 
is  not  tuberculous  or  mahgnant.     It  may  follow  simple  acute  peritonitis,  but 
its  two  commonest  causes  are  first,  a  former  tuberculous  p>eritonitis  from  which 
the  tubercles  have  disappeared  ;  and  secondly,  the  chronic  inflammation  which 
results  from  repeated  paracentesis  abdominis  for  any  other  variety  of  ascites. 
The   latter  is  important  to  remember,  for  it  sometimes  happens,   in   a   heart 
case  for  instance,  that  both  oedema  of  the  legs  and  ascites  have  been  promi- 
nent symptoms,  paracentesis  abdominis    being   indicated    on    account  of   the 
cardiac  distress ;    the  tapping  of  the  abdomen  may  have  had  to  be  rejfeated 
many  times,  and   yet  ultimately  the  cardiac  compensation  may   have   been 
restored,  the  patient's  general  condition  becoming  quite  good  and  the  oedema 
of  the  legs  disappearing  ;    yet  in   spite  of  this  general  improvement,  ascites 
may  still  persist  and  require  further  tapping  at  intervals.      In  such  a  case, 
whereas  at  first  the  ascites  was  due  to  backward   pressure  from   the  faiUng 
heart,  it  ultimately  becomes  due  to  chronic  peritonitis,  the  result  of  the  repeated 
tappings.     It  is  usually  associated  with  perihepatitis,  which  indeed  is  only  one 
of  the  local  manifestations  of  chronic  peritonitis.     Even  when  all  inflammation 
has  ceased,  the  great  thickening  of  the  peritoneum  over  the  diaphragm,  liver, 
and  spleen  may  have  blocked    up  those  pores  through  which  the  peritoneal 
secretions  naturally  drain  away,  so  that  the  fluid  keeps  on  re-accumulatmg, 
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and  necessitates  repeated  tapping,  which  in  some  cases  has  been  performed 
over  three  hundred  times.  The  peritoneum  becomes  generally  thickened,  and 
the  intestines  bound  down  and  matted  together.  There  may  be  local  or  general 
abdominal  distention,  depending  on  whether  locuU  are  formed  or  not  by  the 
adhesions.  On  account  of  the  shortening  of  the  mesentery  and  matting  together 
of  the  intestines,  there  may  be  dullness  all  over  the  abdomen,  so  that  this  form 
of  ascites  is  particularly  Uable  to  be  mistaken  for  ovarian  cyst  or  tumour. 
Albuminuria  is  a  frequent  symptom  on  account  of  the  interference  with  the 
renal  circulation,  and  there  may  even  be  a  few  tube  casts ;  there  may  or  may 
not  be  actual  renal  disease,  but  this  should  not  be  diagnosed  from  the  albumin- 
uria unless  there  is  also  a  high  blood-pressure,  retinitis,  or  other  confirmatory 
sign.  At)dominal  pain  is  generally  slight,  and  although  there  may  be  vomiting 
or  constipation,  there  is  usually  neither. 

Tuberculous  Peritonitis. — This  is  the  most  common  cause  of  ascites  in  children. 
There  are  several  varieties,  of  which  the  following  may  be  distinguished  : — 

1.  The  acute  ascitic  form,  which  may  simulate  acute  general  peritonitis  due 
to  perforation  of  a  viscus  (see  above). 

2.  The  peritoneum  may  be  studded  all  over  with  miUary  tubercles  without 
there  being  any  caseous  masses.  The  physical  signs  of  this  form  are  those  of 
ascites  without  any  abdominal  tumour,  and  it  is  not  difficult  to  mistake  it  when 
it  occurs  in  an  adult  for  cirrhosis  of  the  liver  or  for  mahgnant  peritonitis, 
especially  that  form  which  is  secondary  to  ovarian  tumour.  In  a  child,  the 
occurrence  of  ascites  without  oedema  of  the  legs  at  once  suggests  tuberculous 
peritonitis,  whilst  in  an  older  person  tuberculous  peritonitis  is  much  less  common. 

3.  The  omentum  may  be  contracted  and  thickened  from  infiltration  with 
caseous  or  fibro-caseous  material,  and  a  hard  abdominal  tumour  simulating  an 
enlarged  liver  may  be  felt.  It  may  be  distinguished,  however,  by  the  presence 
of  a  resonant  percussion  note  between  its  upper  limit  and  the  costal  margin, 
and  it  may  be  possible  to  feel  the  edge  of  the  Uver  itself  distinctly  above  the 
omental  mass  which  simulates  it.  Ascites  in  cases  of  this  kind  is  generally  less 
in  amount  than  in  the  miliary  tuberculous  form. 

4.  The  intestines  may  be  matted  together  and  the  adhesions  thickened  and 
infiltrated  with  tuberculous  depKjsits,  so  that  the  peritoneal  cavity  may  be  divided 
into  several  loculi  of  fluid,  the  abdominal  distention  being  not  uniform,  and 
paracentesis  only  removing  part  of  the  ascites. 

5.  The  mesentery  may  be  thickened  and  contracted,  and  the  intestines  bound 
down  to  the  posterior  parts  of  the  abdominal  cavity,  so  that  if  there  is  ascites 
there  will  either  be  dullness  all  over  the  abdomen,  or  dullness  in  front  with 
resonance  in  the  fianks,  suggesting  ovarian  cyst  rather  than  tuberculous 
peritonitis.  After  paracentesis,  a  more  or  less  defined  irregular  deeply  situated 
tumour  may  often  be  felt. 

6.  When  the  caseation  affects  the  mesenteric  glands  in  particular,  multiple 
irregular  tumours  are  felt,  sometimes  but  not  always  associated  with  ascites. 

7.  Occasionally  local  thickenings  in  the  abdominal  wall  are  to  be  felt  as  the 
result  of  subperitoneal  inflammatory  deposits,  a  condition  which  may  often  be 
mistaken  for  rigid  contraction  of  the  recti  muscles  or  for  disease  of  the  parietes 
rather  than  of  the  peritoneum  ;  if,  however,  there  is  ascites  at  the  same  time, 
tuberculous  peritonitis  would  be  very  probable,  particularly  in  a  child. 

It  will  naturally  depend  upon  the  acuteness  of  the  tuberculous  process  whether 
there  will  be  pyrexia  or  not,  and  whether  there  will  be  abdominal  pain  and 
tenderness.  In  the  caseous  varieties,  whether  of  the  glands,  omentum, 
mesentery,  or  abdominal  wall,  pain  and  tenderness  are  the  rule,  and  the 
temperature  generally  rises  to  103*  F.  or  104°  F.  each  evening.  It  is  not  at  all 
uncommon  in  such  cases  for  redness  and   oedema   to  develop  for  some  Httle 
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distance  round  the  umbilicus,  and  for  a  purulent  discharge  to  occur  Irom  the 
latter,  or  for  a  faecal  fistula  to  develop.  The  commonest  cause  for  spontaneous 
izcal  fistula  of  the  umbilicus  is  tuberculous  peritonitis.  When  the  active 
tuberculous  process  has  become  quiescent,  there  may  still  be  ascites,  though 
the  temperature  is  subnormal.  When  paracentesis  is  performed,  it  is  advisable 
that  some  of  the  fluid  should  be  injected  into  a  guinea-pig,  to  see  whether  the 
latter  develops  general  tuberculosis  or  not.  The  nature  of  the  case  may  some- 
times be  suggested  by  the  presence  of  tuberculous  lesions  elsewhere  in  the 
patient's  body ;  for  instance,  in  the.  spine,  kidney,  a  joint  such  as  the  hip  or 
knee,  glands  in  the  neck,  or  lupus,  though  very  often  tuberculous  peritonitis  is 
the  only  objective  lesion. 

Ascitic  Fluids. — It  has  been  stated  that  chemical  anal>'ses  of  ascitic  fluid  often  afford 
material  assistance  in  arriving  at  a  diagnosis  of  its  cause ;  but  in  practice  only  the  broadest 
conclusions  can  be  drawn.  The  higher  the  specific  gravity,  the  larger  the  percentage 
of  albumin,  and  the  greater  the  tendency  to  spontaneous  coagulation,  the  more  definitely 
can  one  conclude  that  the  condition  is  an  inflammatory  exudate,  e.g.  specific  gravity 
1. 02 5,  twenty  parts  per  thousand  of  albumin  with  a  spontaneous  coagulation.  The 
lower  the  specific  gravity,  the  smaller  the  percentage  of  albumin,  and  the  more  definite 
the  absence  of  sf>ontaneous  coagulation,  the  more  likely  is  the  condition  to  be  a  non- 
inflammatory  transudate,  e.g.,  specific  gravity  1,005,  five  parts  per  thousand  of  albumin, 
and  no  coagulation.  There  are,  however,  a  lar^e  number  of  intermediate  cases  in  which 
chemical  investigation  of  the  fluid  leaves  one  m  doubt  as  to  whether  the  condition  is 
inflammatorv'  or  not. 

It  has  also  been  stated  that  differential  analyses  of  the  proteids  are  helpful,  notably 
as  to  whether  there  is  more  globulin  or  more  albumin  present ; 
but  it  is  doubtful  whether  this  really  is  so. 

Microscopical  examinations  are  oif  considerably  more  value  ciX-y    ^«^ 

than   chemical ;     the   centrifugalized  deposit  should  always  ^«7 

be  examined  under   the  high   power,    and  it   may    exhibit  ^  j\     1^ 

either  many  leucocytes  in  inflammatory   conditions,   poly-       <^         w  ^ 

morphonudear  cells  predominating  in  acute  inflammations,  ^  y 

and  small    lymphocytes   in   subacute   or   chronic  affections  ^,     r\  ^^.^ 

such  as  tuberculous  peritonitis  ;   or  peritoneal  cells  in  cases  ^^  \j  ^^^ 

of  inflammation :    and   in    rare  instances  it   is    possible    to        /  ^       ^ 

clinch   the  diagnosis   by  finding   actual    fragments   of    new        W  &      tJ 

growth   or    hydatid  booklets   (Fig.   6).      The  deposits  may  ^^  ^ 

als<.»  be  stained  for  bacteria,  and  sometimes  tubercle  bacilli 

or  even  streptococci,  staphylococci,   gonococci,  or  pneumo-  Fi^.  6.— Kchinococcal 

ci.*cci    may    be    found.      When    investigating    ascitic    fluid  booklets. 

bacteriol<»gically,  however,  it  is  probably  better  to  resort  to 
cultural  or  inoculation  methods  than  to  rely  solely  upon  films  prepared  from  the  deposit. 

Cancerous  Peritonitis  usually  occurs  in  patients  over  forty  years  of  age,  and 
the  growth  is  practically  always  secondary.  Primary  carcinoma  of  the  peri- 
toneum is  very  rare,  and  it  is  usually  colloid  and  not  associated  with  ascites. 
In  secondary  cases  the  omentum  may  be  thickened  and  infiltrated,  the 
umbilicus  fixed,  the  urachus  palpably  infiltrated,  and  nodules  and  masses  may 
develop  all  over  the  p>eritoneum.  Rapid  emaciation  and  marked  cachexia  are 
the  rule.  A  large  quantity  of  fluid  may  be  present,  and  if  it  is  blood-stained 
at  the  first  tapping  it  is  very  suggestive  of  malignant  disease.  Ascites  may  be 
the  first  and  only  evidence  of  growth,  and  it  may  be  mistaken  for  tuberculous 
peritonitis  or  cirrhosis  of  the  liver,  especially  when  the  abdominal  distention 
is  so  marked  that  no  nodules  can  be  felt.  Evidence  of  a  primary  growth  should 
always  be  looked  for  with  care,  especially  in  connection  with  the  stomach, 
pancreas,  colon,  rectum,  or  ovaries.  Rectal  examination  should  never  be 
omitted,  and  if  need  be  the  sigmoidoscope  may  be  used.  It  should  not  be 
forgotten  that  useful  indication  of  intra-abdominal  malignant  disease  is  some- 
times afforded  by  there  being  enlargement  of  the  left  supraclavicular  lymphatic 
glands  by  secondary  deposits. 
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There  is  one  variety  of  secondary  malignant  peritonitis  which  merits  special 
mention — namely,  that  which  may  result  from  a  proliferating  papillomatous 
ovarian  cyst..  The  maUgnancy  of  the  latter  is  sometimes  relative,  so  that 
although  there  may  be  thousands  of  papilloma  deposits  on  the  p>eritoneum, 
^  pausing  ascites  that  may  need  tapping  scores  of  times  at  short  intervals,  there 
may  be  no  other  secondary  deposits  anywhere.  The  diagnosis  may  be  made  as 
the  Vfesult  of  careful  vaginal  examination,  or  by  finding  fragments  of  the  maUg- 
nant  paj^lomata  in  the  ascitic  fluid,  or  perhaps  the  case  may  be  regarded  as 
chronic  "  simple  "  peritonitis  until  the  abdomen  is  opened. 

Hydatid  Cysts  in  the  peritoneal  cavity  may  be  primary,  but  more  often  they 
are  secondary  to  hydatid  disease  of  the  liver.  The  malady  is  rare  in  this  country, 
though  commoner  in  Australasia  and  elsewhere.  The  patient  is  generally  an 
adult  and  the  diagnosis  is  often  obvious,  though  sometimes  it  may  be  very 
obscure.  There  may  be  a  large  globular  tumour  in  the  Uver,  rarely  giving  the 
typical  hydatid  thrill ;  there  may  be  Eosinophilia  (^f .),  and  an  investigation 
of  the  blood  serum  in  special  laboratories  may  show  the  specific  hydatid  serum 
reaction.  In  some  cases  in  which  there  are  hydatid  cysts  associated  with 
ascites,  it  is  possible  to  make  the  diagnosis  certain  by  rectal  examination. 
One  has  felt  globular  bodies  about  the  size  of  grapes  in  front  of  the  anterior 
rectal  wall,  and  when  one  has  pressed  upon  these  to  investigate  them  more  fully, 
they  have  slipped  away  from  under  one's  finger  through  being  pushed  up  into 
the  ascitic  fluid  ;  after  waiting  a  moment  the  finger  has  felt  them  come  back 
into  Douglas'  pouch.  Similar  mobility  of  spherical  masses  in  the  ascitic  fluid 
may  be  noted  elsewhere — for  instance,  in  an  ihac  fossa.  The  ultimate  diagnosis 
depends  upon  the  detection  of  booklets  (Fig.  6)  in  the  fluid  obtained  by  para- 
centesis or  by  laparotomy.  It  is  important  to  bear  in  mind,  however,  that  the 
absence  of  booklets  does  not  exclude  hydatid  disease,  the  cysts  sometimes  being 
sterile,  and  in  that  case  not  producing  booklets. 

Chylous  Ascites  is  not  in  itself  a  specific  malady,  for  there  is  more  than  one 
condition  in  which  the  ascitic  fluid  may  be  loaded  with  fat  droplets  so  as  to 
appear  Uke  milk.  This  is  generally  the  result  of  obstruction  to  the  main 
abdominal  lymphatics,  particularly  the  receptaculum  chyU  and  thoracic  duct 
Occasionally  this  is  due  to  rupture  after  an  injury  to  the  abdomen  ;  more  often 
the  condition  is  associated  in  this  country,  in  some  way  which  is  not  fully  under- 
stood, with  the  peritonitis  of  chronic  Bright's  disease.  The  best  known  tropical 
cause  for  chylous  ascites  is  Filaria  sanguinis  hominis,  producing  elephantiasis. 
In  rare  cases  the  secondary  deposits  of  malignant  disease  may  be  such  as 
to  obstruct  the  thoracic  duct,  and  so  produce  the  chylous  condition  of  the  ascitic 
fluid.     Chyluria  may  or  may  not  occur  at  the  same  time. 

Obstruction  to  the  Main  Portal  Vein. — This  is  most  commonly  due  to  enlarge- 
ment of  the  portal  lymphatic  glands  by  secondary  deposits  of  maUgnant  disease ; 
it  is  common  for  the  main  bile-ducts  to  be  obstructed  at  the  same  time,  so  that 
an  increasing  depth  of  jaundice  accompanies  the  ascites.  When  there  are 
masses  of  secondary  growth  in  the  hver  associated  with  jaundice,  or  ascites, 
or  both,  it  is  seldom  that  the  hepatic  masses  are  themselves  responsible  for  the 
symptoms,  these  being  more  often  due  to  the  associated  deposits  in  the  portal 
lymphatic  glands.  The  diagnosis  is  made  as  the  result  of  discovering  a  primary 
growth,  which  is  more  often  a  carcinoma  than  a  sarcoma.  It  is  much  rarer  for 
the  lymphatic  glandular  enlargement  to  be  lymphadenomatous,  tuberculous,  or 
due  to  lymphatic  leukaemia.  If  ascites  were  a  prominent  symptom  in  any  of 
these  conditions,  it  would  be  regarded  as  consequent  on  aflection  of  the 
peritoneum  rather  than  on  obstruction  to  the  portal  vein,  unless  there  were 
deepening  jaundice  at  the  same  time.     In  the  latter  case  malignant  disease 
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voald  be  simulated.  General  enlargement  of  the  lymphatic  glands  in  the 
ixilbe,  groins,  and  neck,  with  or  without  evidence  of  enlargement  of  those  in 
iie  thorax  or  abdomen,  together  with  enlargement  of  the  spleen,  would  suggest 
ither  lymphadenoma  or  lymphatic  leukaemia ;  the  absence  of  positive  blood 
iianges  would  render  the  former  more  likely,  for  in  lymphatic  leukaemia  there 
s  more  or  less  considerable  leucocytosis  with  a  great  relative  increase  in  the  ' 
onall  lymphocytes  up  to  90  per  cent  or  more.  Only  in  very  rare  cases  do  tuber- 
:iik>us  portal  glands  cause  ascites,  and  when  they  do  the  diagnosis  must  be  one 
yt  guess-work  only,  unless  in  association  with  definite  tuberculous  peritonitis 
there  were  jaundice  suggesting  obstruction  to  the  common  bile-duct  and  to  the 
portal  vein  at  the  same  time. 

Thrombosis  of  the  portal  vein  may  be  suppurative,  in  which  case  there  is  no 
I9cites,  but  rather  a  pyrexial  condition  with  rigors  and  possibly  jaundice,  which 
is  diagnosed  as  a  rule  only  when  there  has  been  some  definite  inflammatory  or 
suppurative  focus  in  the  portal  area,  such  as  appendicitis,  which  might  lead  to 
infection  of  the  portal  vein.  Primary  thrombosis  of  the  portal  vein  is  relatively 
(are.  and  its  diagnosis  can  seldom  be  more  than  guessed  at.  It  leads  to  marked 
ascites,  possibly  with  simultaneous  increase  in  any  tendency  there  may  be  to 
piles,  and  without  evidence  of  tuberculous  or  maUgnant  disease  of  the  peritoneum 
or  cirrhosis  of  the  liver.  It  is  by  a  process  of  exclusion  that  the  diagnosis  of 
portal  vein  thrombosis  might  be  arrived  at,  especially  if  the  ascitic  fluid  with- 
drawn by  paracentesis,  when  examined  chemically,  were  found  to  contain  a 
relatively  very  high  proportion  of  coagulable  proteids  without  any  particular 
tendency  to  spontaneous  coagulation,  and  without  those  polymorphonuclear 
cells  or  lymphocytes  in  the  centrifugaHzed  deposit  that  would  be  found  if  the 
high  percentage  of  proteid  were  due  to  the  ascites  being  inflammatory. 

Tumours  of  adjacent  organs  seldom  obstruct  the  portal  vein  enough  to  cause 
ascites  without  presenting  other  symptoms  which  suggest  the  diagnosis.  Some- 
times, however,  unless  the  tumour  can  be  felt,  great  difficulty  may  be  experienced 
in  determining  the  nature  of  the  case.  Carcinoma  of  the  pancreas  may  be 
accompanied  by  glycosuria  and  the  passage  of  fatty  stools,  together  with  deepen- 
ing jaundice,  progressive  enlargement  of  the  gall-bladder,  and  a  positive 
Cammidge's  Pancreatic  Reaction  {qv.).  On  account  of  the  relation  of  the  tumour 
to  the  aorta,  marked  transmitted  pulsation  may  be  felt  in  it,  and  by  inflating  the 
stomach  it  may  be  demonstrated  that  the  tumour  lies  posterior  to  the  latter. 
Renal  tumours  may  be  difficult  to  distinguish  from  enlargement  of  the  liver 
when  they  are  big  ;  but  they  are  generally  associated  with  Albuminuria  {q.v.)^ 
HEMATURIA  {q.v.),OT  PYURIA  (q.v.).  Carciuoma  of  the  stomach,  duodenum,  colon, 
or  suprarenal  capsule  would  be  suggested  by  the  position  of  the  mass,  or  by  the 
gastric  or  intestinal  symptoms  ;  if  there  were  ascites  accompanying  them,  it 
would  generally  be  attributed  not  to  the  primary  tumour  itself,  but  to  secondary 
deposits  either  in  the  peritoneum  or  in  the  portal  lymphatic  glands. 

Aneurysm  of  the  hepatic  artery  is  a  pathological  curiosity,  though  in  recorded 
cases  it  has  produced  ascites  and  jaundice.  The  commonest  cause  of  aneurysm 
of  the  hepatic  artery  is  f ungating  endocarditis  with  embolism. 

DiseASes  of  the  Liver. — Cirrhosis  of  the  Liver. — When  ascites  is  due  to 
this  cause,  the  diagnosis  is  sometimes  very  easy  on  account  of  the  history  of 
chronic  alcoholism,  and  very  possibly  of  former  hacmatemesis,  melaena,  or 
jaundice.  There  may  also  be  acne  rosacea  and  telangiectases  on  the  cheeks, 
a  furred  and  tremulous  tongue,  a  history  of  morning  sickness,  cramps  in  the 
legs  at  night  and  loss  of  appetite,  epistaxis,  perhaps  the  presence  of  distended 
veins  around  the  umbihcus,  enlargement  of  the  Uver,  the  surface  of  which  is 
hard  and  rough,  and  the  edge  irregular  and  perhaps  beaded,  enlargement  of 
the  spleen,  icteric  tinge  of  the  conjunctivae,  and  a  pecuharly  sallow,  slightly 
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pigmented  facies,  which  is  almost  characteristic  in  the  later  stages  of  the 
malady.  Ti^^^^^^^  ^^  ^  slowly  progressive  disease  sometimes  extending  over 
twenty  years  or  more,  ^^oducing  a  large,  smooth,  unilobular  cirrhotic  liver, 
associated  with  jaundice  and  a  tendency  to  haematemesis  in  its  earlier  stages; 
but  later  a  small  liver  in  which,  in  addition  to  the  unilobular  fibrous  tissue,  theT« 
has  developed  sl  much  coarser  multilobular  meshwork  which,  by  progressive 
contraction,  has  led  to  the  previously  large,  smooth  organ  becoming  smaller, 
rougher,  and  harder,  until  it  may  sometimes  be  so  small  as  to  be  no  longer 
palpable.  Only  in  the  very  last  stage  does  it  produce  ascites.  People  have  been 
known  to  be  total  abstainers  for  as  long  as  eighteen  years  or  more  after  the  first 
symptoms  of  cirrhosis  have  developed,  and  yet  to  die  with  a  granular,  contracted, 
"  hob- nail  "  liver  andcfiscites. 

Perihepatitis. — It  is  generally  stated  that  a  case  of  cirrhosis  of  the  liver  seldom 
survives  long  after  it  has  first  become  necessary  to  tap  the  abdomen,  and  that 
therefore  \/hen  paracentesis  abdominis  has  to  be  performed  more  than  once  or 
twice  in  a  case  supposed  to  be  cirrhosis  of  the  liver,  this  points  to  the  diagnosis 
being  wrong,  the  case  being  one,  not  of  cirrhosis,  but  of  jjerihepwititis.  As  a 
matter  of  fact,  however,  this  is  not  always  so,  for  it  sometimes  happens  that 
even  when  the  ascites  was  originally  due  to  cirrhosis,  the  repeated  tapping  pro 
duces  perihepatitis,  the  greatly  thickened  capsule  of  the  liver  being  the  result 
of  multiple  tappings  for  what  was  at  first  cirrhotic  ascites.  It  is  exceedingly 
difificult  to  be  certain  of  the  diagnosis  of  simple  perihepatitis  ;  the  condition 
is  really  only  part  of  a  chronic  peritonitis.  The  capsule  of  the  Uver  becomes 
much  thickened,  and  it  contracts  and  distorts  the  organ,  and  rounds  the  edge, 
or  else  turns  it  up  or  under,  in  a  way  which  is  characteiistic.  It  is  only  if 
this  curled-under  or  turned-up  edge  can  be  detected  that  the  diagnosis  of 
perihepatitis  can  be  made  with  certainty.  It  is  possible  that  syphilis  is  .the 
cause  of  the  malady  in  some  cases. 

Ascites  associated  with  carcinoma  or  sarcoma  of  the  liver  is  usually  accom- 
panied by  intense  jaundice,  and  there  will  always  be  doubt  as  to  whether  these 
symptoms  are  not  due  rather  to  coincident  affection  of  the  portal  .lymphatic 
glands  than  to  the  deposits  in  the  liver  itself.  The  latter  becomes  much  enlarged, 
very  hard,  the  edge  often  coming  well  below  the  umbiHcus.  Probably  the 
largest  livers  that  occur  are  due  to  se  ^ndary  carcinoma  or  sarcoma.  They 
may  reach  a  weight  of  22  lb.  or  more.  Besides  being  very  hard,  the  Uver  may 
be  tender,  and  umbihcated  nodules  may  be  felt  on  its  surface.  Primary  growth 
of  the  liver  is  exceedingly  rare,  and  though  it  leads  to  progressive  a^d  deepening 
jaundice,  it  does  not  often  produce  ascites.  Secondary  growth  is  so  much  more 
common,  that  it  is  always  most  important  to  look  for  the  primary  growth  else- 
where with  great  care  before  primary  growth  in  the  liver  is  diagnosed.  Rectal 
examination  should  not  be  omitted  ;  and  '"ammidge's  pancreatic  reaction  in 
the  urine  should  be  tested,  in  case  the  primary  growth  be  in  the  pancreas. 

Syphilis  may  produce  local  peritonitis  oyer  a  gumma ;  it  may  also  lead 
to  general  chronic  peritonitis  and  thus  to  ascites.  The  diagnosis  is  made 
upon  the  history,  upon  the  signs  of  syphilis  elsewhere,  and  upon  Wassermann's 
serum  reaction. 

Hydatid  disease  of  the  liver  seldom  of  itself  causes  ascites,  though  it  may  be 
associated  with  coincident  affection  of  the  peritoneum  with  ascites. 

We  may  now  pass  on  to  consider  those  cases  in  which,  if  the  history  is  correct, 
there  has  been  sweUing  of  the  legs  before,  or  at  any  rate  not  later  than,  swelling 
of  the  abdomen  ;  and  if  one  continues  the  classification  as  given  on  pages  53 
and  54,  one  comes  next  to — 

Obstruction  of  the  Inferior  Vena  Cava  above  the  Hepatic  Veins.  —  This   is 


(Uscussed. 

The  val-.  _Iar  heart  lesion  most  apt  to  be  mis-diagnosed  i 
ascites  is  milrnl  slenosis;  for  by  the  time  the  heart  failure  has  reached  3  sufticient 
dei^ee  to  cause  ascites,  characteristic  bruits,  especially  the  presystolic,  become 
no  longer  audible  in  many  cases.  T'le  heart  beats  very  rapidly  and  very 
irtegularly,  50  that  no  bruits  may  be  audible  at  all.  Mitral  stenosis  may  slill 
be  suegested  by  the  characteristic  appearance  of  the  lace,  with  its  yellowish 
pallor  of  the'  forehead,  and  around  the  nose  and  mouth,  with  bright  or  dark  red 
coloration  over  the  malar  bones  and  upper  portions  of  the  cheeks  and  lips  ; 
or  by  the  history  of  acute  rheumatism  or  chorea,  though  absence  of  such  a 
history  by  no  means  excludes  the  possibihty  of  valvular  heart  disease.  It  may, 
however,  be  impossible  to  say  whtlher  there  is  mitral  stenosis  or  not  until  the 
patient  has  been  kept  in  bed,  given  digitalis,  and  watched  for  a  week  or  more, 
until  there  is  some  dcfjree  of  reco  ery  of  the  cardiac  compensation  ;  by  which 
time  the  characteristic  bruits  of  mitral  stenosis  very  often  return  with  increasing 
lorte  of  the  heart's  beat. 

Some  of  the  hardest  of  heart -failure  cases  to  diaj^nose  with  certainty  are  those 
due  to  chronic  a/fections  of  the  myocardium  or  to  adherent  pericardium.  In  ciich 
ca-e  the  diagnosis  is  mainly  arrived  at  by  a  process  of  exclusion.  Chronic 
myocardial  degeneration  seldom  occurs  in  young  people,  or  at  any  rate  it  is 
much  commoner  in  middle  life  and  later.  The  symptoms  are  those  which  are 
common  in  all  varieties  of  chronic  heart  failure,  whatever  the  cause  ol  the  latter. 
There  may  or  may  not  be  the  systolic  bruit  of  mitral  rcgurKitation,  or  an  aortic 
sy-tohc  bruit  due  to  atheroma  of  th,  aortic  valves,  but  upon  the  whole,  the 
physical  signs  do  not  sugijest  valvular  disease  ;    the  urinary  changes  and  the 
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absence  of  casts  do  not  suggest  nephritis  or  granular  kidney ;  the  blood-piessiire 
may  or  may  not  suggest  arteriosclerosis  ;  the  lung  signs  do  not  suggest  bron- 
chitis and  emphysema,  or  fibroid  lung :  so  that  some  myocardial  affection  is  all 
that  is  left  to  diagnose.  If  there  has  been  a  history  of  the  drinking  of  much 
alcohol,  particularly  beer,  primary  alcoholic  heart  may  be  suspected,  though 
this  is  much  less  common  in  England  than  it  is  said  to  be  in  Germany.  FaUy 
superposition  would  be  suggested  if  there  was  general  obesity  of  the  patient 
with  shortness  of  breath  on  ordinary  exertion  ;  whilst  overloading  of  ibe 
surface  of  the  heart  seldom  occurs  without  some  fatty  infiltration  at  the  same 
time.  Fatty  degeneration  is  more  Ukely  after  a  long  febrile  illness,  or  chronic 
poisoning  by  phosphorus,  arsenic,  or  by  the  supposed  toxins  of  severe  anaemias, 
such  as  pernicious  anaemia,  or  aplastic  anaemia. 

Fibroid  heart  is  very  difficult  to  distinguish  from  fatty  heart,  but  it  is  the 
more  likely  diagnosis  in  a  syphiUtic  patient,  particularly  if  the  patient  is  not 
obese  and  if  there  is  a  history  of  syphilis  or  evidence  of  syphilitic  atheroma 
leading  to  aortic  regurgitation  or  angina  pectoris. 

Adherent  pericardium  is  not  in  itself  an  exphcit  term,  for  there  are  three 
different  conditions  which  come  under  the  one  heading ;  thus  there  may  be 
(i)  Adhesions  between  the  parietal  and  visceral  layers  of  the  pericardium ; 
(2)  Adhesions  between  the  parietal  pericardium  and  the  structures  around 
it,  particularly  the  pleurae,  diaphragm,  and  chest  wall ;  and  (3)  Adhesions 
both  of  the  parietal  and  visceral  layers  of  pericardium  and  of  the  parietal 
layer  to  the  structures  outside  it.  It  is  quite  clear  that  the  physical  signs 
will  be  different  according  to  which  of  these  three  things  has  happened. 
That  which  ought  to  be  imphed  strictly  by  the  term  adherent  pericardium,  is 
adhesion  of  the  parietal  to  the  visceral  layers,  without  any  other  adhesions 
whatever,  and  of  this  condition  there  are  no  positive  physical  signs  at  all,  nor 
need  there  be  any  symptoms.  The  diagnosis  is  generally  made  by  guess-woiJE, 
the  patient  being  known  to  have  had  pericarditis,  or  being  suspected  of  having 
had  it  because  of  having  suffered  from  acute  rheumatism  with  severe  compU- 
cations,  and  the  heart  now  being  found  much  larger  than  it  ought  to  be  in 
proportion  to  the  apptarent  valvular  disease  as  indicated  by  the  bruits.  It  is 
quite  possible,  however,  for  the  parietal  and  visceral  layers  of  pericardium  to 
be  universally  adherent  to  one  another  without  the  heart  being  big,  and 
without  there  being  any  ill  effects  at  all,  the  condition  being  met  with  not 
uncommonly  in  the  post-mortem  room  in  patients  who  die  of  something  entirely 
different.  It  is  only  when  the  parietal  layer  has  become  adherent  to  the  visceral 
layer  when  the  heart  was  already  dilated  at  the  time  of  the  pericarditis,  that 
symptoms  subsequently  accrue,  the  result  rather  of  the  inabiUty  of  the  already 
big  heart  to  maintain  its  dilatation  and  hypertrophy  than  of  any  intrinsic 
interference  with  its  action  by  the  adherent  pericardium  itself.  It  quite  often 
happens,  indeed,  that  when  there  has  been  rheumatic  myocardial  affection 
without  pericarditis,  the  big  heart  that  results  is  out  of  all  proportion  to  the 
valvular  disease,  and  yet  in  the  post-mortem  room  no  abnormaUty  of  the 
pericardium  is  found.   . 

The  three  following  points  in  connection  with  heart  disease  in  children  are 
as  true  as  most  aphorisms..  First,  mitral  stenosis  is  almost  unknown  before 
puberty,  whatever  the  bruits  that  suggest  it.  Secondly  and  thirdly,  heart 
disease  never  proves  fatal  before  puberty  unless  as  the  result  either  of  the 
severity  of  the  acute  inflammation  of  valves,  muscle,  or  pericardium,  or  else 
from  adherent  pericardium.  Fatal  mechanical  failure  of  the  heart  before 
puberty,  therefore,  in  a  patient  who  presents  no  symptoms  of  rheumatic 
reinfection,  points  to  there  being  adherent  pericardium  in  the  sense  of  there 
being  adhesions  between  the  parietal  and  visceral  layers. 
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Adhesions  between  the  parietal  pericardium  and  the  structures  outside  it, 
without  there  being  any  adhesions  between  the  parietal  and  visceral  layers 
within  the  pericardium,  are  of  exceedingly  common  occurrence,  generally  result- 
ing from  former  pleurisy.  The  former  inflammation  must  have  extended  outside 
both  the  pericardium  and  the  pleurae,  so  that  it  was  really  a  mediastinitis  ;  but 
clinically  the  condition  is  seldom  spoken  of  as  mediastinitis,  because  it  is  of  very 
little  importance,  and  in  itself  it  produces  no  symptoms  at  all ;  the  physical 
sign  which  might  suggest  it  would  be  deficiency  in  the  degree  of  movement  of 
the  position  of  the  cardiac  impulse  to  the  left  or  to  the  right,  as  the  case  might 
be,  as  the  patient  rolls  from  one  side  to  the  other. 

The  third  variety  of  adherent  pericardium,  namely,  that  in  which  there  are 
adhesions  between  the  parietal  and  visceral  layers,  and  between  the  parietal 
layer  and  the  chest  wall,  pleurae,  and  other  structures  outside  it,  is  really  a 
combined  condition  of  adherent  pericardium  and  mediastinal  adhesions  which, 
when  an  extreme  degree  is  reached,  becomes  what  is  known  as  chronic  medias- 
tinitis. Here  again,  it  is  possible  for  neither  symptoms  nor  physical  signs  to 
present  themselves,  the  condition  being  found  unexpectedly  in  the  post-mortem 
room.  It  is  this  condition  which  is  generally  diagnosed  under  the  name  of 
adherent  pericardium.  There  will  be  a  history  of  former  pericarditis,  pleurisy, 
or  both,  probably  of  a  rheumatic  nature.  The  heart  will  be  large  out 
of  all  proportion  to  any  valvular  disease  that  is  present,  without  there  being 
other  obvious  cause  for  its  hypertrophy  and  dilatation,  such  as  nephritis,  arterio- 
sclerosis, hard  work,  alcoholism,  fatty  or  fibroid  heart,  or  chronic  lung  disease. 
If  the  parietal  pericardium  is  firmly  adherent  both  to  the  pleurae  and  to  the 
diaphragm — particularly  the  latter — there  will  very  likely  be  retraction  of  the 
lower  ribs  in  the  left  axillary  line  synchronously  with  the  heart-beat  ;  it  is 
this  physical  sign — systolic  retraction  of  the  lower  left  ribs — which  is  generally 
regarded  as  pathognomonic  of  adherent  pericardium  ;  it  is  really  evidence,  of 
course,  of  adhesions  outside  rather  than  within  the  p>ericardium.  Another  physical 
sign  which  is  regarded  by  some  as  indicative  of  general  pericardial  adhesions, 
is  an  ingoing  impulse  of  the  third  or  fourth  intercostal  space  half  way  between 
the  left  nipple  and  the  left  border  of  the  sternum,  synchronous  with  an  out- 
going impulse  nearer  the  apex,  giving  an  oscillating  or  see-saw  appearance  to 
the  precordial  region — some  of  the  intercostal  spaces  moving  inwards  at  the 
same  time  as  others  move  out  with  the  heart-beat.  As  a  matter  of  fact,  the 
probable  explanation  of  the  ingoing  movement  nearer  the  sternum  when  the 
part  of  the  heart  which  is  nearer  the  apex  causes  the  ordinary  outgoing  impulse, 
is  the  visible  withdrawal  of  the  hypertrophied  right  ventricle  as  it  contracts. 
This  see-saw  appearance  in  the  precordial  region  is  indicative  therefore  of  great 
hj'pertrophy  of  the  right  ventricle  ;  it  does  not  indicate  what  is  the  cause  of 
this  hypertrophy,  though  amongst  its  causes  would  be  adherent  pericardium. 
A  similar  appearance  is  often  seen  in  cases  of  extreme  mitral  stenosis  of  long 
standing,  even  when  there  is  no  adherent  pericardium. 

Brlght't  Disease  may  produce  ascites  in  more  ways  than  one  ;  the  elTusion 
may,  for  instance,  simply  be  part  of  a  general  anasarca,  the  accumulation 
of  the  ascitic  fluid  in  the  peritoneal  cavity  corresponding  precisely  with  its 
accumulation  in  the  subcutaneous  tissues  ;  or  the  Bright's  disease  may  lead  to 
acute  or  chronic  peritonitis  of  the  ty'pes  described  above  ;  or,  especially  in 
chronic  cases  associated  with  pale  or  red  granular  contracted  kidneys,  there  may 
be  failure  of  the  dilated  and  hypertrophied  heart,  with  ascites,  which  it  may  be 
very  difiicult  to  distinguish  from  that  of  primary  heart  disease,  especially  as  the 
greater  part  of  the  albuminuria  which  may  be  associated  with  the  ascites  and 
the  faihng  heart,  is  now  the  result  of  the  heart  failure  rather  than  of  the 
renal  sclerosis,  so  that  the  number  of  casts  may  seem  to  be  unduly  few  in 
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relation  to  the  albumin.  If  the  blood -pressure  is  very  high,  the  diagnosis  is  in 
favour  of  arteriosclerosis  or  granular  kidney  rather  than  prinaary  heart-failure^ 
though,  curiously  enough,  the  blood-pressure  is  always  above  normal  in  heart-^ 
failure  from  any  cause,  even  when  the  pulse  is  as  irregular  and  feeble  as  it  often 
is  in  the  late  stages  of  mitral  stenosis.  This  terminal  rise  of  blood-pressure  in 
heart  cases  probably  results  from  the  partial  asphyxia. 

Severe  AnsBinias  often  cause  ascites,  but  they  do  not  give  rise  to  much 
difficulty  in  diagnosis,  because  the  sub-acute  or  chronic  peritonitis  which  is  the 
cause  of  the  ascitic  exudate  in  these  cases,  arises,  as  a  rule,  comparatively  late 
in  the  disease,  after  the  diagnosis  has  been  made  on  other  grounds,  by  blood- 
counts  and  otherwise.  (See  Anemia  ;  Spleen,  Enlargement  of  ;  Lymphatic 
Gland  Enlargement.)  One  need  not  do  more  here  than  refer  to  the  huge 
enlargement  of  the  spleen  without  lymphatic  glandular  enlargement,  and 
the  great  leucocytosis  with  a  large  proportion  of  myelocytes,  in  splenomeduUary 
leukemia  ;  the  considerable  leucocytosis,  the  enlargement  of  the  lymphatic 
glands  and  probably  of  the  spleen,  and  the  great  relative  increase  of  the  small 
lymphocytes,  in  lymphatic  leukemia  ;  the  enlargement  of  the  lymphatic  glands 
and  of  the  spleen,  and  the  absence  of  any  positive  blood  changes,  beyond  anaemia 
of  the  chlorotic  type  without  leucocytosis,  in  Hodgkin's  disease ;  the  enlargement 
of  the  spleen,  the  absence  of  lymphatic  glandular  enlargement,  and  the  occur- 
rence of  a  progressive  and  ultimately  severe  anaemia,  of  the  simple  chlorotic  type 
without  leucocytosis,  but  with  an  occasional  myelocyte  and  basophile  corpuscte, 
in  splenic  anesmia  (which  often,  as  the  course  of  the  disease  goes  on,  turns  out 
to  be  cirrhosis  of  the  liver)  ;  c.^^  profound  anaemia  and  the  high  colour-index 
without  leucocytosis,  in  pernicious  antsmia ;  the  severe  anaemia  suggestive 
of  pernicious  anaemia  but  with  a  persistently  low  colour-index,  in  aplastic 
ancBmia  ;  and  the  splenic  enlargement  with  profound  chlorotic  anaemia  without 
leucocytosis,  in  pseudo-leukcemia  infantum.  Herbert  French. 

ATAXY. — Ataxy  is  the  term  used  to  describe  voluntary  movements  which 
are  imperfectly  controlled  or  co-ordinated.  It  is  displayed  in  its  simplest  form 
by  infants  under  the  age  of  one  year.  With  excellent  muscular  power,  and  with 
the  ability  to  make  their  limbs  assume  any  position,  they  are  yet  unable  to 
carry  out  any  action  requiring  the  careful  adjustment  of  force  to  a  particular 
end.     They  are  clumsy  with  their  fingers,  and  lack  stability  on  their  feet.     Ex- 

/ience  eventually  teaches  them  unconsciously  to  utiUze  the  information  which 
heir  higher  nervous  centres  receive  from  the  p>eriphery  of  their  bodies,  for  the 
purpose  of  adapting  their  expenditv'*  of  muscular  energy  to  the  accomplishment 
of  the  object  in  view.  Subconscious  memories  of  the  afferent  impressions 
produced  by  any  particular  movement  are  gradually  stored  by  the  higher 
centres,  with  the  result  that  each  repetition  of  that  moven^nt  is  kept  more  and 
more  under  guidanc*  and  control,  and  some  degree  of  economy  is  established 
in  carrying  on  the  business  of  voluntary  action. 

In  pathological  states,  ataxy  is  often  a  symptom  of  great  diagnostic  import- 
ance ;  but  before  its  value  as  a  localizing  sign  of  disease  can  be  utilized,  it 
is  necessary  to  appreciate  broadly  the  physiological  mechanism  by  which  co- 
ordination is  brought  about,  and  the  possible  situations  where  a  lesion  is  able 
to  disturb  the  smooth  working  of  that  mechanism. 

For  the  proper  co-ordination  of  voluntary  movement,  impulses  from  the 
muscles,  tendons,  joints,  and  skin  of  the  part  which  is  moved  must  reach  the 
brain.     It  is  expedient  to  regard  these  impulses  as  being  of  two  kinds : — 

I.  Sensory  afferent  impulses  which  are  carried  to  the  cerebrum  by  way  of  the  peri- 
pheral nerves,  the  posterior  columns  of  the  cord,  the  fillet  in  the  brain-stem,  and  finally 
some  path  from  the  basal  ganglia  to  the  cortex  in  the  neighbourhood  of  the  motor  area. 


ATAXY  65 

These  impulses  cross  from  one  side  of  the  body  to  the  opposite  hemisphere,  the  crossing 
taking  place  in  the  medulla.  The  path  is  not  an  uninterrupted  one ;  that  is  to  say,  the 
impulses  are  not  carried  by  fibres  which  stretch  from  the  peripheral  tissues  to  the  cere- 
brum. On  the  contrary,  there  are  probably  at  least  two  points  where  one  neuronic 
system  ends  and  its  wc»'k  is  taken  up  by  another. 

2.  Non -sensory  afiferent  impulses,  so-called  because  they  never  reach  consciousness, 
pass  from  the  peripheral  structures  concerned  in  movement,  by  way  of  the  peripheral 
nerves  and  the  ascending  cerebellar  tracts  of  the  cord,  to  the  cerebellum,  and  principally 
to  the  cerebellar  lobe  of  the  same  side  of  the  body.  In  some  manner  which  is  not  per- 
fectly understood,  but  in  which  preservation  of  muscular  tone  is  probably  concerned, 
the  co-operation  of  the  cerebellum  is  required  if  movements  initiated  in  the  motor  area 
of  the  cerebrum  are  to  be  carried  out  in  a  co-ordinate  manner. 

Not  only  must  these  two  sets  of  impulses  reach  the  brain,  but  the  parts  of 
the  brain,  cerebral  and  cerebellar,  which  form  their  destination,  must  also  be 
intact  if  voluntary  movement  is  to  be  carried  out  with  accuracy  and  co-ordination. 

From  the  clinical  point  of  view  it  is  necessary  to  ascertain  in  the  first  place 
whether  a  patient  is  ataxic,  and  in  the  second  whether  the  ataxy  can  be  attributed 
to  the  loss  of  the  sensory  or  non-sensory  afferent  impulses. 

In  some  cases  the  ataxy  is  obvious ;  in  others  its  presence  can  be  detected 
only  by  the  careful  application  of  certain  tests.  For  instance,  a  patient  may 
walk  into  a  well-lighted  room  with  perfect  ease  and  without  anything  remarkable 
in  his  gait,  but  if  he  is  asked  to  walk  along  a  line,  placing  one  foot  exactly  in 
front  of  another,  he  may  at  once  display  his  lack  of  co-ordination.  Such  ataxy 
is  jost  as  important  from  a  diagnostic  standpoint  as  the  imperfect  attempts 
of  an  advanced  tabetic  patient  to  walk  even  when  supported  by  companions 
on  either  side.  It  is  the  quality  and  not  th'  -quantity  of  a  defect  which  gives 
the  needed  information. 

The  co-ordination  of  movements  performed  by  the  upper  extremities  must 
also  be  investigated  with  the  same  care.  The  patient  may  handle  his  stick 
in  quite  a  natural  manner,  but  if  asked  to  unbutton  and  button  his  coat,  to  touch 
the  tip  of  his  nose  with  the  tip  of  his  finger,  to  write,  etc.,  he  may  fail  to  convince 
the  observer  that  his  control  of  fine  movements  is  up  to  the  normal  standard. 

Having  ascertained  the  existence  of  ataxy,  the  next  step  is  to  decide  whether 
it  is  dependent  on  the  loss  of  sensory  or  non-sensory  afferent  impulses,  or  on 
the  imperfect  function  of  the  cerebrum  or  cerebellum.  If  the  ataxy  is  due  to 
loss  of  sensory  impulses,  it  will  be  increased  by  the  loss  of  visual  impulses  brought 
about  by  closing  the  eyes.  It  will  also  be  possible  to  demonstrate  the  loss  of 
sensory  impulses  by  asking  the  patient  to  describe  the  position  of  a  limb  wi*h 
his  eyes  closed  after  it  has  been  moved  by  the  observer.  When  these  two  tc 
are  positive,  it  may  safely  be  assumed  that  the  lesion  affects  the  first  set  v 
impulses  or  their  cerebral  destination. 

It.  on  the  other  hand,  the  ataxy  is  uninfluenced  by  closing  the  eyes  and  the 
patient  is  perfectly  accurate  in  describing  the  position  of  his  limbs,  it  is  probable 
that  the  cerebellar  tracts  or  the  cerebellum  itself  is  at  fault. 

For  further  localization  of  the  lesion  in  any  particular  c«ise  it  will  be  necessary 
to  take  into  account  concomitant  phenomena,  and  for  this  purpose  it  is  advisable 
to  consider  different  parts  of  the  nervous  system  separately. 

It  is  clear,  from  what  has  been  stated  above,  that  interference  with  the  passage 
of  impulses  necessary  for  proper  co-ordination  may  be  provoked  by  lesions  in 
(i)  The  peripheral  nerves;  (2)  The  spinal  cord;  (3)  The  brain-stem;  (4)  The 
cerebrum  ;  and  (5)  The  cerebellum.  Let  us  now  consider  the  effect  of  lesions  in 
these  different  regions,  and  the  diagnostic  evidence  afforded  by  ataxy  of  their 
localization. 

I.  Peripheral  Nerves, — A  severe  lesion  of  a  peripheral  nerve  must  necessarily 
lead  to  ataxy  of  movements  performed  by  the  muscles  to  which  it  is  distributed. 
It  is  obvious,  however,  that  a  severe  lesion  will  also  paralyze  the  muscles  and 
D  5 
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thus  eflEectually  prevent  any  ataxy  being  demonstrated.  Less  severe  lesions, 
such  as  occur  in  slight  cases  of  peripheral  neuritis,  allow  of  some  volun- 
tary movement,  with  the  result  that  ataxy  becomes  a  demonstrable  physical 
sign.  Thus  a  case  of  peripheral  neuritis  of  alcoholic  or  diphtheritic  origin  may 
show  impaired  strength,  together  with  ataxy  in  all  four  limbs.  The  diagnosis 
of  a  peripheral  nerve  affection  in  such  a  case  will  depend  on  the  following  points: 
In  the  first  place,  the  symptoms  will  be  found  to  be  symmetrical,  and  in  the 
affected  limbs  the  impairment  of  strength  will  be  most  marked  in  the  extensors 
of  the  wrists  and  ankles.  Secondly,  slight  anaesthesia  to  cotton-wool  may  be 
detected  over  the  glove  and  stocking  areas.  With  regard  to  pain,  there  may  be 
blunted  cutaneous  sensibility  to  the  prick  of  a  pin  over  the  same  area,  but, 
almost  constantly,  deep  pressure  on  the  affected  muscles  will  establish  the  fact 
that  these  tissues  are  abnormally  sensitive.  This  is  a  most  important  point 
in  diagnosis,  because  it  strikes  an  essential  distinction  between  cases  of  ataxic 
peripheral  neuritis,  sometimes  described  as  pseudo-tabes,  and  cases  of  true 
spinal  tabes,  in  which  it  is  an  almost  invariable  rule  to  find  diminution  or  loss 
cf  painful  sensibility  on  squeezing  the  muscles.  In  the  third  place,  the  tendon 
reflexes  will  be  markedly  diminished  or  completely  absent,  while  the  plantar 
reflexes  will  probably  be  unobtainable.  Finally,  the  use  of  electrical  currents 
upon  the  muscles  will  show  that  the  response  to  faradic  currents  is  materially 
lessened  or  abolished,  and  that  the  contraction  excited  by  the  make  and  break 
of  the  galvanic  current  may  be  of  the  slow,  worm-like  type  so  characteristic 
of  the  reaction  of  degeneration. 

The  ataxy  of  peripheral  neuritis  has  no  reliable  characteristic  to  distinguish 
it  from  what  may  be  observed  in  the  ataxy  due  to  spinal  disease.  The  gait  is 
unsteady,  and  the  patient  keeps  his  legs  apart  in  order  to  lessen  the  tendency 
to  lose  his  balance.  The  clumsiness  of  the  upper  extremities  may  be  demon- 
strated by  his  inability  to  bring  the  first  finger  of  one  hand  accurately  into 
apposition  with  that  of  the  other,  or  to  touch  the  tip  of  his  nose  with  either. 
Both  the  unsteadiness  of  gait  and  the  awkwardness  of  the  fingers  are  exaggerated 
if  he  attempts  to  walk,  or  carry  out  movements  with  his  hands,  when  his  eyes 
are  closed.  A  tendency  to  high-steppage  will  be  noticeable  in  walking  if,  in 
addition  to  the  ataxy,  there  is  well-marked  paresis  of  the  dorsiflexors  of  the 
ankles.  In  such  a  case  the  patient  is  obliged  to  lift  the  feet  to  an  unusual  height 
in  order  to  clear  the  ground.  We  conclude,  therefore,  that  ataxy  is  due  to 
a  lesion  of  the  peripheral  nerves,  not  from  the  nature  of  the  ataxy,  but  from  the 
presence  of  other  symptoms  also  referable  to  interference  with  the  functions  of 
the  nerves. 

2.  Spinal  Cord, — The  ataxy  due  to  disease  of  the  spinal  cord  is  seen  best  in  cases 
of  tabes  dorsalis  or  locomotor  ataxia,  in  which  malady  degeneration  of  the  posterior 
column  ascending  tracts  is  an  early  pathological  feature,  and  in  which,  conse- 
quently, the  patient  does  not  receive  the  normal  impulses  from  the  muscles, 
tendons,  and  joints  so  necessary  for  the  preservation  of  his  sense  of  position 
and  movement.  Contrary  to  popular  ideas,  gross  ataxy  is  only  met  with  in  a 
small  proportion  of  the  cases  of  this  disease,  and  it  is  often  necessary  to  apply 
delicate  tests  to  demonstrate  its  presence  in  slighter  degrees.  The  patient's 
gait  may  not  be  remarkable  in  good  daylight,  but  he  may  complain  of  its  un- 
certainty in  the  dark,  or  he  may  be  obviously  ataxic  with  his  eyes  closed.  Another 
patient  may  have  noticed  nothing  amiss  with  his  walking  in  the  ordinary  way, 
but  if  he  is  asked  to  follow  a  line  on  the  carpet  of  the  floor,  placing  one  foot 
exactly  in  front  of  the  other,  his  impaired  power  of  balance  will  become  apparent 
at  once,  especially  if  he  is  directed  to  accomplish  this  test  with  his  head  raised 
and  his  eyes  fixed  on  something  in  front  of  him  instead  of  upon  his  feet,  whither 
they  will  incline  to  wander. 
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In  some  lesions,  such  as  those  resulting  from  syringomyelia  or  new  growths, 
only  one  side  of  the  cord  may  be  affected,  and  a  Brown-S6quard  form  of  paralysis 
be  exhibited.  In  this  case  the  loss  of  sense  of  position  and  movement  is  on  the 
same  side  as  the  paralysis,  and  on  the  opposite  side  to  the  loss  of  other  sensory 
impulses  such  as  those  of  touch,  pain,  and  temperature,  owing  to  the  fact  that 
the  former  do  not  cross  with  the  latter  to  the  other  side  of  the  cord.  If  the 
paralysis  is  not  complete,  some  ataxy  may  be  observed  in  the  paretic  limb,  and 
in  any  case  the  loss  of  sense  of  passive  position  and  movement  may  be  demon- 
strated by  the  means  already  referred  to. 

3.  The  Brain-stem. — Lesions  of  the  medulla,  pons,  or  crura  may  produce  ataxy 
if  they  interfere  with  the  passage,  either  of  sensory  afferent  impulses  to  the 
cerebrum  or  of  non-sensory  afferent  impulses  to  the  cerebellum.  The  cerebellar 
impulses  can  only  be  interfered  with  at  the  medullary  level ;  that  is  to  say,  before 
they  have  passed  into  the  cerebellum  vid  the  inferior  peduncle.  A  good  example 
of  hemiataxia  of  this  origin  is  afforded  by  any  case  of  thrombosis  of  one  posterior 
inferior  cerebellar  artery.  This  uncommon  condition  affects  the  structures  on 
one  side  of  the  medulla,  and  is  characterized  by  hemiataxia  of  the  homolateral 
limbs,  together  with  loss  of  sensibility  to  pain,  heat,  and  cold,  on  the  contra- 
lateral side.  The  ataxy  is  of  the  cerebellar  type ;  that  is  to  say,  it  is  not  associated 
with  loss  of  sense  of  position  and  movement  in  the  affected  limbs,  and  is  little 
influenced  by  closure  of  the  eyes.  Above  the  medulla,  lesions  which  are  capable 
of  producing  ataxy  by  interfering  with  the  sensory  impulses  from  the  muscles, 
joints,  and  tendons,  usually  cause  paralysis  of  the  same  parts,  so  that  the  co- 
ordination is,  if  we  may  use  the  term,  more  latent  than  real,  and  therefore  of 
little  diagnostic  importance. 

4.  The  Cerelinim. — From  the  basal  ganglia  to  the  cortex,  the  path  of  the 
afferent  impulses  which  are  so  necessary  for  co-ordinate  movements  lies  near  to 
that  of  the  efferent  impulses  from  the  motor  area,  and  it  is  only  rarely  that  lesions 
affect  the  sensory  fibres  and  leave  the  motor  ones  intact.  Every  now  and  then, 
however,  a  patient  complaining  of  loss  of  use  of  the  limbs  on  one  side,  is  found 
on  examination  to  be  suffering  from  impaired  sense  of  position  and  movement 
in  those  limbs  rather  than  from  paralysis.  His  co-ordination  may  be  fairly 
good  so  long  as  he  can  utilize  his  vision,  but  with  closed  eyes  he  has  no  notion 
of  the  position  of  his  arm  or  leg,  and  no  knowledge  of  the  nature  of  objects 
placed  in  his  hand  {aster eognosis).  This  may  even  be  the  case  when  other 
sensory  stimuli,  such  as  those  of  touch,  pain,  and  heat,  are  appreciated  perfectly. 
A  similar  condition  may  be  observed  during  recovery  from  a  slight  hemiplegic 
"  stroke,"  the  patient  displaying  a  degree  of  clumsiness  and  awkwardness  with 
his  fingers  quite  out  of  proportion  to  his  loss  of  voluntary  power.  A  process  of 
re-education  for  finer  movements,  similar  to  the  education  of  early  life,  is 
necessary  before  he  is  able  to  overcome  this  form  of  ataxy. 

Ataxic  movements  are  not  uncommon  in  the  subjects  of  infantile  hemiplegia. 
The  hand  on  the  affected  side  may  be  permanently  clumsy  and  incapable  of 
carrying  out  the  delicate  manipulations  necessary  for  writing,  sewing,  etc. 
In  other  cases  all  voluntary  efforts  are  interfered  with  by  the  constant  presence 
of  involuntary  movements  of  an  athetotic,  choreiform,  or  tremulous  character, 
sufficient  to  prevent  their  attaining  any  dexterity. 

Whatever  the  nature  of  the  lesion,  cerebral  ataxy  is  generally  characterized 
by  its  hemiplegic  distribution,  and  by  the  fact  that  it  is  increased  when  the  eyes 
are  closed  ;  generally  the  loss  of  impulses  subserving  the  sense  of  position  and 
movement,  and  often  of  other  sensory  impulses,  can  be  demonstrated  by  suitable 
tests. 

5.  The  Cerebellum. — Cerebellar  ataxy  may  be  unilateral,  as  in  some  cases  of 
tumour  of  one  lateral  lobe,  or  bilateral,  as  in  the  acute  cerebellar  ataxia  of  children 
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due  to  encephalitis.  In  unilateral  cases  the  ataxy  is  most  marked  on  the  same 
side  as  the  lesion,  and  is  associated  with  hypotonia  and  some  paresis  of  the 
affected  limbs.  On  the  other  hand,  it  is  important  to  note  that  the  reflexes  on 
the  affected  side  are  normal,  that  the  ataxy  is  not  accompanied  by  any  loss  of 
sense  of  position  and  movement,  and  that  closure  of  the  eyes  does  not  materially 
increase  the  patient's  disability.  The  ataxy  often  differs  from  that  due  to  disease 
of  the  posterior  spinal  column  in  the  fact  that  it  is  complicated  by  vertigo.  This 
may  take  the  form  of  a  sensation  of  rotation  on  the  part  of  the  patient,  or  of 
rotation  of  surrounding  objects,  sometimes  of  both.  The  vertigo  and  the  ataxy 
are  generally  much  less  noticeable  when  the  recumbent  position  is  assumed. 
The  so-called  cerebellar  gait  resembles  that  of  a  drunken  man  ;  the  patient 
reels  from  side  to  side,  with  a  general  tendency  to  deviate  or  fall  to  the  side  of 
the  lesion  if  only  one  lobe  is  affected.  He  is  unable  to  balance  himself  properly 
on  the  homolateral  foot,  and  his  manual  dexterity  is  greatly  impaired,  so  that 
he  may  be  quite  unable  to  feed  or  clothe  himself.  The  ataxia  is  not  always 
limited  to  the  trunk  and  limbs,  but  may  affect  the  tongue,  lips,  palate,  and 
vocal  cords,  so  that  their  movements  may  be  imperfectly  controlled  and  a 
characteristic  "  cerebellar  articulation "  attract  the  observer's  attention. 
Finally,  a  lesion  of  the  cerebellum  sufi&cient  to  cause  ataxy  is  nearly  always 
responsible  for  nystagmus,  which,  in  disease  of  one  lobe,  is  more  marked  during 
deviation  of  the  eyes  to  that  side. 

6.  Hytterieal  Ataxy. — Ataxy  is  sometimes  hysterical,  and  may  then  be  the  only 
disorder  of  function  exhibited  by  the  patient,  or  may  be  associated  with  hysterical 
hemiplegia,  paraplegia,  hemianaesthesia,  etc.  The  diagnosis  of  hysterical  ataxy 
depends  partly  up>on  the  absence  of  signs  of  organic  disease,  partly  on  the 
presence  of  other  hysterical  stigmata,  and  partly  on  its  character.  For  example, 
we  may  cite  the  case  of  a  boy  who,  when  lying  in  bed,  was  able  to  feed  himself 
and  to  carry  out  all  movements  of  his  upper  and  lower  limbs  with  perfect 
accuracy,  but  who,  when  placed  on  his  feet  and  told  to  walk,  displayed  the 
wildest  inco-ordination  and  loss  of  equilibrium.  It  was  noticeable,  however, 
that  he  always  reached  some  chair  or  bed  on  which  to  collapse  finally,  even  when 
placed  in  the  middle  of  the  room  at  some  distance  from  any  support.  It  would, 
of  course,  be  unjustifiable  to  apply  this  last  test  before  the  observer  was  satisfied 
from  careful  examination  that  there  were  no  signs  of  organic  disease. 

E.  Farquhar  Buzzard. 

ATHETOSIS. — (See  Contractions.) 

ATROPHY,  MUSCULAR. — Muscular  atrophy  is  often  merely  a  part  of  a 
general  wasting  of  the  whole  body,  the  result  either  of  chronic  lesions,  such  as 
carcinoma,  sarcoma,  tuberculosis,  syphilis,  malaria,  ulcerative  colitis,  marasmus, 
starvation,  hepatic  abscess,  cirrhosis  of  the  liver,  diabetes,  anorexia  nervosa, 
or  from  acuter  maladies,  such  as  diarrhoea  and  vomiting,  ptomaine  poisoning, 
typhoid  fever,  dysentery,  cholera,  and  so  forth.  The  history,  and  the  other 
symptoms  in  the  case,  will  usually  serve  to  indicate  the  diagnosis.  If  any  doubt 
remains  as  to  whether  the  atrophy  is  neurotrophic  or  not,  the  electrical  reactions 
will  be  tested ;  there  will  be  no  reaction  of  degeneration  (R.D.)  when  the  atrophy 
is  merely  part  of  a  general  wasting,  whereas  if — as  might  be  the  case  in  a  dia- 
betic patient,  for  instance — there  is  peripheral  neuritis  in  addition,  this  will  be 
indicated  by  a  partial  or  complete  R.D.     (See  Reaction  of  Degeneration.) 

In  the  next  place,  the  atrophy  may  be  the  result  of  disuse,  especially  in  the 
legs.  Organic  disease  of  the  nervous  system  may  or  may  not  be  present  at  the 
same  time  ;  the  patient  may  be  bedridden  from  locomotor  ataxy,  for  example, 
or  from  general  paralysis  of  the  insane ;  and  the  muscles  of  the  limbs  may 
consequently  become  so  thin  that  peripheral  neuritis  or  degeneration  of  the 
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anterior  coinual  cells  may  be  simulated,  and  a  determination  of  the  absence  of 
R.D.  may  be  the  only  means  of  excluding  these.  It  is  important  to  remember 
that  in  the  primary  musculai  dystrophies,  whether  of  the  pseu do- hypertrophic, 
the  juvenile,  the  infantile,  the  facio-scapulo-humeral  or  Landouzy-Dejeiine 
or  other  types,  there  is  no  reaction  of  degeneration,  the  electrical  responses 
and  the  superficial  and  deep  reflexes  remaining  normal  in  type,  though  they 
diminish  in  degree  as  the  amount  of  muscle  grows  less  and  less,  until  finally 
there  ia  no  muscle  to  respond  at  all.  The  primary  muscular  dystrophies  are 
comparatively  easy  to  diagnose,  however,  on  account  of  their  insidious  ODset 
in  children,  their  slow  but  progressive  downhill  course,  their  occuirence  in 
difierent  members  of  the  same  family,  the  absence  of  sensory  disorder,  and  ttw 
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absence  of  reaction  of  degeneration.  They  arc  distinguished  from  the  infantile 
paralysis  which  results  from  acute  anterior  poliomyelitis  (Fig.  ^)  by  the  sudden 
onset  of  the  latter,  the  R.D.  at  its  height,  and  by  the  fact  that  the  resultant 
wasting  does  not  advance  beyond  a  certain  point,  but  rather  tends  to  remain 
stationary,  after  recovering  to  a  certain  degree. 

Peripheral  neuritis  is  to  be  distinguished  from  primary  muscular  dystrophy 
by  the  history  and  course,  and  by  the  presence  of  R.D.  at  some  period  of  the 
malady. 

Two  other  affections  that  may  be  confused  with  a  primary  muscular  dystrophy, 
particularly  as  they  also  are  hereditary,  that  begin  insidiously  at  an  early  age, 
and  slowly  advance — are  Friedreich's   ataxy,   and    Tooth's   peroneal   type  of 
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progT«sive  muscular  atrophy.  Each  of  these  may  cause  talipes,  moreover,  and 
therefore  simulate  infantile  paralysis,  except  that  in  the  latter  the  talipes  is 
lenerally  one-sided,  whereas  in  the  other  two  it  is  bilateral.  In  Friedreich's 
ataxy  there  is  no  real  wasting,  but  rather  a  lack  of  development ;  the  knee-jerks 
are  lost,  the  big  toes  are  permanently  erect,  there  is  no  Argyll  Robertson  pupQ, 
the  bladder  and  rectum  are  not  involved  until  quite  late,  there  is  no  R.D.,  and 
iltboagh  the  legs  arc  chiefly  affected,  there  may  also  be  ataxic  n 


the  hands,  and  the  eyes  may  present  nystagmus  and  even  optic  atrophy.  In 
Tooth's  peroneal  type  of  progressive  muscular  atrophy,  the  illness  is  apt  to 
come  on  after  some  febrile  malady  such  as  measles  or  whooping-cough,  the  first 
thing  to  be  noted  being  an  inability  to  dorsiflex  the  big  toe,  which  hangs  down 
in  a  way  that  is  the  exact  converse  of  its  erect  position  in  Friedreich's  ataxy 
IFig.  8) ;  the  paresis  takes  months  or  years  to  spread  to  the  rest  of  the  legs,  and 
finally  to  the  hands  {Fig.  g),  the  slowness  of  the  progress  and  the  absence  of 
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sensory  symptoms  showing  that  it  is  not  peripheral  neuritis,  whilst  the  R.D. 
in  the  affected  muscles  excludes  a  primary  muscular  dystrophy.  The  lesion  is 
in  the  anterior  cornual  cells  and  starts  in  the  lumbar  enlargement.  The  knee- 
jerks  are  retained  until  the  quadriceps  of  the  thigh  is  involved. 

Local  muscular  atrophy  may  be  due  to  disease  of  the  parts  beneath,  as  in 
the  case  of  the  pectoraiis  major,  the  supraspinatus,  the  deltoid,  the  infra- 
spinatus, and  other  shoulder  muscles  when  the  underlying  lung  is  the  site  of 
active  phthisis.  Similar  local  atrophy  results  very  quickly  from  acute  and 
subacute  affections  of  joints,  especially  in  the  muscles  whose  origin  is  above  the 
affected  joint.  The  gluteal  atrophy  associated  with  tuberculous  hip  joint 
is  well  known  ;  similarly,  knee-joint  disease  leads  to  thigh  atrophy,  elbow  disease 
to  atrophy  of  the  muscles  of  the  upper  arm,  and  so  on.  The  same  applies  to 
the  effects  of  fractures,  new  growths,  sprains,  and  splints  ;  the  atrophy  is  some- 
times so  rapid  that  some  think  it  cannot  be  due  simply  to  disuse,  but  must  have 
a  neuropathic  factor  also.  The  affected  muscles  present  no  R.D.,  however.  One 
particular  form  of  paralysis  associated  with  the  use  of  splints  merits  special 
mention,  namely,  Volckmann's  paralysis  of  the  forearm.  (See  Paralysis  of 
THE  Upper  Extremity.) 

Hemiatrophy  of  the  face  or  trunk  is  generally  congenital,  and  the  diagnosis 
is  not  difficult. 

ft 

If  it  can  be  decided  definitely  that  there  is  some  nervous  cause  for  muscular 
atrophy,  the  best  proof  of  which  is  the  detection  of  partial  or  complete  R.D. 
in  the  affected  muscles,  the  diagnosis  lies  between  one  or  other  of  the  following 
conditions  : — 

1.  Causes  in  the  Spinal  Cord. — Progressive  muscular  atrophy.  Amyotrophic 
lateral  sclerosis.  A  few  cases  of  transverse  myelitis.  Syringomyelia.  Tooth's 
peroneal  type  of  progressive  muscular  atrophy.     Acute  anterior  poliomyelitis. 

2.  Causes  In  the  Peripheral  Nerves. — 


Tumours  of  the  cauda  equina 
Pelvic  tumours  involving  the 

lumbo-sacral  plexus 
Sciatica 
Aneurysm 
New  growth 


Accessory  cervical  rib,  etc.,  pressing 

on  the  brachial  plexus 
Gummata,  etc.,  involving  the  cranial 

or  other  nerves 
Injury  to  peripheral  nerves,  including 

the  effects  of  callus  after  fractures 


Peripheral  neuritis,  of  which  the  following  are  some  of  the  causes  :- 


Certain  inorganic  chemical  sub- 
stances, notably 

Lead 

Arsenic 

Mercury 
Certain  organic   chemical  com- 
pounds, notably 

Alcohol 

Ether 

Carbon  bisulphide 

Naphtha 
Certain  severe  anaemias : 
Pernicious  anaemia 
SplenomeduUary  leukaemia 
Lymphatic  leukaemia 
Hodgkin's  disease 
Splenic  anaemia 


Certain  microbial  or  allied  toxins : 
Diphtheria 
Leprosy 
Malaria 

Chronic  pyaemia 
Infective  endocarditis 
Beri-beri 
Syphilis 
Typhoid  fever 
Influenza 
Oral  sepsis 
Certain  constitutional  diseases,  some- 
times   attributed    to    endogenous 
poisons : 
Gout 

Diabetes  mellitus 
Pregnancy 
Other  causes  as  yet  undetermined. 
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In  arriving  at  a  diagnosis  in  a  particular  case,  it  is  important  not  to  use  the 
term  "  neuritis  "  until  all  the  other  possible  lesions  have  been  excluded.  Tooth's 
peroneal  type  of  progressive  muscular  atrophy  and  acute  anterior  poliomyelitis 
have  already  been  discussed.  The  latter  is  sometimes  regarded  as  essentially 
a  disease  of  early  life,  but  it  is  important  to  remember  that  it  is  by  no  means 
impossible  for  it  to  affect  an  adult,  in  whom  the  symptoms  and  results  may  be 
precisely  similar  to  what  they  would  be  in  a  child. 

Progressive  muscular  atrophy  is  a  disease  of  adults.  It  shows  no  particular 
tendency  to  occur  in  several  members  of  the  same  family.  It  begins  insidiously, 
and  advances  slowly  for  months  and  years,  affecting  first  the  small  muscles  of 
the  hands,  causing  atrophy  with  R.D.  in  the  interossei  and  in  the  muscles  of 
the  thenar  and  hypo  thenar  eminences  ;  the  peculiar  deformity  described  by 
the  term  "  main-en-griffe  "  results.  In  the  course  of  months  the  paresis  spreads 
from  the  hands  to  the  forearm  muscles,  and  later  to  those  of  the  upper  arm. 
Disease  of  the  peripheral  nerves,  such  as  the  ulnar,  is  excluded  by  the  fact  that 
the  paralyzed  muscles  are  not  all  supplied  from  the  same  nerve  trunk — the 
thenar  muscles  supplied  by  the  median  being  affected  equally  with  the  hypo- 
thenar  supplied  by  the  ulnar.  All  the  muscles  below  the  wrist  are  involved 
more  or  less  together,  then  all  the  muscles  below  the  elbow,  and  so  on  ;  this 
paralysis  of  associated  groups  of  muscles,  as  distinct  from  muscles  supplied  by 
the  same  nerve,  at  once  suggests  a  progressive  degeneration  of  the  anterior 
comua]  cells  of  the  cervical  enlargement  of  the  cord..  Disease  of  the  brachial 
plexus  would  be  excluded  first  by  the  fact  that  the  lesion  is  bilateral  and 
symmetrical,  and  secondly  by  the  absence  of  pain  or  other  sensory  disturbance. 
The  pathology  of  the  disease  is  analogous  to  the  nuclear  cell  degeneration  in  the 
medulla  oblongata  that  leads  to  bulbar  (labio-glosso-pharyngo-laryngeal) 
paralysis  ;  and  indeed,  progressive  muscular  atrophy  may  either  follow  or  be 
followed  by  bulbar  paralysis. 

If,  at  the  same  time  that  there  are  the  signs  of  progressive  muscular  atrophy 
in  the  hands,  there  is  also  spastic  paresis  of  the  legs,  with  no  wasting,  but  increased 
knee-jerks,  ankle  clonus,  and  extensor  plantar  reflexes,  the  onset  having  been 
quite  gradual,  without  sensory  disorder,  and  without  bladder  or  rectal  trouble 
unless  the  disease  has  reached  quite  a  late  stage,  the  condition  is  amyotrophic 
lateral  sclerosis. 

It  is  important  that  the  character  of  the  onset  and  the  absence  of  sensory 
sy-mptoms  txj  insisted  on,  in  order  to  exclude  syringomyelia  and  anomalous 
cases  of  transverse  myelitis.  Syringomyelia  is  rare,  but  it  has  one  very  character- 
istic feature,  namely,  the  preservation  of  ordinary  cutaneous  sensibility  with 
the  loss  of  power  of  distinguishing  heat  from  cold,  or  pain  from  touch,  in 
some  part  of  the  limbs  or  trunk.  There  need  be  no  other  symptom  than  this 
dissociation  of  sensations,  or  skin  lesions  in  the  para^sthetic  parts  may  be  a 
prominent  feature — Morvan's  disease  ;  if  the  enlargement  in  and  around  the 
central  canal  of  the  cord  displaces  and  destroys  the  anterior  cornual  cells  in 
the  lower  part  of  the  cervical  enlargement,  progressive  muscular  atrophy  is 
simulated  ;  if  at  the  same  time  the  bulging  of  the  central  canal  and  the  changes 
around  it  cause  compression  of  the  crossed  pyramidal  tracts,  there  will  be  all 
the  motor  symptoms  and  signs  of  amyotrophic  lateral  sclerosis,  the  diagnosis 
being  only  p>ossible  when  the  sensory  symptoms  are  typical. 

It  is  generally  stated  that  transverse  myelitis  causes  spastic  paraplegia  without 
muscular  wasting  or  R.D.  This  is  in  the  main  true,  because  the  few  anterior 
comual  cells  destroyed  by  the  transverse  softening  of  the  cord  in  the  commonest 
site,  namely,  the  dorsal  region,  correspond  to  an  intercostal  or  abdominal  segment, 
the  wasting  of  which  is  difficult  to  detect.  If,  however,  the  transverse  myelitis 
occurs  so  high  up  as  to  involve  the  lower  part  of  the  cervical  enlargement — to 
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involve  the  cord  yet  higher  up  is  incompatible  with  life,  because  both  the 
intercostals  and  the  phrenic  nerves  would  be  paralyzed — a  certain  number  of 
the  anterior  cornual  cells  sending  motor  nerves  to  the  hands  and  arms  would  be 
destroyed,  the  result  being  a  main-en-griflfe  like  that  of  progressive  muscular 
atrophy  ;  and  the  simultaneous  interference  with  the  crossed  pyramidal  tracts 
would  produce  a  picture  identical  at  first  sight  with  amyotrophic  lateral  sclerosis. 
Not  only,  however,  would  there  very  likely  be  imp>airment  of  all  forms  of 
sensation  as  well  as  paresis,  in  a  case  of  transverse  myelitis,  but  instead  of  the 
onset  being  very  gradual  and  the  progress  a  steady  advance  downhill,  as  in 
progressive  muscular  atrophy  or  amyotrophic  lateral  sclerosis,  the  onset  would 
have  been  a  comparatively  rapid  one,  followed  by  a  cessation  or  even  by  an 
improvement  if  the  patient  lived.  Similarly,  if  transverse  myelitis  occurs  so 
low  down  as  to  involve  the  lumbar  enlargement  of  the  cord,  it  would  cause, 
not  spastic  paraplegia  with  increased  knee-jerk,  ankle  clonus,  extensor  plantar 
reflex,  no  wasting  and  no  R.D. ;  but  absence  of  knee- jerk,  no  ankle  clonus,  no 
extensor  plantar  reflex,  marked  muscular  atrophy  of  the  legs,  with  R.D., 
paraesthesia,  bladder  and  rectal  trouble.  The  involvement  of  the  sphincters 
in  such  a  case  would  be  of  considerable  aid  in  excluding  peripheral  neuritis; 
whilst  Tooth's  peroneal  type  of  progressive  muscular  atophy  and  acute  anterior 
poliomyelitis  would  be  excluded  not  only  by  the  parsesthesia,  but  also  by  the 
history  of  the  mode  of  onset  and  the  course  of  the  malady. 

A  tumour  involving  the  cauda  equina  is  rare,  but  it  is  not  altogether  difficult 
to  diagnose.  It  may  be  more  difficult  to  determine  the  nature  of  the  mass — 
gumma,  glioma,  primary  sarcoma,  secondary  sarcoma  or  carcinoma — than  its 
site.  The  onset  of  symptoms  is  generally  gradual,  and  one  leg  is  affected  either 
earlier  than,  or  more  than,  the  other.  Weakness  in  the  leg,  together  with  severe 
pains  both  in  it  and  in  the  lower  part  of  the  lumbar  region  of  the  spinal  column, 
will  be  followed  by  muscular  atrophy  and  R.D.  Sciatica  may  at  first  suggest 
itself,  until  it  is  found  that  neither  the  pains  nor  the  paresis  correspond  to  one 
single  nerve  ;  and  when  the  disease  progresses  and  the  other  leg  is  affected, 
anaesthesia  supervenes  upon  the  paralysis.  The  site  of  the  pain  over  the  region 
of  the  Cauda  equina  is  an  important  point  in  the  diagnosis,  whilst  rectal  and 
possibly  vaginal  examinations  are  essential  for  the  exclusion  of  a  pelvic  mass — 
such  as  carcinoma  of  the  rectum,  uterus,  or  ovary,  a  fibromyoma,  a  cyst,  a 
sarcomatous,  gummatous,  tuberculous,  or  inflammatory  mass,  or  even  a  displace- 
ment of  the  womb — which,  by  interfering  with  the  nerves  at  the  back  of  the 
pelvis,  might  produce  very  similar  symptoms.  Sacro-iliac  joint  disease  can 
generally  be  excluded  by  the  fact  that  the  pains  are  not  definitely  referred  to 
the  joint,  whilst  any  wasting  that  might  be  associated  with  disease  of  that  joint 
would  not  be  accompanied  by  R.D. 

Sciatica  does  not  always  give  rise  to  wasting  of  the  corresponding  muscles ; 
but  sometimes  it  does,  and  occasionally  it  may  do  so  bilaterally,  with  R.D. 
The  localization  of  the  pain,  tenderness,  and  atrophy  to  the  parts  supplied  by 
the  great  sciatic  nerve,  without  affection  of  other  nerves  and  muscles  in  the  leg 
or  calf,  would  point  to  sciatica,  especially  if  the  lesion  was  unilateral,  and  if 
the  patient,  though  unable  to  flex  his  thigh  to  a  right  angle  with  his  abdomen 
at  the  same  time  that  he  keeps  his  knee  extended,  can  extend  his  leg  back- 
wards at  the  hip- joint  in  a  way  that  would  be  impossible  if  he  had  a  psoas 
abscess ;  and  if  he  is  able  to  bear  firm  backward  pressure  on  the  knee  when 
the  leg  of  the  affected  side  is  flexed  and  outwardly  rotated  in  such  a  way  that 
the  foot  lies  across  the  opposite  knee — a  test  which  will  exclude  hip-joint  disease. 

When  the  lesion  is  a  thoracic  aneurysm  or  neoplasm,  or  an  accessory  cervic€U 
rib  pressing  on  or  involving  the  brachial  plexus y  the  wasting  is  almost  certain 
to  affect  one  arm  only,  or  one  arm  much  more  than  another,  and  the  diagnosis 
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will  be  made  by  physical  examination  of  the  thorax,  assisted  by  the  use  of  the 
x-rays. 

The  only  cranial  nerve  paralyses  that  are  likely  to  be  associated  with  marked 
atrophy  of  muscles,  are  those  of  the  seventh  with  facial  atrophy,  and  of  the 
twelfth  with  atrophy  of  the  tongue. 

Injuries  to  peripheral  nerves^  or  inclusion  of  the  latter  in  callus,  will  generally 
be  diagnosed  by  the  history,  and  by  the  fact  that  in  distribution  the  muscular 
atrophy  and  R.D.  correspond  accurately  with  one  or  more  of  the  peripheral 
nerves  that  may  have  been  divided  or  otherwise  injured. 

If  all  the  conditions  described  above  can  be  excluded,  it  is  probable  that  the 
cause  of  the  muscular  atrophy  is  some  variety  of  peripheral  neuritis.  To  merit 
this  diagnosis,  the  affected  muscles  should  be  multiple  and  symmetrical ;  partial 
or  complete  R.D.  should  be  obtained  ;  there  may  or  may  not  be  sensory  changes  ; 
the  reflexes,  both  superficial  and  deep,  are  for  a  short  time  exaggerated,  and 
then  become  deficient  or  disappear  altogether  for  the  time  being.  Wasting 
may  be  extreme,  but  the  tendency  is  for  slow  recovery  to  ensue,  improvement 
beginning  to  set  in  some  three  or  four  months  after  the  neuritis  ceases.  Some- 
times the  nature  of  the  case  is  obvious,  but  it  is  often  easier  to  diagnose  peripheral 
neuritis  than  to  discover  its  exact  cause. 

The  different  conditions  that  may  produce  it  are  enumerated  above.  In 
diagnosing  between  them  the  history  is  very  important.  If  the  patient  has 
never  been  abroad,  leprosy  and  beri-beri  are  unlikely,  whereas  if  he  has  been 
abroad  amongst  lepers,  and  if  he  has  areas  of  anaesthesia  without  much  paresis, 
with  or  without  the  characteristic  nodules  and  bosses  of  subcutaneous  infiltra- 
tion, followed  by  ulceration  and  necrosis,  the  diagnosis  of  leprosy  will  at  once 
suggest  itself.  The  chief  difficulties  will  perhaps  be  to  exclude  syringomyelia 
on  the  one  hand  and  tertiary  syphilis  on  the  other.  The  good  effects  of  treat- 
ment by  potassium  iodide  and  mercury  may  assist  in  detecting  syphilis,  and 
Wassermann's  reaction  may  also  be  positive  ;  in  syringomyelia  there  is  little  or 
no  loss  of  cutaneous  sensibility  like  there  is  in  leprosy,  though  there  is  loss  of 
power  to  distinguish  heat  from  cold,  and  pain  from  touch.  The  ultimate  test  of 
leprosy  would  be  to  excise  a  small  portion  of  the  affected  tissue  and  to  examine 
it  for  the  acid- fast  leprosy  bacillus. 

Beri-beri  is  sometimes  seen  in  this  country,  generally  in  patients  who  have 
come  into  port  in  a  ship  from  the  East  ;  several  of  the  crew  have  generally 
been  affected  at  the  same  time,  some  may  have  died  ;  the  peripheral  neuritis 
and  muscular  wasting  will  often  be  associated  with  subcutaneous  oedema,  and 
there  is  often  a  history  that  the  dietary  has  consisted  of  rice  that  has  not  been 
absolutely  fresh. 

The  presence  or  absence  of  glycosuria  will  serve  to  diagnose  or  exclude  diabetic 
neuritis.  Loss  of  knee-jerk  in  diabetes  mellitus  is  comparatively  common, 
but  extensive  peripheral  neuritis  is  much  rarer.  It  is  associated  with  pain 
and  paraesthesia  as  well  as  paresis  and  muscular  atrophy,  and  it  affects  the 
limbs,  especially  the  legs,  rather  than  the  trunk. 

Gout  as  a  cause  of  peripheral  neuritis  is  always  open  to  doubt,  for  there  is 
often  a  possibility  that  the  neuritis  of  a  gouty  subject  may  really  be  due  to  the 
same  indulgences  that  brought  on  the  gout.  Difficulty  may  also  arise  in 
attributing  a  neuritis  to  pregnancy  even  when  the  patient  is,  or  has  been  recently, 
pregnant. 

In  the  case  of  blood  diseases  it  is  important  to  bear  in  mind  that  these  are 
usually  treated  with  arsenic,  so  that  the  peripheral  neuritis  may  be  due  to  the 
treatment  rather  than  the  disease.  This  will  be  rendered  the  more  probable 
if  there  are  or  have  been  other  symptoms  of  subacute  or  chronic  arsenical 
poisoning,    such    as    coryza,    nausea,    vomiting,    abdominal    colic,    diarrhoea, 
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headache,  pigmentation  of  the  skin  not  unlike  that  of  Addison's  disease,  hyper- 
keratosis of  the  palms  and  soles,  or  herpetiform  eruptions.  With  arsenical 
neuritis,  the  limbs  are  involved  most,  particularly  the  legs,  and  there  are  pains 
and  paresthesia  as  well  as  paresis.  It  is  held  by  some,  however,  that  the  blood 
diseases  may  themselves  cause  peripheral  neuritis,  and  there  seems  no  reason 
why  this  should  not  be  so,  for  it  is  well  known  that  the  severe  anaemias  such  as 
pernicious  anaemia  may  cause  degeneration  in  other  parts  of  the  nervous  system 
also,  notably  in  the  long  tracts  in  the  spinal  cord,  with  consequent  sensory, 
ataxic,  or  paretic  symptoms,  varying  with  the  parts  involved.  If  the  peripheral 
neuritis  occurs  early  in  the  blood  disease,  the  latter  may  not  come  to  mind  as 
a  possibility.  A  blood-count  is  essential.  Oligocythaemia  with  high  colour 
index,  no  leucocytosis,  a  relative  lymphocytosis,  and  the  presence  in  blood 
films  of  a  preponderance  of  megalocytes,  are  changes  characteristic  of  pernicious 
ancBvnia^  in  addition  to  which  the  primrose-yellow  skin  may  be  typical.  Great 
increase  in  the  total  number  of  leucocytes  up  to  anything  from  50,000  to 
1,000,000  per  c.mm.  would  suggest  leucocythcsmia  :  if  this  were  the  spleno- 
medullary  form,  myelocytes  would  probably  be  30  per  cent  or  more  of 
all  the  white  cells  seen  in  films,  whilst  in  the  lymphatic  form  the  lympho- 
cytes would  similarly  amount  to  90  per  cent ;  in  both  forms,  particularly 
the  splenomedullary,  the  spleen  and  liver  would  be  big,  whilst  in  the 
lymphatic  type  there  would  probably  be  general  enlargement  of  the  lym- 
phatic glands. 

Hodgkin's  disease  or  lymphadenoma  suggests  itself  when  the  spleen  and  many 
of  the  lymphatic  glands  are  enlarged,  without  any  characteristic  blood  changes 
— ^at  most  a  simple  anaemia  without  leucocytosis,  with  relative  lymphocytosis, 
and  an  occasional  myelocyte,  basophile  corpuscle,  and  nucleated  red  cell  in 
films.  Splenic  aneemia  is  a  doubtful  entity,  the  name  being  applied  when  there 
is  simple  anaemia  with  apparently  idiopathic  enlargement  of  the  spleen.  Many 
such  patients  ultimately  turn  out  to  have  cirrhosis  of  the  liver — Banti's  disease. 
Peripheral  neuritis  in  such  a  case  may  well  be  alcoholic. 

Malaria  or  ague  will  be  diagnosed  by  the  history,  and  by  the  discovery  of  the 
hsematozoa  in  the  blood  during  an  attack.  The  diflftculty  may  be  to  exclude 
alcohol  as  a  cause  for  the  neuritis  in  a  patient  who  has  also  suffered  from  severe 
malaria. 

Infective  endocarditis  is  sometimes  so  chronic  and  insidious  that  it  escapes 
detection.  Points  to  lay  stress  on  are  the  presence  of  a  cardiac  bruit  or  bruits, 
especially  if  the  latter  change  radically  in  character  under  observation,  pro- 
gressive anaemia,  pyrexial  periods,  enlargement  of  the  spleen,  evidence  of 
embolism  or  infarction,  retinal,  subcutaneous  or  other  haemorrhages,  and  optic 
neuritis. 

It  may  not  be  easy  to  convince  oneself  that  some  other  cause  of  chronic 
pycBtnia^  whether  uterine,  pelvic,  pulmonary,  oral,  or  otherwise,  is  the  cause  of 
peripheral  neuritis  in  a  given  case.  The  same  applies  to  syphilis^  especially 
if  the  patient  is  also  addicted  to  alcohol. 

Influenza  is  not  to  be  diagnosed  as  the  cause  until  every  other  p>ossible 
explanation  has  been  exhausted  ;  it  is  too  easy  to  attribute  things  to  influenza. 
Peripheral  neuritis  in  connection  with  typhoid  fever  generally  arises  as  a  direct 
sequela  of  a  typical  attack  confirmed  by  Widal's  test,  so  that  the  diagnosis  is 
not  difficult  as  a  rule.  It  has  the  same  type,  sensory  and  motor,  as  arsenical 
neuritis. 

Diphtheria  is  one  of  the  most  important  of  all  the  causes,  and  if  the  diphtheria 
itself  has  been  slight  it  may  have  been  entirely  overlooked,  especially  as  the 
neuritis  develops  two  or  three  weeks  or  longer  after  the  sore  throat.  It  is 
important,  therefore,  to  lose  no  time  in  taking  cultivations  from  the  throat  in 
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all  doubtful  cases  of  peripheral  neuritis,  lest  it  be  still  possible  to  find  the  causal 
organisms  in  swabbings.  The  nature  of  the  case  may  be  suggested  at  once, 
however,  if  there  has  been  a  nasal  alteration  in  the  voice,  or  if  there  is  an  inability 
to  swallow  liquids  owing  to  their  regurgitation  through  the  nose — evidence  of 
paral)rsis  of  the  palate  that  is  almost  characteristic  of  diphtheria  ;  the  pupil 
reflexes  are  also  apt  to  be  affected,  and  the  patient  may  be  thought  to  have  an 
error  of  refraction  because  |>aresis  of  the  ciliary  muscle  renders  accommodation 
difficult  or  impossible  for  the  time  being.  The  S3rmptoms  may  stop  at  the  palate 
and  eye  ;  but  in  bad  cases — ^perhaps  as  the  result  of  a  toxin  different  from 
that  which  directly  affects  the  palate — ^paralysis  and  extreme  atrophy  of  the 
limbs,  without  much  sensory  disorder,  follows  too.  The  vagus  nerves  may  be 
involved,  causing  tachycardia,  and  perhaps  death  ;  equally  serious  may  be 
the  involvement  of  the  phrenic  nerves,  with  weakness  or  paralysis  of  the 
diaphragm. 

In  regard  to  the  various  chemical  substances  that  may  produce  peripheral 
neuritis,    inquiries   into   the   patient's    occupation    may   assist    the   diagnosis. 
Workers  amongst  indiarubber  come  in  contact  with  carbon  bisulphide  fumes, 
this  compound  being  used  to  dissolve  the  rubber.     Naphtha  is  extensively  used 
in  some  trades.     The  use  of  a  chemical  may  not  always  be  obvious  until  careful 
inquiries  are  made — for  instance,  one  may  not  at  first  see  what  a  person  who 
prepares  rabbit  skins  for  conversion  into  hats  has  to  do  with  mercury,  until  it  is 
learned  that  mercurials  are  used  to  preserve  the  pelts.     Mercurial  neuritis  is 
characterized  by  a  remarkable  tremor  of  the  hands  and  arms,  in  addition  to  the 
muscular  atrophy  in  the  arms  and  legs  ;   there  are  not  many  sensory  s>'mptoms 
as  a  rule.     Lead  neuritis  is  easily  diagnosed  when  it  causes  the  characteristic 
wrist-drop  ;  all  the  muscles  supplied  by  the  musculo*  spiral  nerve  beyond  the 
triceps  become  paralyzed,  except  the  supinator  longus  and  the  extensor  ossis 
metacarpi  pollicis,  and  there  is  no  sensory  disorder  ;    the  diagnosis  is  confirmed 
by  finding  a  blue  line  upon  the  gums  and  the  other  signs  of  lead  poisoning, 
particularly  abdominal  pains  and  colic,  anaemia,  constipation,  nausea,  vomiting, 
headache,  impairment  of  sight,  a  tendency  to  abortion  in  women,  gouty  joint 
pains,  albuminuria,  and  even  epileptiform  convulsions  and  other  serious  cerebral 
symptoms  that  are  spoken  of  as  saturnine  encephalopathy.    The  difficulty  arises 
in  those  less  typical  cases  in  which  the  lead  causes  generalized  peripheral  neuritis 
in  both  legs  and  both  arms,  perhaps  without  any  other  symptoms,  without  even 
a  blue  line  upon  the  gums  if  the  teeth  are  kept  clean.     The  source  of  the  lead 
may  be  very  far  from  obvious — it  may  be  some  obscure  thing,  such  as  a  hair- 
wash,  or  the  result  of  water  contamination  due  to  electrolysis  in  water-pipes, 
the  result  of  leakage  in  an  electric  main.    In  case  of  doubt  it  may  even  be  worth 
while  to  evaporate  down  a  large  bulk  of  urine  and  apply  the  ammonium  sulphide 
test  for  lead  to  the  residue  :  a  drop  or  two  of  the  latter,  allowed  to  fall  into  a  tall 
glass  full  of   dilute  ammonium   sulphide  solution,  will  cause  a  white  trail  to 
develop  in  the  fluid  as  the  drop  descends. 

Arsenical  neuritis  has  been  mentioned  above  ;  it  may  arise  in  patients  who 
are  taking  arsenic  in  medicinal  doses,  for  instance  for  chorea  or  pernicious 
anaemia,  or  the  poison  may  be  taken  unawares,  as  in  the  Manchester  epidemic, 
in  which  fatal  results  followed  contamination  of  beer  with  arsenic.  It  has  even 
been  held  that  alcohol  itself  is  no  cause  of  peripheral  neuritis,  and  that  those 
patients  who  have  developed  it  as  the  result  of  long-continued  drinking  to 
excess — possibly  without  a  single  actual  intoxication  in  the  popular  sense — 
owe  the  nerve  trouble  and  generalized  muscular  atrophy,  not  to  the  chemical 
substance  C.^H^O,  but  to  other  bodies  associated  with  it.  Clinically,  however, 
it  is  sufficient  if  the  diagnosis  of  the  cause  of  peripheral  neuritis  can  be  narrowed 
down  to  alcohol  in  some  form  or  other,  and  for  this  to  be  possible  an  accurate 


use  of  the  microscope  tht  fact  of  pyuria  niay  easily 

.  ivticularly  in  axlult  cases,  it  may  be  noted  that  the  urine 

■■y  IS  neutral  or  faintly  alkalini^ — the  change  in  reaction  then 

.ological  causes.     In  those  cases  where  the  urine  i»  stronfjly 
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history  is  essential.  The  greatest  difficulty  arises  in  the  case  of  secret  drinkers, 
especially  women  who  may  appear  to  be  above  suspicion.  The  neuritis  is 
ushered  in  with  pains  and  cramps  in  the  limbs,  followed  by  wasting,  which  may 
reach  an  extreme  degree  ;  the  trunk  and  limbs  sometimes  look  like  those  of  a 
person  who  has  been  starved  to  death.  Associated  signs  of  alcoholism  should 
be  looked  for. 

It  only  remains  to  add  that  there  will  always  be  some  cases  in  which  the 
cause  of  the  peripheral  neuritis  fails  to  be  found ;  if  arsenic  is  suspected,  a  portion 
of  hair  should  be  sent  for  chemical  analysis  ;  for  it  has  been  shown  that  the 
hair  of  a  person  taking  arsenic  stores  the  latter  in  proportions  sufficient  to  allow 
of  its  detection.  Herbtrt  French. 

ATROPHY,  OPTIC. — (See  Ophthalmoscopic  Appearances,  Notes  on.) 

ATROPHY,  TESTICULAR.— When  the  fact  that  one  testicle  is  smaller 
than  the  other  is  a  prominent  feature  in  a  case,  it  is,  in  the  first  place,  necessary 
to  determine  which  of  the  two  organs  is  the  abnormal  one  ;  for  when  one 
testicle  is  slightly  enlarged,  one  may  sometimes  be  led  into  the  error  of  regarding 
the  enlarged  organ  as  normal  and  the  other  as  too  small. 

The  next  point  to  remember  is  that  the  condition  may  be  physiological ;  a 
certain  amount  of  inequality  of  the  two  organs  is  not  an  uncommon  result  of 
developmental  differences  here,  just  as  in  the  case  of  paired  organs  generally. 
Further  than  this,  atrophy  of  one  testicle  is  seldom  in  itself  of  serious  import, 
even  when  it  has  a  pathological  basis.  It  may  be  of  some  value  in  its  bearing 
upon  other  features  of  the  case,  however,  so  that  it  may  be  important  to  deter- 
mine why  the  patient  presents  the  symptom. 

DeaUng  first  with  the  question  of  a  testicle  which  is  in  an  abnormal  position, 
such  as  one  that  has  been  retained  in  the  inguinal  canal  or  elsewhere,  it 
is  clear  that  in  addition  to  such  causes  of  atrophy  as  the  normally  situated 
testicle  may  be  subject  to,  there  is  here  another  and  a  special  factor, 
namely,  inhibition  of  growth  owing  to  compression  by  the  surrounding  parts. 
A  retained  or  misplaced  testicle  is  frequently  undersized.  At  the  same  time 
it  should  be  remembered  that  inflammatory  and  other  lesions  which  may 
produce  atrophy  of  a  normally  situated  testicle,  may  also  affect  one  that  is 
retained  or  misplaced. 

In  speaking  of  testicular  atrophy  it  is  important  to  take  into  consideration 
the  age  of  the  patient,  because  a  physiological  atrophy  of  the  testicles  is  apt  to 
occur  in  advanced  Ufe.  This  senile  change  may  begin  as  early  as  the  fiftieth 
year,  but  on  the  other  hand,  there  are  many  quite  old  men  whose  testicles  are 
no  smaller  than  when  they  were  young. 

Atrophy  of  a  normally  situated  testicle  is  nearly  always  due  to  one  or  other 
of  three  main  groups  of  causes,  namely,  either  :  (I)  Interference  with  its  blood- 
supply  ;  (II)  A  preceding  inflammation  ;  or  (III)  ^  neurotrophic  cause.  The 
following  is  a  list  of  causes  arranged  under  these  main  headings  : — 

I.— Interferenee  with  the  Blood  Supply  : — 

Compression  of  the  spermatic  cord,   as  by  an  inguinal  hernia  or  by  a 

spermatocele. 
Venous  stasis,  the  result  of  varicocele. 
Compression  of  the  testicle  by  affections  of  the  tunica  vaginaUs,  such  as 

hydrocele  or  hematocele. 
The  wearing  of  an  ill-fitting  truss  in  the  inguinal  region. 
As  a  sequela  of  operations  in  the  region  of  the  spermatic  cord^  such  as 

those  for  the  cure  of  varicocele,  spermatocele,  or  hernia. 
Elephantiasis. 
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II. — Atrophy,  the  mult  of  Orohitls,  due  to  such  causes  as  the  following  : — 


Gonorrhoea 

Injury 

Syphilis 

Mumps 

Typhoid    fever 

Tubercle 


Gout 

Strain 

;r-rays 

Rheumatism 

Influenza 


III. — Meurotrophlc  Causes,  especially  after  injury  to  the  brain  or  spinal 
cord. 

It  has  been  stated  that  atrophy  of  a  testicle  may  result  from  the 
adm.inistration  of  iodide  of  potassium  ;  but  this  is  exceedingly  difficult  to 
prove,  for  it  will  seldom  happen  that  this  drug  will  be  given  unless  there  is 
already  present  some  other  possible  cause  of  testicular  atrophy,  particularly 
syphilis  or  an  orchitis. 

Dealing  now  with  the  differential  diagnosis  of  the  above  causes  in  greater 
detail,  it  will  be  clear  that  the  history  of  the  case  will  in  most  instances  have  a 
very  important  bearing  upon  it. 

Group  I. — The  cause  in  any  of  the  cases  in  this  group  will  generally  be 
obvious.  It  is  only  necessary  to  bear  in  mind  that  an  operation  for  varicocele, 
for  instance,  may  have  been  successfully  performed,  and  the  patient  may  there- 
after contract  an  orchitis  followed  by  testicular  atrophy,  for  which  the  operation 
may  then  be  unjustly  blamed. 

As  regards  Group  II,  one  may  say  at  once  that  it  is  very  doubtful  whether 
either  influenza  or  rheumatism  ever  really  produced  either  orchitis  or  testicular 
atrophy.  There  may  be  a  definite  history  of  the  orchitis  itself,  which  preceded 
the  atrophy,  and  then  diagnosis  should  not  be  difficult,  provided  it  is  remembered 
that  by  no  means  every  orchitis  is  gonococcal.  If  mumps,  t>'phoid  fever,  gout, 
and  injury  are  borne  in  mind,  these  causes  of  orchitis  and  testicular  atrophy 
will  be  recognized  more  often  than  they  are.  Mumps  is  particularly  apt  to 
be  overlooked,  and  yet  it  is  well  known  that  orchitis  may  be  the  sole  evidence 
of  this  complaint. 

If  the  patient  has  been  seen  when  the  orchitis  was  active,  bacteriological 
examination  of  any  urethral  discharge  is  essential  to  the  diagnosis,  which  depends 
on  whether  gonococci  are  detected  or  not.  If  gonorrhoea  can  be  excluded,  then 
the  diagnosis  of  the  nature  of  the  orchitis  is  arrived  at  by  considering  the  evidence 
as  to  gout,  mumps,  and  so  on. 

It  is  sometimes  stated  that  orchitis  may  result  from  strain,  atrophy  resulting 
in  due  course.  There  are  a  few  reported  cases  where,  apparently  as  the  result 
of  great  bodily  exercise,  especially  the  lifting  of  heavy  loads,  inflammation  of 
the  testicle  followed  ;  but  it  is  difficult  to  say  that  in  these  cases  the  strain  alone 
produced  the  symptoms  ;  there  is  the  possibility  that  a  residual  gonorrhoea 
may  have  been  present  in  the  prostate  or  posterior  urethra,  the  action  of  the 
strain  being  merely  to  light  up  the  latent  inflammation. 

There  remain  a  large  number  of  cases,  however,  in  which  there  is  no  clear 
histor>'  of  any  orchitis,  the  latter  having  been  relatively  slight.  Testicular 
atrophy  will  then  seem  to  have  arisen  idiopathically,  and  it  will  be  very  im- 
portant to  remember  how  often  it  is  the  result  of  former  injury,  such  as  a  kick 
at  football,  a  blow  from  a  cricket  ball,  contusion  from  falling  astraddle  on  a 
fence  or  bicycle,  and  so  on.  The  injury  may  date  back  to  boyhood,  many  years 
before  testicular  atrophy  is  noticed,  and  it  will  often  be  difficult  to  prove  that 
the  latter  was  really  due  to  the  former. 

It  is  noteworthy  that,  apart  from  obviously  tuberculous  epididymo-orchitis, 
it  not  infrequently  happens  that  transient  enlargement  of  a  testicle  is  to  be 
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observed,  if  looked  for,  in  tuberculous  subjects,  and  whether  this  can  be 
regarded  as  a  definite  tuberculous  orchitis  or  not,  it  sometimes  results  in 
atrophy.  In  a  consumptive  patient  some  degree  of  atrophy  of  one  testicle 
is  not  infrequent ;  so  that  when  a  thin  patient  presents  himself  for  exam- 
ination, and  one  testicle  is  found  to  be  unduly  small  without  obvious  cause, 
the  examination  of  the  lungs,  and  if  necessary  of  the  sputum,  should  be  made 
with  particular  care. 

The  ;r-rays  as  a  possible  cause  of  testicular  atrophy  should  not  be  forgotten, 
and  all  users  of  ;r-rays  should  be  careful  to  have  a  suitable  lead  shield.  That 
sterility  can  result  from  repeated  applications  of  these  rays  is  well  known. 

Group  III. — Here,  the  history  of  the  cases  as  a  rule  gives  the  diagnosis. 
Remarkable  instances  have  been  recorded  in  which,  within  a  few  months  of 
injury  to  the  brain  or  spinal  cord,  particularly  after  injury  to  the  lumbar 
vertebrae,  or  the  occipital  region  of  the  skull,  the  glandular  elements  of  the 
testicle  have  disappeared.  A  case  of  Kocher's  exemplifies  this  very  well : 
A  man,  aet.  41,  the  father  of  four  children,  fell  on  his  head  from  a  consider- 
able height.  At  first  he  did  not  appear  to  be  greatly  damaged,  but  presently 
twitchings  occurred,  and  the  patient  became  unable  to  work.  From  this  time 
on  his  sexual  powers  greatly  diminished,  and  his  beard  and  pubic  hair  fell  out. 
Eighteen  months  later  this  hair  was  completely  gone,  and  about  five  years 
after  the  accident  the  left  testicle  was  the  size  of  a  hazel  nut,  and  the  right  one 
the  size  of  a  bean.  Hethett  French. 

AURA  is  the  term  applied  to  the  immediate  prelude  of  an  epileptic  seizure. 
It  is  recognized  in  some  form  or  another  in  about  30  or  40  per  cent  of  epileptics, 
and  with  rare  exceptions  always  takes  the  same  shape  with  every  attack  in 
each  individual.  An  aura  may  be  motor,  sensory,  psychical,  visceral,  or  related 
to  some  special  sense.  A  motor  aura  may  be  represented  by  an  involuntary 
movement  of  a  limb  or  a  part  of  a  limb  ;  in  other  cases  it  takes  the  form  of  a 
general  movement  such  as  running.  A  sensory  aura  is  common,  and  is  described 
as  a  pain,  a  numbness,  or  a  tingling  in  some  part  of  the  patient's  body.  A 
psychical  aura  is  often  expressed  as  a  vague  apprehension,  or  an  indescribable 
feeling,  or  a  sense  of  unreality.  A  visceral  aura  is  frequently  present,  usually  as 
an  "  epigastric  sensation  "  or  queer  feeling  starting  in  the  region  of  the  stomach 
and  rising  to  the  throat,  or  less  often  as  a  peremptory  desire  to  go  to  stool.  An 
aura  of  special  sense  may  be  olfactory,  visual ,  auditory ,  or  gustatory.  In  one 
case  a  pleasant  or  unpleasant  odour  or  flavour  may  be  perceived  by  the  patient. 
In  other  cases  some  alteration  in  vision  or  other  special  sense  may  be  realized 
by  him,  warning  him  of  the  onset  of  a  seizure.  In  the  case  of  an  auditory 
aura  it  is  customary  for  the  patient  to  hear  voices  or  some  particular  kind  of 
sound. 

The  aura  of  epilepsy  is,  in  relation  to  diagnosis,  important  from  at  least  two 
points  of  view.  In  the  first  place,  it  often  affords  a  clue  to  the  particular  locaUty 
in  the  brain  from  which  the  "  fit  "  or  "  storm  "  originates  and  spreads.  This 
may  not  be  of  much  value  in  the  case  of  idiopathic  epilepsy,  because  there  is 
no  method  at  present  known  to  us  by  which  the  seat  of  the  disease  can  be 
successfully  treated.  In  the  case  of  Jacksonian  epilepsy,  on  the  other  hand, 
the  knowledge  of  the  locality  in  which  a  fit  is  generated  sometimes,  although 
unfortunately  not  often,  allows  of  benefit  being  obtained  from  surgical  assist- 
ance. For  instance,  an  aura  may  be  the  first  symptom  of  the  presence  of  an 
intracranial  growth.  A  tumour  of  the  uncinate  region  of  the  temporo-sphcnoidal 
lobe  may  be  revealed  by  the  presence  of  signs  of  increased  intracranial  pressure 
and  the  repeated  occurrence  of  an  olfactory  aura,  followed  by  a  vague,  dreamy 
state  of  consciousness.     A  lesion  of  one  occipital  lobe  may  be  suspected  from 
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the  occurrence  of  epileptiform  fits,  immediately  preceded  by  an  aura  in  which 
there  is  loss  of  sight  in  the  opposite  visual  field.  An  aura  of  pain  starting  in 
the  left  foot,  spreading  up  the  left  side  of  the  body,  and  terminating  in  a 
generalized  convulsion,  suggests  a  lesion  in  the  post-Rolandic  region  of  the 
right  parietal  lobe.  Such  instances  of  the  importance  of  an  aura  as  a  local- 
izing sign  in  diagnosis  might  easily  be  multiplied  were  it  necessary;  but  a 
general  knowledge  of  the  functional  anatomy  of  the  brain  will  suffice  to  supply 
other  examples  of  a  similar  kind  to  the  reader's  mind. 

In  the  second  place,  the  importance  of  recognizing  a  subjective  sensation  as 
in  aura,  and  so  recognizing  the  existence  of  epilepsy  in  its  simplest  and  some- 
times earhest  form,  can  hardly  be  over-estimated  from  the  point  of  view  of 
treatment.  When  a  patient  describes  himself  as  being  liable  to  subjective 
sensations  occurring  at  intervals,  and  for  which  he  cannot  account,  careful 
inquiry  should  be  made  as  to  their  nature.  The  chief  characteristics  of  an 
aura  are:  (i)  Its  spontaneous  development  without  cause,  generally  during 
good  health  ;  (2)  The  suddenness  of  its  onset  ;  and  (3)  The  identity  of  each 
sensation  with  the  last. 

It  should  be  understood  clearly  that  an  aura  may  occur  alone,  or  may  be 
followed  by  momentar\'  loss  ot  consciousness  (petit  mal),  or  by  loss  of  conscious- 
ness with  convulsions  (grand  mal).  In  some  cases  an  aura  may  be  repeated 
with  frequency  for  many  months  before  a  typical  epileptic  seizure  supervenes, 
and  if  recognized  as  such  during  this  stage,  it  is  reasonable  to  expect  that  treat- 
ment will  have  more  chance  of  success  than  at  a  later  period,  when  the  "  habit  " 
of  convulsions  has  been  firmly  established. 

Finally,  it  should  be  emphasized  that  in  cases  of  epilepsy  the  recurrence  of 
an  aura,  even  without  further  manifestations  of  the  disease,  must  be  regarded 
as  eWdence  that  the  morbid  tendency  is  not  completely  controlled,  and  that 
discontinuance  of  treatment  must  inevitably  lead  to  the  reappearance  of  more 
serious  attacks.  e.  Farquhar  Buzzard. 

BABINSKrS  SIGN — consists  in  a  modification  of  the  plantar  reflex.  In 
testing  the  latter  the  patient  should  be  lying  uf>on  his  back,  with  his  legs  very 
slightly  flexed  and  each  foot  everted  so  that  its  outer  border  lies  comfortably  in 
contact  with  the  bed  or  couch  ;  the  sole  should  be  warm  and  dr\'  ;  the  ankle 
should  be  gently  but  firmly  grasp>ed  by  one  of  the  observer's  hands,  to  prevent 
the  undue  dorsiflexion  of  the  whole  foot  which  often  makes  it  difticult  to 
decide  which  way  the  toes  themselves  move,  whilst  the  outer  side  of  the 
sole  is  firmly  and  steadily  stroked  from  the  heel  forwards  with  some  such 
instrument  as  the  butt  end  of  a  pencil.  In  healthy  adults  the  big  toe  and 
the  other  toes  will  become  plantar-flexed  ;  when  the  great  toe  becomes 
dorsiflexed  instead,  it  presents  the  extensor  plantar  reflex,  or  Babinski's 
sign.  It  is  important  to  bear  in  mind  that  whichever  way  the  other  toes 
move,  it  is  with  the  direction  of  movement  of  the  big  toe  alone  that  Babinski's 
sign  is  concerned. 

It  is  also  noteworthy  that  if  Babinski's  sign  is  present,  the  fact  is  usually 
ascertained  with  ease  ;  when  there  is  any  doubt  as  to  which  way  the  great  toe 
moves,  the  plantar  reflex  is  seldom  really  extensor. 

The  great  value  of  the  sign  is  in  distinguishing  between  certain  functional  and 
organic  affections  of  the  nervous  system.  If  the  patient  is  an  adult  who  is  fully 
conscious,  and  presents  s\'mptoms  of  paresis  of  one  or  both  legs,  the  existence 
of  an  extensor  plantar  reflex  is  proof  that  the  lesion  is  organic.  The  converse 
is  not  true  ;  for  with  locomotor  atax>',  and  with  lower  neurone  affections, 
such  as  infantile  paralysis,  Tooth's  peroneal  t^-pe  of  progressive  muscular 
atrophv.  peripheral  neuritis,  Landr>'s  acute  ascending  paralysis,  and  primary 
d'  6 
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muscular   dystrophies,  the  plantar  reflex  is  flexor  so   long  as   it  is  obtain- 
able at  all. 

It  is  when  there  is  a  lesion  in  any  part  of  the  crossed  pyramidal  tracts  that 
Babinski's  sign  is  best  seen.  Thus,  it  is  present  in  cases  in  which  tumour, 
abscess,  haemorrhage,  thrombosis,  or  emboUsm  has  caused  hemiparesis  or 
hemiplegia  by  affecting  either  the  pyramidal  cells  themselves  in  the  motor 
cortex,  or  the  pyramidal  fibres  in  the  internal  capsule  ;  in  cases  of  cerebellar 
tumour,  owing  to  the  fact  that  this,  by  compressing  the  medulla,  nearly  always 
causes  lateral  sclerosis  of  the  cord  as  well ;  and  in  cases  of  disseminated  sclerosis, 
transverse  myeUtis,  either  primary  or  due  to  compression,  ataxic  paraplegia, 
Friedreich's  ataxy,  amyotrophic  lateral  sclerosis,  primary  lateral  sclerosis,  some 
cases  of  syringomyelia,  and  in  those  cases  of  irregular  sclerosis  of  the  cord  that 
may  be  associated  ^vith  severe  oligocythaimias,  such  as  pernicious  anaemia.  The 
differential  diagnosis  of  these  conditions  will  be  found  under  Hemiplegia  {q.v.) 
and  Paraplegia  {q.v.).  Babinski's  sign  is  not  found  in  those  cases  of  hysteria 
that  sometimes  simulate  one  or  other  of  the  above  conditions  ;  provided  always 
that  the  patient  is  a  conscious  adult.  This  is  an  important  proviso,  because  the 
plantar  reflex  may  be  extensor  without  there  being  any  decided  changes  in  the 
cord  or  brain  in  infants  and  quite  young  children  ;  and  also  sometimes  in  adults, 
during  deep  sleep,  or  under  conditions  of  unnatural  unconsciousness,  such  as 
that  due  to  a  general  anaesthetic,  or  acute  alcoholic  intoxication,  or  such 
affections  as  epilepsy,  uraemia,  concussion,  saturnine  encephalopathy,  and  in 
some  other  forms  of  coma. 

These  exceptions,  however,  scarcely  detract  from  the  great  value  the  sign  has 
as  a  means  of  distinguishing  between  organic  and  functional  paralysis  of  the  legs 
of  the  upper  neurone  type.  Herbert  French. 

BACILLURIA. — (See  Bacteriuria.) 

BACTERIURIA  (see  Plate  XII)  is  a  comprehensive  term  employed  to  indicate 
that  the  urine  when  freshly  voided  contains  micro-organisms  derived  from 
some  portion  of  the  genitourinary  tract.  Bacilluria  is  a  term  of  similar  import, 
but  is  restricted  to  those  cases  in  which  rod-shaped  bacteria  are  present.  The 
normal  urethra  (male  and  female)  is  the  habitat  of  certain  non-pathogenic 
bacteria  (chiefly  cocci,  such  as  Streptococcus  brevis,  Staphylococcus  albus^  also 
varieties  of  Bacillus  xerosis,  etc.),  which  are,  of  course,  present  in  urine  obtained 
under  ordinary  conditions.  Bacteriuria  as  a  pathological  condition  can  only 
be  recognized  with  certainty  by  the  examination  in  the  laboratory  of  a  catheter 
specimen  of  the  urine  collected  with  the  most  scrupulous  attention  to  asepsis  ; 
for,  on  the  one  hand,  a  perfectly  clear  acid  urine  may  be  heavily  loaded  with 
bacteria,  and,  on  the  other,  a  urine  may  owe  its  turbidity  either  to  purely 
physico-chemical  causes,  or  to  the  growth  in  it  of  bacteria  which  have  gained 
access  after  its  exit  from  the  urethra. 

Moreover,  although  the  identity  of  the  infecting  organism  may  be  suspected 
from  general  clinical  considerations,  cultivation  experiments  are  essential  in 
order  to  settle  the  matter  beyond  doubt. 

Bacteriuria  may  indicate  either  general  or  local  infection.  It  is  a  rare  symptom 
of  general  infection,  save  one  of  such  intensity  that  an  acute  nephritis,  associated 
with  a  definite  haematuria,  has  supervened.  Usually  its  appearance  indicates 
a  purely  local  infection  ;  it  then  occurs  with  greatest  frequency  in  young  children 
and  pregnant  women,  when  the  micro-organism  concerned  is  usually  B.  coli,  and 
the  site  of  the  infection  the  pelvis  of  the  right  kidney.  It  is,  however,  met  with 
at  all  ages  and  in  both  sexes,  and  many  different  bacteria  have  been  recorded  as 
the  causative  factors. 
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Bacteriuria  maj^be  a  symptom  in  : — 

A.  Gentral  Infeettons  due  to  : — 

Streptococcus  pyogenes  longus 

Pneumococcus 

Biicrococcus  melitensis 

Gonococcus 

Staphylococcus  pyogenes  aureus 

B.  typhosus 

B.  coli  communis 


B. 


B.  paratyphosus 
Loeal  InfMttons : — 


with  or  without  associated 
nephritis. 


Nephritis  ^ 

Pyelo-nephritis  j-     due  to 
Ureteritis  j 


Cystitis 


due  to 


I 


Prostatitis 


due  to 


I 


Urethritis 


due  to 


B.  coU 

B.  tuberculosis 

B.  pyocyaneus 

B.  pneumoniae  (Friedl^der's  bacillus) 

Streptococcus  pyogenes  longus 

Pneumococcus. 

B.  coU 

B.  tuberculosis 

B.  typhosus 

Streptococcus  pyogenes  longus. 

B.  coli 

Gonococcus 

Staphylococcus  pyogenes  aureus 

Streptococcus  pyogenes  longus. 

Gonococcus 

Staphylococcus   pyogenes    aureus   or 

albus 
Pneumococcus 

Streptococcus  pyogenes  longus 
'    Micrococcus  catarrhaUs. 

Finally,  a  sli;jjht  and  transitory  bacteriuria  due  to  B.  coli  communis^  and  usually 
passing  off  without  any  treatment,  can  frequently  be  observed  following  operative 
measures  upon  the  rectum  or  anus,  or  the  organs  of  generation. 

In  general  infections  the  urine  is  either  normal  in  appearance,  or  by  reason  of 
its  admixture  with  blood  may  present  any  tint  from  "  smoky  "  to  bright  red. 
The  reaction  is  acid,  albumin  is  present,  varjang  in  amount  from  a  trace  to  7, 
8,  or  more  parts  per  thousand,  and  microscopical  examination  of  the  centri- 
fugaUzed  deposit  shows  the  presence  of  blood-cells,  renal  tube-casts,  and  renal 
epitheUum,  in  addition  to  the  infecting  bacterium.  The  cUnical  symptoms 
presented  by  the  patient  are  those  of  the  general  systemic  infection. 

In  local  infections  of  the  genito-urinary  tract  where  infection  is  due  to  one 
species  of  micro-organism  only,  the  urine  presents  a  somewhat  similar  appear- 
ance ;  blood,  however,  may  be  entirely  absent,  while  pus  is  usually  present  in 
larger  or  smaller  amount,  and  when  measured  by  the  help  of  the  centrifuge  may 
vary  in  volume  from  a  trace  to  10  or  20  per  cent  of  the  total  bulk  of  urine.  In 
the  early  stages  of  a  local  infection,  however,  the  microscopical  examination  of 
the  deposit  may  merely  show  the  presence  of  leucocytes  slightly  in  excess  of 
normal,  so  that  without  the  use  of  the  microscope  the  fact  of  pyuria  may  easily 
be  missed  altogether. 

Occasionally,  and  particularly  in  adult  cases,  it  may  be  noted  that  the  urine 
passed  during  the  day  is  neutral  or  faintly  alkahne — ^the  change  in  reaction  then 
being  due  to  physiological  causes.     In  those  cases  where  the  urine  is  strongly 
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musculai  dyatrophies,  the  plantar  reHex  is  flexor  so  long  as  it  is  obtain- 
able at  all. 

It  is  when  there  is  a  lesion  in  any  part  of  the  crossed  pyramidal  tracts  that 
Babinaki's  sign  is  best  seen.  Thus,  it  is  present  in  cases  in  which  tumour, 
abscess,  haemorrhage,  thrombosis,  or  embolism  has  caused  hemiparesis  oi 
hemiplegia  by  affecting  either  the  p?famidal  cells  themselves  in  the  motor 
cortex,  or  the  pyramidal  fibres  in  the  internal  capsule  ;  in  cases  of  cerebellar 
tumour,  owing  to  the  fact  that  this,  by  compre^ing  the  medulla,  nearly  always 
causes  lateral  sclerosis  of  the  cord  as  well  ;  and  in  cases  of  disseminated  sclerosis, 
transverse  myelitis,  either  primary  or  due  to  compression,  ataxic  paraplegia, 
Friedreich's  ataxy,  amyotrophic  lateral  sclerosis,  primary  lateral  sclerosis,  some 
cases  of  syringomyelia,  and  in  those  cases  oi  irregular  sclerosis  of  the  cord  that 
may  be  associated  with  severe  oligocythscinias,  such  as  pernicious  ansraia.  The 
differential  diagnosis  of  these  conditions  will  be  found  under  Hemiplegia  (f.v.) 
and  PARAi<LE(ii.\  iq.v.).  Babinski's  sign  is  not  found  in  those  cases  of  hysteria 
that  sometimes  simulate  one  or  other  of  the  above  conditions  ;  provided  always 
that  the  patient  is  a  conscious  adult.  This  is  an  important  proviso,  because  the 
plantar  retlcx  may  be  extensor  without  there  being  any  decided  changes  in  the 
cord  or  brain  in  infants  and  quite  young  children  ;  and  also  sometimes  in  adults, 
during  deep  sleep,  or  under  conditions  of  unnatural  unconsciousness,  such  as 
that  due  to  a  general  anxsthetic,  or  acute  alcoholic  intoxication,  or  such 
affections  as  epilepsy,  unemia,  concussion,  saturnine  encephalopathy,  and  in 
some  other  forms  of  coma. 

These  exceptions,  however,  scarcely  detract  from  the  great  value  the  sign  has 
as  a  means  of  distinguishing  between  organic  and  functional  paralysis  oi  the  legs 
o(  the  upper  neurone  type.  Herbtrt  Frituh. 

BACILLURIA (See  Bacteriuria.) 

BACTERIDRIA  (see  Plate  XII)  is  a  comprehensive  term  employed  to  indicate 
that  the  urine  when  freshly  voided  contains  micro-organisms  derived  (rom 
some  portion  oi  the  genitourinary  tract.  Bacilluria  is  a  term  of  similar  import, 
but  is  restricted  to  thoie  cases  in  which  rod-shaped  bacteria  are  present.  The 
normal  urethra  [male  and  female)  is  the  habitat  of  certain  non-pathogenic 
bacteria  (chiefly  cocci,  such  as  Streptococcus  brevis,  Slaphyiococcut  albnt,  fiaa 
varieties  of  Bacillus  xerosis,  etc.),  which  are,  of  course,  present  in  urine  obtmined 
under  ordinary  conditions.  Bacteriuria  as  a  pathological  condition  CU  Milf 
be  recognised  with  certainty  by  the  examination  in  the  Uboratory  at  a  c«thet« 
specimen  of  the  urine  collected  with  the  most  scmpnlotia  »tt«ntioil  to  uopiia; 
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alkaline,  the  alkalinity  is  due  to  ammonia  resulting  from  the  decomposition  of 
urea,  not  by  the  pathogenic  infecting  organism,  but  by  non-pathogenic  sapro- 
phytes which  have  gained  access  to  the  urine,  either  after  it  has  been  voided,  or 
whilst  still  intra  vesicant.  In  the  latter  instance  the  contamination  may  have 
taken  place  as  a  result  of  careless  instrumentation,  or  (as  in  the  female)  by  con- 
tinuity of  surface,  but  it  also  frequently  occurs  owing  to  the  passage  of  micro- 
organisms through  the  inflamed  bladder  walls  from  the  lumen  of  the  adjacent 
large  intestine. 

The  clinical  symptoms  associated  with  bacteriuria  due  to  local  infection  vary 
enormously  with  different  patients.  Frequency  of  micturition,  scalding,  dull 
aching  pains  in  one  or  both  loins,  with  tenderness  on  deep  pressure  over  the 
kidney,  pains  in  the  perineum  and  hypogastrium  (according  to  the  situation  of 
the  primary  infection),  severe  rigors,  pyrexia,  anorexia,  nausea,  and  vomiting 
are  amongst  those  commonly  observed.  It  is  important  to  remember  its  rela- 
tively common  occurrence  in  children,  in  whom  the  constitutional  symptoms 
may  be  prominent  without  any  special  urinary  symptoms  attracting  notice.  The 
urine  generally  contains  only  a  trace  of  albumin,  and  no  obvious  pus  ;  the 
diagnosis  depends  upon  bacteriological  investigation  of  a  catheter  specimen, 
the  need  for  which  will  be  suggested  by  the  discovery  of  a  decided  excess  of 
leucocytes  in  the  centrifugalized  deposit.  jno.  Eyre. 

BALDNESS. — Alopecia,  or  baldness,  may  vary  in  degree  from  slight  thinning 
to  the  complete  loss  of  hair.  There  are  three  main  varieties  of  simple  baldness, 
namely  (i)  Congenital,  (2)  Senile,  and  (3)  Premature  alopecia. 

T .  In  the  congenital  variety,  the  baldness  is  seldom  complete,  and  the  hair  may 
be  lanugo-like.  In  the  latter  case  the  diagnosis  is  certain,  as  it  also  is  when  the 
baldness  is  accompanied  by  developmental  defects  in  the  skin  or  its  appendages. 

2.  Senile  alop>ecia  needs  neither  description  nor  diagnosis. 

3.  Premature  alopecia  may  be  (a)  idiopathic  or  (b)  symptomatic.  The  former, 
much  less  frequent  than  the  latter,  and  due  to  no  recognizable  cause  except 
heredity,  usually  begins  between  the  ages  of  twenty  and  thirty-five  ;  in  many 
cases  at  the  vertex,  like  senile  baldness,  but  often  at  the  temple,  when  it  extends 
backwards  elliptically. 

Symptomatic  premature  baldness  may  be  either  temporary  or  permanent, 
gradual  or  rapid,  and  is  dependent  upon  a  great  variety  of  local  or  constitutional 
causes,  including  sehorrhoea  of  the  scalp,  psoriasis,  chronic  eczema,  erysipelas, 
ringworm,  favus,  lupus  erythematosus,  syphilis  ;  it  is  also  a  sequela  of  fevers  or 
other  acute  systemic  diseases.  When  it  occurs  as  a  sequel  to  fevers,  in  syphilis, 
ringworm  (except  after  severe  kerion),  erysipelas,  and  eczema,  the  loss  of  hair 
is  usually  but  temporary  ;  in  seborrhoea,  favus,  lupus  erythematosus,  morphoea, 
and  folliculitis  decalvans,  it  is  generally  permanent,  and  is  always  so,  of  course, 
when  the  hair-folhcles  have  been  destroyed. 

The  most  important  form  of  symptomatic  baldness  is  that  which  is  associated 
with  seborrhea,  whether  of  the  oily  or  of  the  dry  kind.  Seborrhoeic  alopecia 
has  the  same  distribution  as  idiopathic  baldness,  as  described  above.  Another 
form  of  symptomatic  baldness  is  the  condition  known  as  alopecia  areata,  in 
which  the  hair  falls  out  in  patches,  generally  of  irregular  distribution.  Usually 
the  patches  continue  to  spread  for  a  time,  and  may  run  into  others,  denuded  areas 
thus  being  formed,  of  irregular  outline,  with  a  surface  white  and  smooth  as  a 
billiard  ball.  The  hairs  at  the  edges  of  the  patches  are  looser  than  the  others, 
and  among  them  may  be  seen  short  hairs  that  show  signs  of  atrophy  close  to  the 
root,  so  that  they  resemble  a  note  of  exclamation  (f).  In  rare  cases,  the  hair  falls 
out  not  in  patches  but  more  generally,  and  very  rapidly ;  and  soon  the  whole 
scalp  may  be  bared,  and  even  the  hair  of  the  whole  body  may  be  lost,  fnd  with 
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it  the  nails  of  the  fingers  and  toes.  The  affection  with  which  alopecia  areata  is 
most  easily  confounded  is  ringworm  of  the  trichophytic  variety  :  the  differential 
diagnosis  between  the  two  affections  ^^'ill  be  found  under  Fungoid  Affections 
OF  THE  Skin. 

Alopecia  areata  may  also  be  confused  with  another  form  of  symptomatic 
baldness,  namely,  alopecia  cicatrisata,  the  pseudo-pelade  of  Brocq,  in  which 
depressed  islands  of  baldness,  round  or  of  irregular  shape,  occur  on  the  scalp, 
the  patches  usually  spreading  and  coalescing  into  large,  smooth,  shiny  areas. 
But  here  the  p>atches  are  cicatricial ;  there  is  destruction  of  the  follicles,  so 
that  the  hair  is  never  restored  ;  there  are  normal-looking  hairs  on  the  bald 
areas,  and  the  note-of-exclamation  stumps  of  alopecia  areata  are  absent.  The 
bald  patches  sometimes  met  with  in  secondary  syphilis  may  be  distinguished 
from  those  of  alopecia  areata  by  the  co-existence  of  other  syphiUtic  symptoms, 
and  by  the  effects  of  specific  treatment.  The  bald  areas  of  lupus  erythematosus 
are  in  greater  or  less  degree  cicatricial,  there  is  destruction  of  the  folUcles,  and 
a  border  which  is  slightly  or  distinctly  inflamed.  Folliculitis  decalvans  is 
cicatricial  also,  and  at  the  edge  of  the  bare  patches  a  small  red  papule  or  patch 
of  er>'thema  can  be  seen  surrounding  each  folUcle.  Malcolm  Morris. 

BEARING-DOWN  PAIN— (See  Pain,  Bearing-down.) 

BLEEDING  GUMS. — A  spongy,  bleeding  condition  of  the  gums,  attaining 
such  a  degree  that  the  teeth  became  covered  over  by  the  exuberant  blood-oozing 
tissues,  was  a  prominent  feature  of  scurvy ^  a  serious  and  often  fatal  disease  which 
used  to  be  common  on  sailing  ships  when  fresh  food  was  necessarily  absent 
from  the  diet  for  weeks  or  even  months  at  a  time.  It  is  now,  fortunately,  very 
rare  in  its  full  development,  but  is  still  found  in  a  mild  form  amongst  children 
—  infantile  scurvy,  or  Barlow's  disease — as  the  result  of  long-continued  feeding 
with  tinned  milk  without  fresh  food.  Its  chief  features  are  anaemia  and  tender- 
ness of  the  long  bones  due  to  haemorrhages  under  the  periosteum  ;  in  severer  cases, 
there  may  be  purpura  and  other  obvious  haemorrhages,  including  sponginess 
and  bleeding  of  the  gums,  with  a  more  or  less  general  condition  of  stomatitis. 
The  diagnosis  is  suggested  by  the  history  of  tinned-milk  diet,  and  confirmed  by 
the  benefit  that  follows  the  addition  of  fresh  milk  and,  in  older  children,  fresh 
ve;.jetables.  A  similar  condition  may  arise  in  adults  whose  circumstances 
compel  them  to  Hve  on  tinned  foods. 

There  are,  however,  many  other  causes  of  bleeding  of  the  gums  besides  scurvy. 
The  differential  diagnosis  is  generally  easy,  but  sometimes  may  be  very  difficult. 
The  first  point  to  determine  is  whether  the  gum  condition  is  due  to  local  changes 
only,  or  whether  it  is  part  of  a  more  general  condition. 

{A).  Bleeding  Gams  doe  to  General  Conditions  or  preceded  by  Lesions  else- 
where than  in  the  Month  : — 

Scurvy  1         Iodide  poisoning 

Splenomedullary  leukaemia  Phosphorus  poisoning 

Lymphatic  leukaemia  Arsenic  poisoning 

Hodgkin's  disease  Lead  poisoning 

Pernicious  anaemia  Tuberculous  gingivitis 

Aplastic  anaemia  Febrile  or  asthenic  states  accom- 

Splenic  anaemia  panied    by   sordes,    e.g.,   pneu- 

Hxmophilia  |             monia,     the     later     stages     of 

Purpura,  whether  due  to  any  of  malignant      cachexia,      general 

the  above  causes,  or  to  others  ,             paralysis,  acute  yellow  atrophy 

(see  Purpura)  of  the  hver,  and  so  forth 

Syphilis            •  I         Dyspepsia. 
Mercurialism 
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(B).  Bleedlns  Gudu  im  lo  pnnly  Looal  Conditions  i 


injury,  e.g.,  by  tooth  bmsh  ;  the 
result  of  bee  or  wasp  sting ;  and 
so  forth 

Dent&l  caries 

Tartar 

PyoiTh<Ea  alveolaris 

Alveolar  abscess 

Papilloma 

Myeloid  < 

Epithelioma 
Actinomycosis 


Acute   or  chronic  stomatitis,  not 

obviously  due    to    any   of   the 

causes  already  mentioned;  e.g.: 

Aphthous  stomatitis 

Ulcerative  stomatitis 

Gangrenous  stomatitis    (can- 

crum  oris,  phagedaena  oris, 

Erythema     bullosum,    dermatitis 

herpetiformis,  pemphigus, affect- 
ing the  mouth  as  well  as  the 
epidennis 


.  BlMdlBK  Gnnu  do*  to  Genoral  Conditions. — Many  of  the  above  conditions 
are  discussed  under  other  and  more  prominent  symptoms,  so  that  here  we  need 
refer  but  briefly  to  them  (see  Spleen,  Enlargement  of  ;  An.xuu  ;  Purpura  ; 
etc.).  A  blood-count  may  be  required,  in  oider  to  diagnose  or  exclude  spltno- 
medullary  or  lymphatic  leuk/rmia,  or  pernicious  anemia.  The  family  history 
may  suggest  hamophilia.  Splenic  anrtmia,  Hodgkin's  disease,  and  aplastic 
anaimia  attract  attention  more  on  account  of  the  enlargement  of  the  Spi^en 
(q.v-),  or  of  the  Lymphatic  Glands  (q.v.),  or  of  the  An.£mia  [q.v.),  than  because 
of  spongy  gums.     Purpura  (q.v.)  is  itself  a  symptom  and  not  a  disease. 

Syphilis,  particularly  in  its  secondary  stage,  may  produce  stomaritis,  pharj-n- 
gitis,  laryngitis,  and  gingivitis,  with  more  or  less  tendency  to  bleeding,  even 


fif.  lo.— Piimary  syphUilic  sore  on  IhE  loiter  lip. 

when  no  mercurial  treatment  has  been  adopted  ;  the  secondary  roseola  may 
still  be  present,  or  the  history  may  be  obvious.  Difficulty  arises  majniy  in  women 
and  children,  and  when  the  chancre  has  been  extragenital  {Fig.  lo).  Wasser- 
mann's  serum  test  may  be  tried,  or  the  Spirochala  pallida  (PlaU  XII,  Fig.  J) 
looked  for  in  scrapings  from  the  mucous  lesions. 

Mercury  is  very  liable  to  Cause  profuse  sahvation  and  acute  stomatitis,  with 
most  distressing  and  painful  swelling  of  lips,  gums,  tongue,  and  cheeks  ;  swallow- 
ing may  become  impossible,  the  glairy  saliva  hangs  in  strings  from  the  protruding 
tongue  and  bulging  lips,  the  mucosa  bleeds  on  the  slightest  touch,  and  the  patient 
is  the  picture  of  abject  misery.  Some  persons  are  far  more  susceptible  than  others 
to  the  effects  of  mercury  ;  but  its  worst  effects  have  occurred  when  the  remedy 
has  been  employed  in  excess  in  the  treatment  of  syphilis,  especially  when  the 
teeth  are  carious,  or  when  the  mouth  has  not  been  kept  clean  with  a  tooth-biush 
after  each  meal,  and  when  there  is  albuminuria  (syphihtic  nephritis)  at  the  same 
time.  The  diagnosis  depends  upon  a  knowledge  of  the  drugs  that  are  being  given 
or,  in  occupation  cases,  of  the  chemicals  that  the  patient  has  been  working  with. 
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Iodides  may  cause  profuse  coryza,  due  to  conjunctival,  nasal,  and  oral  catarrh, 
but  the  amount  of  bleeding  that  accompanies  it  is  slight.  The  nature  of  the 
drugs  being  taken  will  suggest  the  diagnosis,  or  if  there  is  doubt  as  to  the  drugs, 
the  urine  may  be  tested  for  iodides. 

Phosphorus  used  to  produce  very  severe  stomatitis,  going  on  to  necrosis  of  the 
jaw — "  phossy  jaw  " — not  infrequently  ending  in  death  as  the  result  of  fatty 
degeneration  of  the  liver  and  heart ;  this  is  uncommon  since  restrictions  have 
been  laid  upon  the  use  of  crude  yellow  phosphorus  in  the  manufacture  of 
matches.     The  occupation  generally  serves  to  suggest  the  diagnosis. 

Arsenic  and  lead  are  both  rare  causes  of  bleeding  gums  ;  occupation,  or  medical 
prescription,  or  habits  as  regards  drinking,  may  suggest  the  diagnosis,  and  there 
may  be  other  signs  of  the  poisoning,  particularly  pigmentation  of  the  skin, 
vomiting,  diarrhoea,  hyperkeratosis  of  the  soles  and  palms,  and  generalized 
peripheral  neuritis  in  the  case  of  arsenic  ;  and  the  symptoms  given  elsewhere  in 
the  case  of  lead.  Arsenic  may  be  found  in  excess  in  the  hair,  or  lead  may  be 
detected  in  the  residue  from  a  bulk  of  urine. 

Tuberculous  gingivitis  is  rare,  but  when  it  does  occur  it  is  very  severe.  The 
nature  of  the  bleeding  gums  will  be  suggested  by  the  co-existence  of  phthisis  with 
cavitation,  and  abundant  sputum  teeming  with  tubercle  bacilli ;  the  latter  may 
also  abound  in  scrapings  from  the  gum. 

Febrile  and  asthenic  states  only  cause  sordes  and  bleeding  gums  when  the 
patient  has  already  been  ill  some  while,  or  when  the  nursing  has  been  remiss  ; 
the  diagnosis  will  depend  on  symptoms  other  than  those  connected  with  the  gums. 

Dyspepsia  is  a  recognized  cause  for  sponginess  of  the  gums,  shallow  peptic 
ulcers,  and  bleeding  on  slight  provocation  ;  but  there  is  often  difficulty  in  being 
sure  that  the  dyspepsia  is  not  due  to  the  swallowing  of  septic  products  from 
infected  teeth  and  gums,  rather  than  the  gum  condition  secondary  to  the  stomach. 

B.  Btoedlng  Gums  doe  to  Local  Conditions. — When  care  has  been  taken  to 
exclude  general  causes  of  bleeding  of  the  gums,  differentiation  between  the 
various  local  causes  is  not  diflficult.  Some  patients  arc  alarmed  by  the 
symptom  when  its  cause  is  nothing  more  than  the  use  of  a  new  tooth-brush, 
whose  bristles  have  slightly  lacerated  gums  that  are  accustomed  to  an  older 
and  softer  brush.  The  history  will  indicate  other  forms  of  local  injury — an 
ill-fitting  tooth-plate,  perhaps. 

Dental  caries  may  be  obvious,  or  it  may  be  hidden  away  between  adjacent 
teeth  and  yet  be  irritating  the  gum  enough  to  cause  it  to  bleed  with  undue 
readiness,  for  instance  when  the  teeth  are  brushed.  Tartar  will  be  obvious  on 
inspection.  Pyorrhea  alveolaris,  also  known  as  suppurative  gifigtvitis  or  Rigg's 
disease,  is  the  result  of  septic  infection  around  the  teeth  extending  down  into  the 
sockets  and  loosening  them,  causing  the  gum  margins  to  recede  by  a  process  of 
erosion,  and  leading  to  a  purulent  discharge  from  between  the  gums  and  the 
teeth.  It  is  possible  for  this  condition  to  be  present,  even  when  the  external 
aspect  of  the  teeth  seems  perfect  ;  a  very  fine  probe  may  sometimes  be  passed 
painlessly  down  into  the  tooth-socket  between  adjacent  teeth,  where  the  sup- 
purative process  has  been  progressing  unsuspected,  and  out  of  the  reach  of  the 
tooth-brush  as  used  in  the  ordinary  way.  The  gums  bleed  with  the  greatest 
ease  in  severe  cases,  the  breath  is  foul,  and  the  constant  swallowing  of  pyogenic 
organisms  and  their  products  leads  to  dyspepsia,  anaemia,  chronic  ill  health, 
hstlessness,  functional  nerve  disorders,  and  sometimes  more  acute  symptoms  of 
general  pyaemia,  esp>ecially  multiple  infective  synovitis  and  arthritis.  Neur- 
asthenia and  depression  ultimately  ensue  in  many  cases,  and  sometimes  very 
severe  and  even  fatal  anaemia. 

The  diagnosis  of  alveolar  abscess  is  generally  obvious,  though  infection  of  a 
benign  or  malignant  new  growth  may  simulate  it  for  a  time.     Microscopical 
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examination  of  the  excised  tumour  is  the  only  certain  way  of  diagnosing  the 
nature  of  an  odontoma,  papilloma,  simple  epulis,  myeloid  sarcomatous  epulis, 
myeloid  sarcoma  of  the  jaw,  or  epithelioma  of  the  gum. 

Actinomycosis  is  a  very  rare  lesion  in  man  ;  but  the  jaws,  gums,  or  cheeks  are 
parts  that  are  least  uncommonly  affected.     The  chronic  nature  of  that  which 
partakes  of  the  characters  partly  of  a  neoplasm  and  partly  of  an  abscess,  in  a 
person  who  has  had  occasion  to  put  straws,  cotton,  or  other  vegetable  products 
into  his  mouth  or  between  his  teeth,  may  suggest  the  diagnosis,  which  will  be 
confirmed  by  the  finding  of  the  ray  fungi  in  the  purulent  discharge,  or  in  sections 
from  parts  excised.     Minute  grey  or  ye  Ho  wish -grey  specks  in  the  pus  are  said 
to  be  characteristic,  but  they  are  not  always  to  be  seen,  and  it  is  only  by  micro- 
scopical   examinations     that     the 
diagnosis  can   be   made  with   cer- 
tainty (see  Plait  XII.  Fig.  S). 

Stomatitis  in  its  various  degrees 
may  have  a  general  cause,  such  as 
mercuriahsm  (see  abov-e)  ;  or  it 
may  be  due  to  purely  local  infec- 
tion with  micro-organisms.  It 
might  perhaps  be  classified  bac- 
teriological ly — the  variety  spoken 
of  as  thrush  being  due  to  the 
Oidium  albicans,  for  instance. 
Clinically,  however,  it  is  more 
often  classified  by  its  degree,  into 
acute  catarrhal,  ulcerative,  and 
gangrenous.  All  these  aflect  the 
mucosa  of  cheeks,  lips,  tongue,  and 
palate,  in  addition  to  the  gums, 
and  any  of  the  inflamed  parts 
bleed  readily.  The  first  degree  is 
chatacteriied  by  redness,  swelling, 
tenderness,  and  pain,  with  inability 
to  move  the  tongue  about  in  order 
to  eat  and  swallow,  swelUng  and 
protrusion  of  the  lips,  foulness  of 
J-;-g.  .1.— Cancrum  oris.  (Ijg  breath,  and  very  often  sahva- 

tion.  There  may  or  may  not  be 
localized  greyish  or  white  aphthous  patches  ;  these  are  commoner  in  children. 
When  ulcers  occur,  these  are  generally  multiple  and  shallow,  very  painful,  with 
more  or  less  glazing  of  the  ulcerated  surface,  and  acute  hyperemia  of  the  margins. 
The  gangrenous  form  is  better  known  by  the  title  cancrum  oris  {Fig.  ii),  fortu- 
nately rare,  though  sometimes  seen  in  ill-cared-for  children  who  have  contracted 
measles  or  some  other  acute  debilitating  fever.  The  cheek  is  the  first  affected 
by  the  gangrene,  acute  generalized  stomatitis  being  followed  by  the  appearance 
of  a  black  spot  within  and  without,  rapidly  spreading  and  leading  to  sloughing 
and  perforation  of  the  cheek,  gangrene  of  the  gums  and  jaw.  falling  out  of 
the  teeth,  a  very  foul  nauseating  odour  of  the  breath,  and  death  from  utter 
exhaustion.     The  diagnosis  is  generally  obvious. 

Erythema  bulloium,  dermatitis  herpetiformis,  and  pemphigus — particularly  the 
first  of  these^may  affect  mucous  membranes  as  well  as  the  skin,  especially  the 
mouth,  colon,  and  vagina.  The  result  as  regards  the  mouth  is  very  distressing  ; 
the  crusts  and  resultant  inflammation  of  lips,  g;ums,  tongue,  cheeks,  palate, 
fauces,  and  pharynx,  may  make  it  impossible  for  food  to  be  taken  orally,  and 
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the  patient  rapidly  loses  weight  and  becomes  very  ill.  The  mucous  membrane 
everywhere  bleeds  on  the  slightest  touch,  and  the  condition  is  pitiable.  There 
is  generally  pyrexia.  The  diagnosis  is,  as  a  rule,  easy,  for  the  mucous  membranes 
are  very  seldom  attacked  unless  the  skin  is  affected  also  (see  Bullae,  and 
EosiNOPHlLlA).  Herbert  French. 

BLINDNESS.— (See  Vision,  Defects  of.) 
BLISTERS. — (See  Bullae.) 

BLOOD  PER  ANUM. — Blood  may  be  passed  per  anum  whenever  bleeding 
takes  place  from  any  part  of  the  alimentary  canal.  If  it  comes  from  a  point 
high  up,  as  from  the  stomach  or  duodenum,  it  is  usually  altered  in  appearance, 
S3  that  black,  tarry  stools  are  passed  (melaena)  ;  whereas,  if  it  comes  from  the 
large  intestine  or  from  the  lower  end  of  the  ileum,  it  is  passed  as  red  blood, 
easily  recognizable  as  such.  If  the  quantity  is  very  large,  it  may  be  bright  red, 
even  in  the  case  of  highly  situated  lesions ;  the  colour  depends  on  the  rapidity 
of  passage  through  the  bowel  and  the  consequent  extent  to  which  the  digestive 
juices  have  acted  upon  it. 

Recognition  of  the  actual  presence  of  blood,  pure  or  mixed  with  the 
motions,  is  not  often  difficult,  except  when  the  quantity  is  small.  The  typical 
tarr\'  stools  of  haemorrhage  high  up  in  the  alimentary  tract  are  unlike  anything 
else.  The  black  colour  is  much  more  pronounced  than  in  such  conditions  as 
pigmentation  of  the  stools  with  iron  or  bismuth  sulphide,  which  produce  rather 
a  slatey  or  dirty  greyish-black  tint ;  while  the  viscid  consistency  of  the  haemor- 
rhagic  stool  is  also  characteristic.  Administration  of  charcoal  by  the  mouth 
may  produce  deep  black  stools,  and  eating  bilberries  is  also  said  to  do  so.  In 
case  of  doubt,  the  chemical  and  spectroscopical  tests  tor  blood  may  be  applied  ; 
for  which  purpose  it  is  best  to  acidulate  the  faeces  strongly  with  acetic  acid 
and  to  extract  the  acid  mixture  with  ether  ;  a  clear  solution  of  blood -pigment  is 
thus  obtained,  suitable  for  the  spectroscope  or  for  the  guaiacum  test.  In  some 
cases  blood-corpuscles  may  be  recognizable  under  the  microscope,  if  a  portion 
of  the  fa?ces  is  rubbed  up  with  physiological  saline  solution.  Grains  of  charcoal 
will  be  distinguishable  under  the  microscope  if  this  substance  has  been  taken. 

The  conditions  associated  with  the  passage  of  blood  per  anum  may  be 
most  conveniently  divided  for  diagnostic  purposes  into  :  (i)  Those  in  which 
large  quantities  of  altered  blood  are  passed  (true  melsBna)  ;  (2)  Those  in  which 
large  quantities  of  red  or  uncUtered  blood  are  voided  ;  (3)  Those  in  which  small 
amounts  of  such  blood  are  seen  ;  and  (4)  Cases  of  so-called  occult  hcrmorrhage 
only  recognizable  by  chemical  or  other  special  tests.  The  conditions  classed 
under  headings  (2)  and  (3)  necessarily  overlap,  inasmuch  as  the  exact  quantity 
of  blood  discharged  is  very  variable  ;  the  former  comprises,  roughly  speaking, 
affections  of  the  bowel  ;    the  latter,  lesions  about  the  rectum  and  anus. 

I.  Large  qiuiititles  of  blood  may  escape  in  cases  of  ulceration  of  the  stomach 
or  duodenum.  It  is  usually  mixed  with  acid  gastric  juice,  and  thus  blackened. 
Such  cases  are  generally  associated  with  pain  after  meals,  vomiting,  haemat- 
emesis,  and  increased  acidity  of  the  gastric  juice.  Tenderness  will  be  elicited  on 
pressure  over  the  epigastrium,  most  often  at  a  point  rather  to  the  right  of  the 
middle  line  and  about  four  inches  below  the  xiphisternal  junction  in  the  pyloric 
region.  Distinction  between  the  two  lesions  is  difficult ;  but  in  gastric  ulcer- 
ation the  pain  usually  arises  within  an  hour  after  meals,  and  is  relieved  by 
vomiting  ;  in  duodenal  ulcer,  the  pain  often  reaches  its  acme  about  three  or  four 
hours  after  a  meal,  and  it  may  at  first  be  relieved  by  taking  food.  In  gastric  ulcer, 
the  greater  part  of  the  blood  which  escapes  is  likely  to  be  vomited  ;  in  duodenal, 
most  of  it  to  be  passed  per  anum.     Duodenal  ulceration  is  most  common  in 
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men.  The  symptoms  of  gastric  ulcer  are  much  more  common  in  women,  but 
it  has  been  shown  that  in  many  such  instances  no  actual  ulcer  can  be  found, 
the  blood  escaping  apparently  by  a  process  of  oozing  through  the  mucous 
membrane — a  condition  referred  to  by  Dr.  Hale  White  as  gastrostaxis. 

2.  Large  quantities  of  unaltered  or  but  slightly  altered  blood  may  be  due 
to  ulceration  of  the  small  intestine,  as  in  enteric  fever,  tuberculosis,  or  the 
peculiar  lesions  associated  with  chronic  interstitial  nephritis.  The  phenomena 
of  enteric  fever  need  not  be  detailed  at  length — initial  headache,  epistaxis,  and 
fever  ;  fullness  of  the  abdomen  and  possibly  diarrhoea,  rose  spots,  enlargement 
of  the  spleen ;  mental  dullness  or  delirium  ;  leucopenia,  and  Widal's  agglut- 
inative reaction  in  the  blood.  TuberctUous  ulceration  of  the  intestine  seldom, 
if  ever,  occurs  apart  from  tuberculosis  of  the  lungs,  and  it  is  a  rare  cause  of 
profuse  intestinal  haemorrhage.  It  is  associated  with  pain  and  tenderness  in 
the  abdomen,  and  with  emaciation  and  signs  of  pulmonary  disease. 

Chronic  Brigkt's  disease  may  be  associated  with  haemorrhage  from  the  bowel 
as  from  other  parts  of  the  body.  The  absence  of  other  causes,  such  as  ulceration  ; 
the  existence  of  high  blood-pressure  and  enlargement  of  the  left  ventricle,  the 
cardiac  impulse  being  displaced  outwards  and  downwards  :  polyuria  ;  and  the 
constant  or  occasional  appearance  of  albumin  and  renal  tube  casts  in  the  urine, 
with  weakness,  anaemia,  and  perhaps  epistaxis,  will  point  to  this  cause. 

Bleeding  into  the  pancreas  and  embolism  or  thrombosis  of  one  of  the  mesenteric 
vessels  may  both  lead  to  moderate  haemorrhage  from  the  bowel.  In  both  alike, 
there  will  be  symptoms  of  sudden  abdominal  pain  and  constipation,  with 
collapse,  closely  resembling  the  phenomena  of  intestinal  obstruction.  A  certain 
diagnosis  can  hardly  be  made  without  laparotomy.  Patients  who  suffer  from 
pancreatic  apoplexy  are  usually  fat.  Blocking  of  a  mesenteric  vessel  by  embolism 
is  most  likely  to  occur  in  sufferers  from  some  form  of  cardiac  disease,  especially 
malignant  or  ulcerative  endocarditis. 

A  good  deal  of  blood  may  be  passed  per  anum  in  some  cases  of  general 
hemorrhagic  conditions,  such  as  profound  anaemia,  leukaemia,  and  purpura  haemor- 
rhagica.  The  general  appearance  of  the  patient,  and  examination  of  the  blood, 
will  sufhce  to  distinguish  the  two  former ;  and  in  the  last  there  will  probably  be 
visible  haemorrhages  in  the  skin  and  bleeding  from  other  mucous  surfaces. 

In  the  peculiar  condition  known  as  Henoch's  purpura  there  occur  attacks 
of  colic,  constipation,  and  vomiting,  with  passage  of  blood  per  anum.  The 
symptoms  may  closely  simulate  intestinal  obstruction  or  intussusception,  and 
may  be  indistinguishable  from  mesenteric  embolism.  A  diagnosis  may  some- 
times be  made  when  other  phenomena  of  bleeding  are  present,  such  as  haemat- 
emesis,  haematuria,  petechiae  in  the  skin,  or  epistaxis,  or  by  concomitant 
affections  of  joints  (haemorrhagic  arthritis)  :  the  patient  is  generally  young  ; 
a  history  of  previous  attacks  may  also  be  obtained. 

The  possibility  of  the  rupture  of  an  aneurysm  into  the  stomach  or  bowel  may 
be  mentioned  for  the  sake  of  completeness  ;  a  diagnosis  can  only  be  made  by 
recognition  of  the  pulsating  aneurysmal  swelling,  and  the  condition  will  probably 
be  rapidly  fatal. 

In  infants,  considerable  quantities  of  blood  may  be  passed  per  anum  owing  to 
septic  infection  of  the  umbilical  cord,  the  haemorrhage  arising  either  from  an 
actual  ulcer  of  the  stomach  or  duodenum,  or  from  a  purpuric  condition  caused 
by  bacterial  toxaemia. 

3.  Hflemorrhage  of  moderate  degree  is  usually  associated  with  disease  of  the 
large  intestine,  though  occasionally  profuse  bleeding  may  occur  in  such  affections. 
The  blood  is  bright  in  colour  and  generally  mixed  with  mucus.  In  tropical 
dysentery  there  is  severe  tenesmus  and  great  frequency  of  defaecation  only 
blood-stained  mucus  in  small  quantities  being  passed  when  the  disease  is  well 
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established.  In  tilctrative  colitis,  which  appears  to  be  a  bacillary  dysentery 
of  temperate  climates,  there  are  the  same  diarrhcea,  frequency  of  defaeca- 
tioD,  and  wasting,  as  characterize  the  tropical  malady,  but  tenesmus  is  less 
marked  and  the  stools  are  usually  more  fxcal.  Some  cases  of  ulcerative 
colitis  closely  simulate  enteric  fever  ;  they  may  be  distinguished  by  absence 
of  Widal's  reactioQ,  and  by  recognitioQ  of  the  ulcers  in  the  lower  part  of  the 
large  bowel  by  means  of  the  sigmoidoscope. 

Examination  of  the  stools  in  cases  of  tropical  dysentery  may  reveal  the 
presence  of  the  Amaba  histolytica  [Fig.  iz).  This  large  organism  measures 
some  30  to  40  /I  in  diameter,  and  is  distinguished  (rom  the  harmless  A  maba  cali 
by  its  well-developed  clear  outer  layer  of  ectoplasm,  by  its  small  and  eccentric- 
ally placed  nucleus,  and  by  the  presence  of  ingested  blood -corpuscles  within  its 
substance.  In  bacillary  dysentery  the  pathogenic  organisms  belong  to  a  group 
of  closely  allied  bacteria  grouped  under  the  title  B.  dysenttria.  They  are  short, 
rod-shaped  bacteria,  with  rounded  ends,  somewhat  resembling  B.  typhosus,  but 
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non-motile.  These  bacilli  grow  on  ordinary  laboratory  media,  do  not  coagulate 
milk,  and  do  not  form  indol.  They  are  not  stained  by  Gram's  method.  The 
exact  bacteriology  of  ulcerative  colitis  is  undetermined. 

Malignant  disease  of  the  intestine  may  give  rise  to  some  degree  of  hemorrhage. 
In  a  typical  case  of  cancer  of  the  large  bowel,  an  elderly  person  has  suffered  from 
gradually  increasing  weakness,  wasting,  and  constipation.  Attacks  of  colicky 
pain  may  supervene,  and  some  enlargement  of  the  abdomen  may  be  noticed. 
Blood  may  be  present  in  the  motions  from  time  to  time,  but  is  not  often  a  marked 
feature  ;  rarely,  a  moderate  degree  of  hemorrhage  may  occur  Examination 
of  the  abdomen  may  reveal  vermicular  movements  of  the  hypertrophied  bowel, 
which  tend  to  pass  in  a  definite  direction  along  the  course  of  tlic  colon,  and  to 
cease  at  a  particular  point.  Here  a  definite  tumour  may  be  palpable  ;  but  as 
the  flexures  of  the  colon  are  favourite  seats  for  neoplasms,  it  often  happens 
that  the  growth  is  situated  deeply  in  the  pelvis  or  beneath  the  lower  ribs,  and 
cannot  be  felt.     There  is  little  or  no  fever  unless  there  are  extensive  secondary 
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deposits,  especially  in  the  liver.     Acute  intestinal  obstruction  may  finally  occur. 

As  contrasted  with  the  above,  non-malignant  ulceration  of  the  colon  is 
likely  to  have  a  more  marked  onset,  with  pain,  frequency  of  defaecation, 
and  loose  motions.  The  stools  often  contain  considerable  quantities  of  blood 
mixed  with  mucus.  The  bodily  temperature  is  raised,  often  to  a  high  degree 
(103°  F.),  pain  is  more  constant,  and  tenderness  may  be  elicited  all  along 
the  course  of  the  large  intestine.  Often  the  ulceration  extends  into  the  sigmoid 
flexure  of  the  colon,  and  may  be  visible  on  examination  with  the  sigmoidoscope. 

In  intussusception^  blood  and  mucus  are  passed  without  fsecal  matter  accom- 
panying them.  The  condition  is  commonest  in  infants  and  young  children. 
There  are  usually  symptoms  of  severe  illness,  with  screaming,  drawing  up  of  the 
legs,  frequent  pulse,  and  some  collapse ;  rarely  the  condition  may  be  encountered 
with  but  few  grave  signs  ;  a  rectal  examination  is  essential  in  case  the  intus- 
susceptum  may  be  felt  with  the  finger  ;  a  careful  palpation  of  the  abdomen 
will  usually  reveal  an  elongated  tumour,  which  may  sometimes  be  felt  to  harden 
and  relax  again  with  the  peristalsis  of  the  gut. 

In  infants,  simple  colitis  may  give  rise  to  the  appearance  of  blood  and  mucus 
in  the  motions,  but  there  is  generally  some  fsecal  material  passed  at  the.  same 
time,  which  is  not  the  case  in  intussusception  after  the  contents  of  the  colon 
below  the  intussusception  have  been  evacuated.  In  simple  colitis,  the  motions 
are  frequent  and  loose,  and  they  may  contain  mucus.  In  milder  cases  they 
may  be  green  and  sUmy,  but  in  the  more  severe  they  are  brownish  and 
very  offensive,  and  in  the  worst  cases  consist  of  little  more  than  a  dirty 
serous  discharge.  The  child's  temperature  will  probably  be  raised  ;  the 
pulse  is  frequent,  and  there  may  be  vomiting.  A  collapsed  condition  may 
occur  at  a  late  period  of  this  malady — rarely,  in  acute  choleraic  cases  it  may 
ensue  within  the  first  twenty-four  hours.  In  intussusception,  on  the  other  hand, 
collapse  usually  occurs  quickly  ;  and  there  is  absolute  constipation,  with  passage 
only  of  a  small  amount  of  blood-stained  mucus.  The  only  cases  which  can  give 
rise  to  a  difficulty  of  diagnosis  are  the  rare  instances  in  which  intussusception  is 
present  without  severe  symptoms  ;  and  here  a  rectal  examination  will  probably 
reveal  the  true  condition  of  affairs.  By  means  of  rectal  examination  in  an 
infant  a  considerable  area  of  the  abdomen  can  be  investigated,  especially  if  an 
anaesthetic  be  administered.  In  all  cases  of  doubt  in  intestinal  affections 
accompanied  by  bleeding,  this  procedure  is  urgently  demanded. 

The  intense  diarrhoea  accompanying  arsenical  poisoning  may  be  accompanied 
by  the  passage  of  traces  of  blood  and  mucus.  The  condition  will  be  distinguished 
by  its  rapid  onset,  some  half-hour  or  so  after  a  meal,  by  the  epigastric  pain, 
tenderness,  and  vomiting,  followed  by  collapse,  with  rapid  irregular  pulse,  and 
clammy  skin.  A  chemical  examination  of  the  vomited  matters  should  be  made 
in  suspected  cases,  either  by  Reinsch's  or  Marsh's  test. 

Traces  of  blood  smeared  over  the  motions  are  suggestive  of  piles^  which 
may  be  seen  on  ins|>ection  if  external,  and  felt  by  the  examining  finger  if 
internal  to  the  sphincter.  Occasionally  a  sharp  attack  of  bleeding  may  occur 
from  this  cause,  if  a  varix  be  ruptured.  The  condition  is  usually  accompanied 
by  a  sense  of  fullness,  weight,  and  even  pain  in  the  rectum,  and  the  patient 
may  be  conscious  of  "  something  coming  down  "  and  having  to  be  replaced 
after  defalcation. 

Some  amount  of  blood  may  arise  from  an  anal  fistula,  which  may  also  lead  to 
a  discharge  of  mucus  and  of  pus.  Inspection  and  digital  examination  will  readily 
discover  this  affection,  the  external  opening  of  the  fistula  being  close  to  the 
margin  of  the  anus,  the  internal  often  just  above  the  border  of  the  sphincter. 

Cancer  of  the  rectum  does  not  usually  give  rise  to  much  haemorrhage,  but  traces 
of  blood  may  be  passed  from  time  to  time,  and  sometimes  a  sanious  discharge 
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occurs.  The  main  symptoms  are  usually  wasting  and  cachexia,  gradually 
increasing  difficulty  in  delxcation  ;  and  rarely,  alteration  in  the  size  aad  shape 
of  the  fxcal  masses,  which  may  be  thin  or  ribbon-like.  Pain  in  the  sacral  region 
generally  occurs  at  some  period  of  the  disease,  and  it  may  radiate  down  the 
thighs.  The  growth  may  be  seen  by  means  of  the  speculum  or  sigmoidoscope, 
and  also  felt  by  the  examining  finger. 

Rectal  polypi  are  common  in  children,  and  may  rarely  be  encountered  in 
adults.  They  give  rise  to  frequent  bleeding,  which  may  occasionally  be 
considerable  in  amount.  The  patient  may  be  conscious  of  something  present 
in  the  rectum  giving  rise  to  a  sensation  of  fullness  and  frequent  desire  to 
defxcate.  Digital  examination  will  reveal  the  existence  of  a  pedunculated 
tnmour.  or  rarely  of  multiple  tumours.  Occasionally  a  polypus  may  protrude 
at  the  anus  after  defxcatjan. 

Another  condition  affecting  the  rectum  which  may  be  signalized  by  free 
bleeding  is  that  of  papillonut  or  vitlous  tumofir.  The  symptoms  will  closely 
resemble  those  described  under  rectal  polypi,  but  the  blood  is  likely  to  appear 
in  larger  quantities.  Digital  examination  may  discover  a  soft,  velvety  patch 
on  the.  rectal  wall,  and  the  examining  finger  will  be  withdrawn  coveted  with 
blood.  The  growth  may  be  seen  by  means  of  a  speculum  as  a  soft,  vascular 
mass,  bleeding  on  the  slightest  touch.  The  condition  is  uncommon.  It  is 
Ukely  to  occur  at  an  earlier  age  than  cancer,  but  the  latter  is  not  unknown  in 
persons  under  20  years  of  age. 

Simple  prolapse  of  the  anal  mucosa  will  lead  to  slight  ha-morrhage.  The 
condition  is  often  seen  in  children,  and  may  be  recognized  on  inspection  of  the 
anus,  when  a  red  globular  swclUng  of  everted  mucous  membrane  is  visible. 
Adults  wdl  be  conscious  of  having  to  push  the  part  back  after  passing  a  motion. 
Such  prolapse  often  accompanies  piles. 

UUeralion  0/  the  reclum.  of  venereal  origin,  occurs  chiefly  in  women.  Bleeding 
i  s  not  usually  a  very  marked  feature,  but  attacks  of  lucmorthage  may  take  place. 
The  condition  is  recognizable  by 
digital  examination,  and  by  inspec- 
tion through  a  recta!  speculum  or 
the  sigmoidoscope.  The  ulceration 
usually  extends  right  down  to  the 
anus,  whereas  there  is  nearly  always 
an  interval  of  normal  mucosa  be- 
tween the  anus  and  an  ulcerating 
cancer  of  the  rectum. 

The  parasite  called  Bitharzia 
hamatobia  may  occur  in  the  rectum, 
though  less  (requcnlly  here  than  in 
the  bladder.     Its  presence  giv 


the  passage  of  mucus  and  blood 


There  may  be  discom- 
lori  m  the  tectum  and  frequency  of 
deffcation.     infection  is  contracted 

abroad,  especially  in  Egypt— a  (act  which  may  lead  to  a  suspicion  of  the  presence 
of  the  affection  in  patients  who  have  resided  out  of  England  Diagnosis  can 
only  be  made  by  finding  the  ova  of  the  parasite  in  the  isxes.  Their  well-known 
shape — oval  with  a  pointed  spike  at  one  end,  or  rarely  at  the  side  (Fig.  ij) — 
renders  them  unmistakeable  objects  under  the  microscope. 

In  children  the  presence  of  thread-worms  {Oxyutis  vermiculatis)  in  the  rectum 
may  lead  to  the  discharge  of  small  amounts  of  mucus  coloured  by  a  trace  of 
bioi>d.    The  worms  will  be  readily  seen  on  inspection  of  the  child's  motions.    They 
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i  the  term 
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of  any  bleeding  from  the  sams  : 
One  of  the  simplest  methods  c 


applied  to  the  presence  of  i 
traces  of  blood  in  the 
revealed  only  by  chemical  or  micro- 
scopical examination.  It  may  occui 
in  any  lesion  of  the  alimentary  caiud 
in  which  there  is  breach  of  surface, 
as  in  ulcer,  cancer,  or  severe  inflam- 
mation. Such  haemorrhage  will  also 
be  present  constantly  in  cases  of 
infection  with  the  parasitic  worm 
AnhylostomuiK  duodenale  (Fig.  14). 
This  condition,  which  is  met  with  in 
persons  who  have  worked  in  mines  or 
tunnels,  leads  to  profound  aoamia ; 
and  the  ova  of  the  worms  may  be  found 
in  the  fxces  by  microscopical  exam- 
ination (Figs,  r^and  16).  The  tests 
for  occult  bleeding  may  be  applied  in 
cases  of  difficulty  when  there  is 
'^^    ,         reason  to  suspect  ulceration   or  can- 

powt^      ''*   administered   for   a   day   or   two 

before   the    test    is    made,    lest    the 

French.)      hxmoglobin  present  in   them   should 

vitiate    the    results.      The  existence 

list  also  be  excluded. 

detecting  occult  tuemonhage  is  to  rub  up 


fig.  ,^-A-ir''""""'". 
saga.  Noli  the  amre  i 
diifar  (x    «).     (Hy   ptin 
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some  of  the  faeces  with  water,  acidify  with  strong  acetic  acid,  and  then  shake 
out  with  about   J   volume  of  ether :   the  latter  extracts  the  hacmatin,  and  the 
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characteristic  bands  may  be  detected  in  the  ethereal  extract  by  means  of  the 
spectroscope  (sec  Figs.  20  and  21). 


SPECTRAL    ABSORPTION     BANDS. 
D  E  F 


i^/V".   17. — Oxyhemoglobin. 


/'/>•.  18.— Reduced  hsemoglobin. 


^'JT  »Q- — Car!)oxyh«moKlobin. 


Fij^.  20.  —  Harmatin  in  alkaline  .solution. 


/'/'j^.  21.  — Aii»l  hzniatin. 


/•Vjf.  22.  — Methzmoglobin. 


/•■/]if.   33. — Urobilin. 

\V.  Cecil  Bosanquet. 

BLOOD -PRESSURE  (ABNORMAL). —  Blood -pressure  cannot  be  gauged 
accurately  with  the  finger  ;  when  instruments  of  precision  are  used  to  verify 
opinions  expressed  as  the  result  of  merely  feeling  the  pulse,  it  is  astounding 
how  erroneous  digital  impressions  of  pulse-tension  and  blood -pressure  are  found 
to  be.  They  may  be  more  than  100  mm.  Hg  out ;  and  it  is  most  important  not 
to  diagnose  an  abnormahty  of  blood-pressure  until  the  latter  has  been  accurately 
measured  instnimentally.  There  are  four  main  kinds  of  blood-pressure,  namely, 
maximum  sjrstolic  systemic  arterial  pressure  ;  minimum  arterial  blood -pressure  ; 
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mean  arterial  blood -pressure  ;  and  venous  blood-pressure.  Instruments  have 
been  devised  for  measuring  all  of  these,  but  for  clinical  purposes  the  only  variety 
which  is  really  important  is  the  maximum  systemic  arterial  blood-pressure.  This 
may  be  either  abnormally  low  or  (^normally  high,  but  no  stress  should  be  put 
upon  any  but  considerable  departures  from  the  normal.  Healthy  individuals 
who  have  not  been  kept  in  bed,  have  an  average  pressure  in  early  adult  Hfe  of 
1 20  to  130  mm.  Hg.  Children  have  less  than  this,  though  at  this  early  age  it 
very  seldom  happens  that  anything  is  to  be  learned  by  measuring  the  blood- 
pressure.  As  years  advance,  the  blood-pressure  tends  normally  to  rise,  so  that  in 
a  person  of  fifty  or  sixty,  a  reading  of  150  or  160  mm.  Hg,  or  thereabouts,  which 
in  a  younger  person  would  indicate  disease,  would  be  normal.. 

Abnormally  high  blood-pressure  may  reach  figures  such  as  320  mm.  Hg, 
and  anything  from  170  mm.  Hg  upwards  is  essentially  abnormal,  whatever  the 
age  of  the  patient.  It  nearly  always  indicates  rigidity  of  the  vessels  as  the 
result  of  arteriosclerosis y  and  it  is  very  often  associated  with  renal  degeneration, 
which,  as  time  goes  on,  ultimately  becomes  red  granular  contracted  kidney. 
Curiously  enough,  and  contrary  to  what  might  be  expected,  the  maximum 
systolic  blood-pressure  is  higher  than  normal  in  cases  of  heart  failure  such  as 
result  from  mitral  stenosis,  even  when  the  pulse  is  so  irregular  and  feeble  that 
it  can  only  be  felt  with  certain  beats,  and  when  one  would  have  thought  that 
there  must  be  a  fall  in  the  blood-pressure  ;  the  cause  for  the  rise  in  such  cases 
is  probably  the  partial  asphyxia  acting  upon  the  vasomotor  centre.  Provided 
the  fact  is  borne  in  mind,  httle  difficulty  in  diagnosis  will  arise  from  it.  The 
chief  importance  of  high  blood-pressure  is  in  diagnosing  arterial  or  renal  degenera- 
tion, with  consequent  tendency  to  apoplexy,  in  patients  in  whom  there  may  not 
be  any  other  very  obvious  signs  of  disease.  It  should  be  remembered,  however, 
that  any  patient  who  is  kept  at  rest  in  bed,  tends  to  have  a  diminution  in  the 
blood-pressure,  and  this  applies  to  arteriosclerotic  patients  as  well  as  others. 
Indeed,  a  person  may  have  a  blood -pressure  of  250  mm.  Hg  or  more  when  up 
and  about,  and  yet  when  he  is  kept  in  bed  the  pressure  may  fall  to  150  mm.  Hg, 
to  rise  again  when  the  patient  returns  to  active  Ufe.  Prolongation  of  the  first 
sound  at  the  impulse  or  a  ringing  accentuation  of  the  aortic  second  sound,  may 
sometimes  serve  to  indicate  that  there  is  a  high  blood-pressure  when  no 
instrument  is  at  hand  to  verify  the  fact. 

A  clinical  fact  which  may  sometimes- prove  helpful  is,  that  cases  of  melancholia 
have  abnormally  high  blood-pressures,  and  that  when  the  melanchoha  begins  to 
improve,  the  pressure  falls,  and  may  return  to  normal  when  the  patient  recovers 
from  the  mental  symptoms. 

Abnormally  low  blood-pressures  may  be  observed  in  many  different  cir- 
cumstances associated  with  asthenia,  but  without  renal  or  arterial  degeneration. 
In  itself  a  low  maximum  systemic  blood-pressure  is  seldom  of  diagnostic  sig- 
nificance excepting  in  Addison's  disease.  In  a  case  in  which  the  degree  of 
pigmentation  of  the  skin  or  of  mucous  membranes  may  leave  it  still  in  doubt  as 
to  whether  Addison's  disease  is  the  diagnosis  or  not,  the  discovery  of  a  blood- 
pressure  so  low  as  80  mm.  Hg  would  be  confirmative  of  the  diagnosis,  although 
there  are  cases  of  Addison's  disease  in  which  the  blood-pressure  may  be  no  lower 
than  no  mm.  Hg.  Herbert  French. 

Boils. — (See  pustules.) 

BORBORYGBII  are  gurgling  noises  in  the  abdomen  produced  by  peristaltic 
movements  of  the  bowel  acting  upon  their  mixed  gaseous  and  fluid  contents. 
They  are  probably  more  frequent  in  the  small  intestine  than  elsewhere  ;  but 
they  may  sometimes  be  gastric  or  colonic.     With  the  stethoscope  appUed  to 
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the  abdomen,  they  may  be  heard  in  all  normal  persons,  varying  in  intensity  at 
different  times  of  the  day  according  to  the  different  phases  of  digestion.  When 
a  meal  has  been  taken  after  a  period  of  fasting,  the  passage  of  the  intestinal 
contents  through  the  ileocaecal  valve  may  be  heard  distinctly  with  the  stethoscope 
placed  over  the  right  ihac  fossa  some  six  or  eight  hours  after  the  meal  ;  but  it 
is  seldom  possible  to  decide  what  precise  portion  of  the  bowel  is  responsible  for 
the  production  of  borborygmi  heard  elsewhere. 

Normally,  these  sounds  should  not  be  audible  either  to  the  patient  or  to  other 
persons ;  but  occasionally  even  in  health  they  may  be  heard  quite  loudly.  In 
some  individuals  indeed,  especially  in  women,  the  sounds  become  annoyingly 
obtrusive,  and  they  may  even  acquire  a  pathological  degree.  It  may  be  very 
difficult,  however,  to  decide  exactly  as  to  their  cause  ;  sometimes  the  patient 
seems  to  be  otherwise  perfectly  healthy,  so  that  they  might  be  called  a  normal 
abnormahty  in  such  a  case.  More  often  there  is  more  or  less  evidence  of 
functional  nerve  disorder  or  hysteria,  so  that  the  borborygmi  may  be  due  to 
functional  errors  in  the  intestinal  peristalsis  or  in  the  secretions  within  the  bowel. 
They  may  be  associated  with  Flatulence  (^.v.),  though  this  is  by  no  means 
necessarily  the  case.  When  there  is  excess  of  gas  in  the  ahmentary  canal, 
obser\'ation  of  the  patient  may  detect  air-swallowing  ;  intestinal  putrefaction 
is  said  to  be  indicated  by  the  presence  of  excess  of  indican  in  the  urine,  or  by 
there  being  a  high  ratio  of  organic  to  inorganic  urinary  sulphates  ;  fermentation 
of  carbohydrate  is  suggested  when  there  is  no  evidence  of  air-swallowing,  when 
the  urine  analyses  do  not  confirm  any  suspicion  of  proteid  putrefaction,  and 
when  the  borborygmi  are  increased  by  the  giving  of  carbohydrate  foods. 

The  absence  of  borbor^-gmi  may  sometimes  be  a  sign  of  clinical  importance, 
for  one  of  the  first  effects  of  peritonitis  is  to  inhibit  the  peristaltic  movements 
of  the  bowel  ;  in  the  absence  of  peristalsis  borborygmi  cannot  be  produced,  and 
therefore,  in  a  case  suspected  to  be  one  of  peritonitis,  the  presence  of  well-marked 
borborygmi  upon  auscultation  of  the  abdomen  is  an  argument  against  there 
being  general  peritonitis,  whilst  complete  silence  of  the  abdomen  is  in  favour  of 
this  diagnosis. 

Borbor>'gmi  may  be  increased  in  asphyxial  conditions,  so  that  they  may 
be  a  ver>'  marked  symptom  in  cases  of  heart  failure  with  cyanosis. 

Herbert  French. 

BRADYCARDIA,  or  undue  slowness  of  the  pulse-rate,  is  not  incompatible 
with  health,  some  individuals  having  a  normal  pulse-rate  of  50  per  minute, 
whilst  in  a  few  it  does  not  exceed  40  or  even  30  per  minute.  Occasionally 
bradycardia  of  this  kind  is  found  in  more  than  one  member  of  the  same  family. 

It  is  important  to  auscultate  the  heart  in  order  to  exclude  the  possibility 
of  the  rate  of  the  pulse  as  felt  at  the  wrist  not  being  the  same  as  the  rate  of  the 
heart-l>eat ;  it  sometimes  happens,  particularly  when  there  is  mitral  stenosis, 
that  by  no  means  every  pulse  wave  becomes  palpable  at  the  wrist,  and  the  rate 
may  then  seem  to  be  slow  when  perhaps  in  reality  it  is  twice  the  apparent  rate. 

Absolute  slowness  of  the  pulse-beat,  as  distinct  from  its  relative  slowness 
in  proportion  to  the  pyrexia,  is  best  seen  in  that  symptom-complex  which 
has  been  termed  Stokes-Adams'  disease,  the  phenomena  of  which  are  attacks 
of  unconsciousness  associated  with  one  or  several  epileptiform  convulsions, 
coma,  stertor,  and  cyanosis,  the  rate  of  the  heart-beat  being  found  to  have 
dropped  to  a  half  or  even  to  less  than  half  of  that  which  is  natural.  These 
s>-raptoms  are  due  to  difficulty  in  the  transmission  of  the  contraction-stimulus 
from  the  auricle  to  the  ventricle  along  the  auriculo-ventricular  bundle  of  His. 
The  inhibitory  factor  is  not  the  same  in  all  cases,  but  is  very  often  associated 
with  arteriosclerosis  and  degenerative  changes  in  the  bundle  of  His,  together 
with  mvocardial  degeneration  and  atheroma  of  the  coronary  arteries  ;  less 
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often  it  is  due  to  syphilis  of  the  bundle  of  His  or  to  destruction  of  that  bundle 
by  a  gumma,  sarcoma,  or  carcinoma.  The  diagnosis  is  apt  to  be  that  of  epilepsy 
until  the  fact  has  been  established  that  the  pulse-rate  falls  during  an  attack  to 
about  half  the  normal ;  but  when  this  observation  has  been  made,  the  difference 
between  Stokes- Adams'  disease  and  ordinary  epilepsy  is  clear. 

Increased  intracranial  pressure  is  another  cause  for  bradycardia ;  it  may 
thus  be  observed  in  cases  of  cerebral  haemorrhage,  cerebral  tumour,  cerebral 
abscess,  and  in  the  early  stages  of  tuberculous  meningitis-;  but  in  other  forms 
of  meningitis  and  in  the  later  stages  of  tuberculous  meningitis  the  initial 
bradycardia  changes  to  tachycardia.  If  in  a  given  case  there  is  otitis  media 
or  some  other  local  infective  focus  which  might  produce  a  cerebral  abscess,  the 
occurrence  of  pyrexia  with  a  pulse-rate  of  50,  55,  or  60  per  minute  is  an  argument 
in  favour  of  intracranial  abscess ;  for  the  other  complications  of  otitis  media, 
especially  lateral  sinus  thrombosis,  mastoid  abscess,  or  suppurative  meningitis, 
produce  a  rapid  pulse-rate  instead  of  a  slow  one  ;  the  reverse  is  not  true,  that 
is  to  say,  it  is  not  possible  to  exclude  cerebral  abscess  merely  on  the  ground 
that  there  is  no  bradycardia.  Cerebral  tumour  can  generally  be  distinguished 
from  cerebral  abscess  by  the  greater  length  of  the  history,  the  more  pronounced 
optic  neuritis ;  or  by  the  absence  of  predisposing  cause  to  cerebral  abscess,  for 
instance  otitis  media,  or  bronchiectasis ;  whilst  cerebral  haemorrhage  is  much 
more  rapid  in  its  onset,  is  less  likely  to  have  marked  optic  neuritis,  and  if  there 
is  pyrexia  it  is  apt  to  be  extreme,  reaching  the  level  of  hyperpyrexia  ;  generally 
the  patient  is  an  elderly  man  who  has  either  high  blood-pressure,  albuminuria, 
or  other  evidence  of  degenerated  arteries  or  granular  kidneys. 

Myxoedema  is  a  disease  in  which  the  pulse-rate  is  not  fast,  but  in  which  it 
seldom  becomes  absolutely  slow. 

Certain  drugs  are  apt  to  slow  the  heart  very  markedly  when  they  have -been 
administered  in  full  doses  over  a  long  period  ;  amongst  these  the  two  most 
important  are  digitalis  and  strophanthus,  while  sodium  salicylate  also  is  likely 
to  have  a  similar  effect :  the  diagnosis  will  depend  upon  the  knowledge  of  the 
medicine  the  patient  is  taking. 

Jaundice  is  generally  stated  to  be  a  cause  for  marked  slowing  of  the  pulse- 
rate  :  it  is  true  that  the  artificial  introduction  of  bile  salts  and  pigments  into  the 
circulation  in  animals  slows  the  heart,  but  clinically  in  man  it  is  rare  to  find 
jaundice  and  absolute  bradycardia  associated.  Herbert  French. 

BREATH,  FOULNESS  OF  THE.— This  is  due  to  one  or  other  of  four  main 
groups  of  conditions,  namely,  septic  and  putrefactive  changes  wdthin  the  mouth 
or  nose  ;  septic  or  putrefactive  changes  within  the  lungs  ;  the  ingestion  of 
certain  substances  such  as  tobacco  smoke,  garlic  or  onions,  whoso^roducts  are 
excreted  by  the  lungs  or  saliva  ;  and  severe  toxic  conditions,  especially  those 
affecting  the  alimentary  canal  or  peritoneum. 

When  the  foulness  of  the  breath  is  not  habitual,  but  occurs  as  the  result  of  a 
recent  illness,  there  will  be  symptoms  of  the  latter  which  point  to  the  diagnosis 
quite  apart  from  the  condition  of  the  breath  ;  so  that  one  need  not  do  more  than 
indicate  as  possible  causes  of  the  symptom  such  things  as  typhoid  fever,  general 
peritonitis,  post-puerperal  sepsis,  intestinal  obstruction,  and  a  host  of  other 
conditions  of  this  kind  in  which,  even  though  the  mouth  be  clean,  there  may  be 
foulness  of  the  breath,  such  tendency  to  foulness  being  greatly  exaggerated  if 
sordes  have  been  allowed  to  collect. 

Foulness  of  the  breath  due  to  the  ingestion  of  foodstuffs  such  as  onions  or 
garlic,  is  familiar  enough,  and  it  only  remains  to  add  that  there  are  certain  drugs, 
for  instance  guaiacol,  which  may  produce  a  similar  symptom  without  the  patient's 
friends  realizing  why  the  breath  should  be  so  tainted. 
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Foulness  of  the  breath  due  to  lung  conditions  will  nearly  always  be  indicated 
cither  by  the  abundant  and  putrid  sputum,  or  by  the  abnormal  physical  signs 
in  the  thorax.  The  condition  may  be  due  to  phthisis  with  secondary  infection  of 
the  cavities  by  pyogenic  organisms,  fceiid  bronchitis,  bronchiectasis,  gangrene  of  the 
lungs,  empyema  or  other  abscess  which  has  ruptured  into  the  lung.  The  only 
cases  which  give  rise  to  difficulty  in  the  differential  diagnosis,  are  those  in  which 
an  empyema  has  been  situated  deeply,  for  instance  between  the  lower  lobe  and 
the  diaphragm,  or  between  two  lobes,  without  reaching  the  surface  ;  in  such  a 
case  there  may  be  absollHely  no  abnormal  physical  signs,  and  the  diagnosis  has 
to  be  made  from  the  symptoms  and  history.  The  patient  has  generally  had 
some  obscure  febrile  illness,  possibly  with  cough,  but  without  much  expectora- 
tion, until  one  day,  after  a  particularly  severe  bout  of  coughing,  a  large  quantity 
of  pus — perhaps  a  teacupful  or  even  more — has  suddenly  been  brought  up  at 
one  time,  since  when,  at  intervals  of  hours  or  days,  there  has  been  similar 
expectoration  of  large  quantities  of  putrid  pus.  This  condition  of  deep-seated 
empyema  without  abnormal  physical  signs  most  resembles  bronchiectasis  or 
bronchiolectasis,  but  is  distinguished  by  the  sudden  way  in  which  the  first 
large  quantity  of  purulent  expectoration  came  on.  In  both  cases  there  may  be 
clubbing  of  the  fingers ;  and  in  both,  the  sputum  contains  pus  corpuscles,  and 
pyogenic  and  non-pyogenic  micro-organisms  other  than  tubercle  bacilU,  but 
no  elastic  fibres  indicative  of  lung  destruction. 

Gangrene  of  the  lung  produces  an  unmistakable  stench  of  the  worst  kind  ;  if 
any  doubt  remains  as  to  the  diagnosis,  the  detection  of  abundant  elastic  fibres 
in  the  sputum,  after  boiling  with  caustic  soda  to  destroy  the  other  tissue  elements 
present,  will  clinch  the  diagnosis. 

Phthisis  with  cavitation  may  produce  foulness  of  the  sputum,  but  hardly  ever 
the  stench  of  gangrene,  unless  gangrene  has  supervened.  It  is  distinguished  from 
bronchiectasis  and  from  hidden  empyema  by  the  discovery  of  tubercle  bacilli 
in  the  sputum.  The  chief  difficulty  in  the  diagnosis  arises  when  the  tuberculous 
part  of  the  malady  has  ceased,  the  cavities  formerly  excavated  by  the  tuber- 
culous process  being  now  occupied  only  by  pyogenic  organisms  that  have 
secondarily  infected  them. 

None  of  the  above  conditions  need  be  considered  at  all  in  arriving  at  the 
diagnosis  of  the  cause  of  foulness  of  the  breath  in  many  cases,  inspection  of  the 
mouth  at  once  indicating  the  nature  of  the  trouble  in  the  form  of  tartar,  septic 
gums,  carious  teeth  with  decomposing  food  particles  in  them,  pyorrhoea  alveolaris, 
or  even  more  extensive  stomatitis,  the  different  v^arieties  of  which  are  dealt  with 
under  that  heading ;  or  it  may  be  that  the  nose  or  throat  is  at  fault  rather  than 
the  mouth,  necrosis  of  the  nasal  bones,  purulent  hypertrophic  or  atrophic  rhinitis, 
oziBna,  septic  tonsillitis  or  other  varieties  of  Sore  Throat  [q.v.],  with  more  or  less 
extensive  inflammation  of  the  tonsils,  fauces,  or  pharynx,  being  generally  obvious 
on  inspection,  or  on  bacteriological  examination  for  the  Klebs-Loffler  bacilli  of 
diphtheria,  or  the  fusiform  bacilU  and  spirilla  of  Vincent's  angina  {Plate  XII, 
Fig.  M).  Some  of  the  worst  cases  of  foulness  of  the  breath  are  to  be  met  with 
when  there  is  inoperable  squamous-celled  carcinoma  of  the  mouth  or  tongue. 

It  is  only  when  all  such  local  conditions  have  been  excluded,  and  when  there 
is  no  acute  illness  nor  any  lesion  of  the  lungs,  that  one  can  attribute  foulness  of 
the  breath  to  that  ill-defined  malady  dyspepsia.  It  is  sometimes  very  difficult 
to  find  out  why  the  patient's  breath  is  not  sweet,  and  indeed  there  are  some 
persons  in  whom  all  the  functions  of  the  body  seem  to  be  perfectly  good,  and  the 
mouth  perfectly  clean,  and  yet  the  breath  is  foul.  If  there  are  any  symptoms  of 
gastro-intestinal  disorder,  especially  flatulence  or  constipation,  one  is  inclined 
to  attribute'  the  condition  of  the  breath  to  the  stomach  or  the  bowels  ;  but 
when  there  are  no  symptoms  of  any  error  in  these,  it  is  more  than  likely  that 
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the  trouble  is  due  to  some  local  condition  which  has  not  been  discovered  upon 
ordinary  inspection,  particularly  the  accumulation  and  putrefaction  of  food 
particles  between  the  teeth,  where  they  may  become  impacted  even  in  persons 
who  vigorously  use  both  tooth-brush  and  mouth- wash  daily.  Herbert  French. 

BREATH,  SHORTNESS  OP.— This  is  a  very  common  complaint  which,  in 
our  opinion,  should  be  differentiated  carefully  from  difficulty  of  breathing,  the 
latter  term  being  reserved  entirely  for  cases  of  obstruction  in  the  main  air- 
passage,  the  larynx,  and  trachea — using  it  as  a  laryngological  expression  in  fact 
— diphtheria,  growths,  and,  very  much  more  rarely,  pressure  from  without  being 
the  main  causes. 

Shortness  of  breath  is,  in  the  patient's  mind,  a  conscious  quickening  of  the 
respiratory  movements  to  supply  a  conscious  need  of  air.  The  following  are 
the  chief  causes  of  the  symptom  : — 

Increased  Need  for  Oxygen. — Fevers  and  other  septic  processes  inducing  exces- 
sive oxygen  requirements.     Exercise  in  health.     Temporary  shortness  of  breath. 

Diminished  Supply  of  Oxygen. — (i)  Blood  conditions  in  which  the  red  corpuscles 
cannot  carry  a  sufficient  charge,  or  do  not  yield  up  their  supply  with  sufficient 
ease  ;  (2)  Cardiac  conditions  of  inefficiency  of  circulation  ;  (3)  Pulmonary  con- 
ditions of  diminished  surface  of  contact,  or  ease  in  contact,  of  air  and  blood  in 
alveoli  ;  (4)  Atmospheric  conditions  of  diminished  partial  oxygen  pressure  in 
the  alveoli  of  the  lung  ;  (5)  Deformities  of  the  chest  mechanically  preventing  the 
expansion  of  the  lung.  The  diagnosis  of  these  conditions  is  not  diflftcult  when 
once  attention  is  drawn  to  the  possibility  of  their  occurrence,  but  we  must 
briefly  advert  to  each  of  them  to  indicate  the  guides  to  the  cause  in  a  case  not 
at  once  obvious. 

Fevers  and  Septic  Conditions. — The  thermometer  and  the  obvious  illness  of  the 
patient  will  generally  give  snfi&cient  indication  of  these  ;  nor  indeed  is  shortness 
of  breath  a  common  complaint  in  such  patients,  their  minds  being  filled  with 
other  ideas. 

Exercise  in  Healtli. — Here  it  is  necessary  to  be  sure  of  the  health ;  it  may, 
or  may  not  be,  that  the  person  is  merely  out  of  condition,  and  undertakes 
exercise  which  only  a  trained  athlete  can  properly  perform.  The  only  way  to 
avoid  mistakes  is  to  ask.  Does  the  shortness  of  breath  soon  disappear  ?  and  then 
to  make  a  careful  examination  of  the  patient  to  see  if  any  of  the  undermentioned 
causes  are  at  work. 

1 .  Blood  Conditions. — These  include  :  (i)  Simple  loss  of  blood  ;  (ii)  Anaemia 
simplex  ;  (iii)  Anaemia,  severe  or  pernicious  ;  (iv)  Folycythaemia  ;  (v)  Some 
pathological  constituent,  as  in  diabetes,  uraemia.  Graves'  disease,  etc. ;  (vi)  All 
forms  of  leukaemia. 

The  actual  laboratory  diagnosis  of  the  blood  condition  is  simple  enough  if  we 
decide  to  have  it  examined.  The  points  that  may  lead  us  to  have  this  done 
would  naturally  come  in  the  following  order.  A  history  of  loss  of  blood  is  pretty 
sure  to  be  volunteered — piles,  excessive  menstruation,  obvious  trauma,  loss  at 
parturition,  etc.  ;  suspicion  is  very  likely  to  be  aroused  by  the  colour  of  the 
patient's  face,  especially  when  coupled  with  a  primary  complaint  of  shortness  of 
breath.  Diabetes  and  uresmia  are  likely  to  show  other  signs,  and  the  urine  will 
give  the  clue  to  the  diagnosis ;  but  great  caution  is  required  never  to  omit  to  have 
the  blood  examined  if  the  cause  of  a  shortness  of  breath  is  not  apparent  on  simple 
physical  examination  ;  indeed,  one  must  go  farther,  and  say  if  some  easily  diag- 
nosable  condition  is  not  present ;  for  it  must  be  remembered  that  blood  conditions 
are  the  very  ones  to  be  the  exciting  cause  of  cardiac  inefficiency,  which  by  itself 
is  often  hard  to  diagnose  if  there  be  no  obvious  bruit  or  irregularity  in  rhythm. 

2.  Cardiac  Conditions. — Inefficiency  in  circulation.    These  include :  (i)  Valvular 
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disease    (acute    and   chronic)  ;    (ii)  Muscular   weakness    (fatty,  fibrosis,    etc.)  ; 
(iii)  Nerve  conditions  (arrhythmia  ?)  ;   (iv)  Pericarditis  and  pericardial  effusion. 

i.  Valvular  disease. — If  a  bruit  be  present,  it  may  fairly  be  assumed  that  the 
heart  is  a  factor  in  causing  shortness  of  breath,  but  unless  some  other  tell-tale 
sign  be  present  it  must  not  be  assumed  that  it  is  the  only  factor,  for  it  is  very 
common  to  find  patients  with  bruits  who  will  not  confess  to  shortness  of  breath. 

ii.  Muscular  Weakness. — We  cannot  under  the  present  heading  give  all  the 
points  in  connection  with  "  morbus  cordis  sine  murmure  "  ;  it  must,  however,  be 
stated  that  a  diminution  in  the  muscular  energy  of  the  heart  is  a  most  important 
contributory  factor  in  producing  shortness  of  breath  in  all  pathological  conditions 
of  the  blood,  including  renal  affections  and  diabetes,  in  convalescence  from  acute 
disease,  and  in  acute  pericardial  affections ;  it  is,  perhaps,  the  commonest  cause 
of  all  of  shortness  of  breath.  Want  of  tone  in  the  sounds,  likeness  of  the  first 
to  the  second  sound,  and  irregularities  in  rhythm,  are  the  principal  points  to 
look  for.  The  urine  should  be  examined  with  care,  both  for  albumin  and  tube- 
casts  :  the  ophthalmoscope  should  be  used  in  the  detection  of  albuminuric 
retinitis;  and  it  is  often  wise  to  measure  the  systemic  blood-pressure  to  find 
out  whether  it  is  greatly  above  the  normal  or  not. 

iii.  Nerve  Conditions. — Local  pressure  on  the  nerves  may  cause  cardiac  arrhyth- 
mia and  breathlessness,  but  these  will  have  other  signs  and  symptoms  easily 
discoverable ;  general  nervousness  and  neurasthenia  are  often  characterized  by 
shortness  of  breath  on  exertion  or  excitement,  there  being  frequency  of  the  beat 
without  any  arrhythmia. 

iv.  Pericardial  Diseases. — A  differential  diagnosis  between  these  and  a  hyper- 
trophy or  dilatation  of  the  ventricles  may  be  demanded  for  other  reasons,  but 
qud  shortness  of  breath,  there  is  no  difficulty  in  determining  that  either  cardiac 
or  pericardial  trouble  is  the  cause. 

3.  Pulmonary  Conditions. — These,  again,  will  be  fairly  obvious  on  proper  exami- 
nation, including,  as  they  do,  every  disease  of  the  lung ;  but  we  would  specially 
draw  attention  to  the  possible  presence  of  a  quiet  pleural  effusion,  which  not 
very  infrequently  is  so  insidious  as  to  give  rise  to  no  complaint  but  that  of 
shortness  of  breath.  Again,  in  the  early  days  of  phthisis,  it  may  be  that  a  cough 
and  shortness  of  breath  are  nearly  all  that  is  complained  of.  Bronchitis, 
advanced  tubercle,  bronchopneumonia,  lobar  pneumonia,  and  acute  pleurisy, 
are  all  easily  recognizable  causes  of  shortness  of  breath.  The  only  intrinsic 
affection  of  the  lungs  not  at  once  easily  discoverable  is  emphysema  without  its 
usually  accompanying  bronchitis  ;  the  shape  of  the  chest,  the  absence  of  vesicular 
sounds,  the  increased  resonance  to  percussion  will,  however,  generally  give  a  clue. 

4.  Atmofpherie  Conditions  need  no  diagnosis ;  partial  asphyxia  by  bad  air, 
high  mountains,  and  caisson  work,  are  the  three  chief  alterations  in  gaseous 
surroundings.     All  are  obvious. 

5.  Doformltlos  of  Chest  are  again  obvious  ;  Pott's  curvature  is  the  chief  one. 
They  derive  their  importance  from  the  fact  that  commonly  one  lung  is  hors  de 
combat  almost  to  start  with,  and  hence  a  very  slight  affection  of  the  other  may 
cause  great  difficulty  in  breathing.  Fred  J.  Smith. 
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I. — Systolic  Bruits. 

{A).  Systolic  Bruits  over  the  Mitral  Area,  which  corresponds  to  that  portion 
of  the  chest  wall  lying  immediately  over  the  cardiac  apex.  When  a  definite 
systolic  bruit  is  audible  over  the  mitral  area,  its  cause  is  sometimes  perfectly 
obvious.  If,  for  example,  a  j>erson  who  some  time  previously  had  an  attack 
of  rheumatic  fever  presents  a  bruit,  with  its  point  of  maximum  intensity  over 
the  cardiac  apex,  and  the  bruit  is  conducted  outwards  into  the   left  axilla. 
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aortic  obstruction,  or  in  atheroma  of  the  aorta,  which  is  most  frequently  part  of 
a  general  arterial  sclerosis. 

A  functional  bruit  confined  to  the  aortic  area  is  very  rare,  but  may  be 
distinguished  by  there  being  no  enlargement  of  the  left  ventricle,  and  by  the 
presence  of  other  functional  bruits,  especially  a  bruit  de  diable.  If  marked 
anaemia  exists,  either  from  some  primary  blood-disease  or  secondary  to  a 
cachectic  condition,  due  to  malignant  disease,  tuberculosis,  malaria,  a  large 
haemorrhage,  etc.,  then  the  diagnosis  of  a  functional  bruit  is  confirmed. 

(D).  Systolic  Bruits  over  the  Tricuspid  Area,  which  corresponds  to  that  part  of 
the  chest  wall  overlying  the  lower  portion  of  the  sternum.  A  bruit  heard  over 
the  tricuspid  area  is  of  diagnostic  importance  in  that  it  indicates  tricuspid 
regurgitation,  which  is  nearly  always  due  to  dilatation  of  the  right  ventricle. 
That  the  briiit  is  due  to  tricuspid  regurgitation  is  confirmed  by  finding  the 
cardiac  dullness  extending  to  the  right  of  the  sternum,  fullness  and  pulsation 
in  the  veins  of  the  neck,  and  evidence  of  failing  cardiac  comp>ensation,  as  shown 
by  oedema  of  the  legs,  and  enlargement  and  pulsation  of  the  liver.  Many  bruits 
which  are  systolic  in  rhythm  and  produced  at  the  tricuspid  valves  are  best 
audible  in  the  neighbourhood  of  the  cardiac  impulse,  but  they  are  not  conducted 
outwards  into  the  left  axilla  like  bruits  produced  at  the  mitral  valve.  On  the 
other  hand,  when  a  mitral  systolic  bruit  is  loud  enough,  it  may  be  audible  in 
the  tricuspid  area,  but  there  would  not  be  the  signs  of  passive  congestion, 
unless  there  was  general  failure  of  compensation.  It  should  be  borne  in  mind, 
of  course,  that  tricuspid  regurgitation  often  occurs  without  producing  any  bruit 
at  all,  so  that  absence  of  systolic  bruit  does  not  exclude  tricuspid  leakage. 

II. — Diastolic   Bruits. 

A  diastolic  bruit  heard  over  the  precordia  is  always  due  to  organic  disease 
of  the  heart.  If  it  be  present  over  the  aortic  area,  that  is,  over  the  second 
right  costal  cartilage  close  to  the  sternum,  and  conducted  downwards  along 
the  left  border  of  the  sternum,  and  sometimes  outwards  towards  the  cardiac 
impulse,  then  the  bruit  is  due  to  aortic  regurgitation.  Sometimes  the  point  of 
maximum  intensity  of  the  bruit  is  in  the  aortic  area,  sometimes  to  the  left  of  the 
sternum  in  the  third  intercostal  space.  An  examination  of  the  pulse  confirms  the 
diagnosis,  for  the  "  water-hammer  "  pulse  is  found  only  with  aortic  regurgitation. 
Capillary  pulsation  is  also  present,  and  is  best  demonstrated  by  placing  a  glass 
slide  on  the  everted  lower  lip,  or  by  pressing  the  finger  nail  so  that  the  proximal 
half  of  it  remains  pink  and  the  other  is  blanched.  Capillary  pul.sation  is  found 
also  in  cases  of  marked  anaemia,  and  in  the  normal  person  in  a  Turkish  bath. 

As  the  diastolic  bruit  of  aortic  regurgitation  is  frequently  associated  with  a 
systolic  one,  the  result  of  aortic  obstruction,  a  "  to-and-fro  "  murmur  is  pro- 
duced which  may  sometimes  be  mistaken  for  p>ericardial  friction  sound.  In 
pericardial  friction  the  systolic  and  diastolic  sounds  do  not  commence  accurately 
with  the  first  and  second  sounds  of  the  heart,  are  not  conducted  in  the  recognized 
direction  of  an  endocardial  bruit,  and  are  altered  in  intensity  by  the  pressure  of 
the  stethoscope.  Having  decided  that  the  bruit  is  due  to  aortic  regurgitation, 
it  must  be  remembered  that  such  a  lesion  may  be  the  result  of  : — 

1.  A  progressive  sclerosis  of  the  aortic  segments,  being  part  of  a  general 
arterial  degeneration,  or  due  to  a  localized  syphilitic  lesion. 

2.  Endocarditis^  either  simple  or  malignant. 

3.  Rupture  of  a  segment y  due  to  eithier  excessive  strain  on  an  already  diseased 
valve,  or  to  malignant  endocarditis. 

4.  Dilatation  of  the  aortic  ring,  secondary  to  dilatation  or  aneurysm  of  the 
ascending  portion  of  the  arch  of  the  aorta. 

J.  Coft/^^m'/ai  malformation. 


BR  UITS,     CA  RDIA  C  1 03 


(r).  The  age  of  the  patient  is  also  an  important  factor  in  the  diagnosis,  for  in 
children  and  young  adults,  mitral  regurgitation  is  far  more  likely  to  be  the 
result  of  a  previous  endocarditis  than  of  dilatation  of  the  mitral  orifice  due  to 
the  other  causes  just  mentioned. 

{d).  The  absence  of  pyrexia  helps  in  excluding  a  recent  endocarditis  ;  but  it 
must  be  remembered  that  in  children  suffering  from  rheumatic  endocarditis  the 
temperature  is  often  normal  while  they  are  being  treated  with  salicylates.  In 
cases  of  recent  endocarditis  there  may  be  no  physical  signs  of  any  great  enlarge- 
ment of  the  left  ventricle,  and  usually  the  apex  beat  is  found  close  to  its 
normal  position. 

2.  Acute  endocarditis  is  nearly  always  associated  with  some  other  affection. 
For  example,  there  may  be  acute  rheumatism  or  chorea,  or  the  patient  may  be 
suffering  from  pneumonia  or  some  other  infectious  process,  such  as  erysii>elas, 
septicaemia,  or  puerperal  fever.  Whatever  be  the  cause  of  the  acute  endo- 
carditis, it  will  be  a  part  of  a  general  blood-infection.  The  heart  is  not  found  to 
be  enlarged,  or  only  to  a  slight  extent,  provided  that  the  condition  is  not  one  of 
an  acute  endocarditis  afiecting  old  sclerotic  valves.  In  malignant  endocarditis 
the  constitutional  disturbances  are  severe,  for  irregular  pyrexia,  rigors,  sweating, 
and  even  delirium  are  likely  to  be  present.  The  patient  is  so  ill  that  the  bruit  is 
not  likely  to  be  mistaken  for  one  due  to  old-standing  mitral  regurgitation. 
Symptoms  pointing  to  emboli  in  various  organs  help  to  confirm  the  diagnosis  of 
malignant  endocarditis. 

3.  The  points  in  favour  of  mitral  regurgitation  due  to  dilatation  of  the  left 
ventricle  are  : — 

(a).  Age  of  the  patient,  for  myocardial  degenerations,  except  those  occurring 
in  infectious  processes,  are  not  likely  to  be  present  before  middle  life. 

{b).  The  presence  of  arterial  sclerosis  and  chronic  interstitial  nephritis,  as 
determined  by  increased  arterial  blood-pressure,  accentuation  of  the  aortic 
second  sound,  thickening  of  the  radial  arteries,  retinitis,  and  polyiu"ia  with  a 
trace  of  albumin. 

(c).  Aortic  obstruction  and  regurgitation,  which  cause  h>'pertrophy  and  dila- 
tation of  the  left  ventricle. 

id).  Attacks  of  angina  pectoris. 

[e).  Shortness  of  breath,  and  cardiac  distress  upon  exertion,  without  any 
obvious  cardiac  lesion. 

If  the  bruit  be  associated  with  oedema  of  the  legs,  engorgement  of  the  lungs, 
and  enlargement  of  the  liver,  as  the  result  of  cardiac  failure,  the  lesion  may  be 
due  to  organic  disease  of  the  mitral  valve  or  dilatation  of  the  mitral  orifice  as 
the  result  of  myocardial  degeneration.  These  signs  of  failing  compensation  are 
not  likely  to  occur  in  a  recent  endocarditis,  for  they  make  their  appearance  after 
the  cardiac  lesion  has  been  present  for  a  considerable  time.  If  the  bruit  be 
due  to  dilatation  of  the  left  ventricle  as  the  result  of  fatty  infiltration  of  its 
walls,  the  patient  may  be  corpulent,  the  cardiac  condition  being  part  of  a 
general  obesity. 

Regurgitation  through  the  mitral  valve  may  be  caused  by  a  dilatation  of 
the  left  ventricle  dependent  upon  an  adherent  pericardium.  The  following  signs 
of  adherent  j>ericardium  must  be  looked  for  :  (a)  Systolic  retraction,  which  is 
best  determined  by  inspection  of  the  chest  wall  from  the  side,  and  is  due  to  an 
indrawing  of  the  intercostal  spaces  during  the  ventricular  systole.  When  this 
is  situated  near  the  apex  beat  it  is  due  to  an  adherent  pericardium  :  it  may 
also  be  noticed  over  the  lower  sternal  region,  and  even  at  the  ensiform  cartilage. 
Systolic  retraction  is  not  always  due  to  an  adherent  pericardium,  for  in  thin 
persons  and  in  children,  a  systolic  indrawing  of  the  third  and  fourth  left 
intercostal    spaces   close   to   the   sternum   is   often    seen,  and  is  produced  by 
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the  normal  recession  of  the  base  of  the  heart  during  each  ventricular  systole. 
Systolic  retraction  due  to  adherent  pericardium  is  often  followed  by  {b)  the 
diastolic  shock,  which  can  be  felt  upon  palpation  and  is  due  to  the  sudden 
relaxation  of  the  ventricular  wall,  (c)  Diastolic  collapse  of  the  veins  of  the 
neck,  or  Friedreich's  sign,  which  is  produced  during  the  ventricular  diastole, 
is  an  indication  of  an  adherent  pericardium  ;  it  is  found  chiefly  in  this  con- 
dition,  but  doe  j  not  always  occur,  and  is  sometimes  seen  without  any  p)ericar- 
dial  adhesions  being  present,  {d)  The  pulsus  paradoxus  is  chiefly  found  in 
adherent  pericardium,  and  is  due  to  the  cardiac  beats  becoming  more  feeble 
at  the  end  of  inspiration,  so  that  during  each  inspiration  the  pulse-beat 
becomes  very  weak,  or  is  lost. 

4.  A  systolic  bruit  at  the  cardiac  apex  may  be  functional  in  origin,  in  which 
case  it  is  localized  to  the  mitral  area,  being  conducted  only  for  a  short  distance 
into  the  axilla,  and  not  heard  posteriorly.  The  condition  is  associated  with 
anaemia  and  other  debilitating  conditions.  Other  functional  bruits  may  be 
associated  with  it,  especially  one  in  the  pulmonary  area  and  also  a  bruit  de 
I  table  in  the  neck.     The  history  helps  greatly  in  the  diagnosis. 

5.  A  congenital  systolic  bruit,  when  heard  in  the  mitral  area,  is  always  part  of 
a  loud  bruit  with  its  point  of  maximum  intensity  nearer  the  base  of  the  heart. 
When  such  a  murmur  is  heard  in  children,  with  little  or  no  displacement  of  the 
apex  beat,  and  the  area  of  cardiac  dullness  is  increased  to  the  right  of  the  sternum, 
the  condition  is  always  congenital.  The  lesion  will  generally  be  either  patent 
septum  ventriculorum,  pulmonary  stenosis,  or  patent  ductus  arteriosus,  which 
are  discussed  elsewhere.  Mitral  regurgitation  due  to  a  congenital  defect  prac- 
tically never  occurs. 

6.  An  aneurysm  at  the  cardiac  apex  is  rare,  and  is  scarcely  possible  to  diagnose, 
so  that  it  need  not  be  taken  into  account  when  considering  the  differential 
diagnosis  of  apical  bruit. 

7.  When  acute  pericarditis  is  present,  a  systolic  bruit  which  is  part  of  a 
"to-and-fro"  friction  murmur  may  be  heard  in  the  mitral  area.  Such  a 
murmur  changes  its  character  with  the  pressure  of  the  stethoscope  and  with  the 
different  phases  of  respiration  ;  and  it  is  not  conducted  into  the  axilla.  Other 
signs  of  pericarditis  are  usually  present,  so  that  the  diagnosis  should  not  cause 
any  difficulty. 

{B).  Systolle  Bruits  over  the  Pulmonary  Area,  which  corresponds  to  that 
portion  of  the  chest  wall  lying  over  the  second  left  intercostal  space  close  to  the 
sternum.  When  a  systolic  bruit  is  heard  over  the  pulmonary  area,  with  its  point 
of  maximum  intensity  in  the  second  costal  space  close  to  the  left  border  of  the 
sternum,  and  conducted  upwards  and  outwards  towards  the  left  shoulder,  it 
may  be  caused  by  the  following  conditions  : — 

(i).  Congenital  cardiac  malformations,  especially  pulmonary  stenosis  and 
patent  ductus  arteriosus. 

(2).  Functional  bruit. 

(3).  Acquired  pulmonary  stenosis,  which  is  a  very  rare  lesion. 

To  distinguish  between  an  organic  and  congenital  defect  and  a  functional 
condition  is  usually  quite  easy.  Pulmonary  stenosis  is  nearly  always  a  congenital 
defect,  and  is  therefore  found  for  the  most  part  in  children ;  and  its  presence  is 
confirmed  by  other  signs  of  congenital  heart  disease,  such  as  little  or  no 
displacement  of  the  apex  beat  with  considerable  enlargement  of  the  right  side 
of  the  heart,  together  with  cyanosis  of  varying  degree,  and  clubbing  of  the 
fingers  and  toes.  With  a  patent  ductus  arteriosus  the  bruit  is  often  similar, 
although  cyanosis  and  clubbing  of  the  fingers  and  toes  are  usually  absent. 
Generally,  instead  of  the  murmur  being  definitely  either  systolic  or  diastolic  in 
time,  a  long  rumbling  bruit,  commencing  during  systole  and  passing  on  into  the 


BRUITS,     CARDIAC  105 


diastole  of  the  ventricles,  is  heard.  Such  a  bruit  is  considered  to  be  patho- 
gnomonic of  this  congenital  defect,  as  it  is  impossible  for  a  bruit  extending 
from  systole  into  diastole  to  be  produced  within  the  heart. 

Other  congenital  malformations  may  produce  a  systolic  bruit  in  the  pulmonary 
area,  such  as  a  patent  interventricular  septum,  though  here  the  maximum  intensity 
of  the  abnormal  sound  is  lower  down  on  the  left  of  the  sternum  ;  in  many  cases 
the  differential  diagnosis  of  these  congenital  malformations  is  quite  impossible. 

2.  The  functional  pulmonary  bruit  is  common  in  chlorosis  and  other  ansemic 
and  debilitated  conditions,  and  in  exophthalmic  goitre ;  it  is  also  frequent  in 
school-children  aet.  5-15.  The  bruit  alters  with  the  position  of  the  patient, 
being  louder  in  the  recumbent  than  in  the  erect  posture,  whereas  in  congenital 
defects,  the  position  of  the  patient  has  very  little  influence  upon  the  loudness 
of  the  bruit.  The  presence  of  a  bruit  de  diable  in  the  neck  confirms  the 
diagnosis  of  the  functional  origin  of  the  bruit.  When  the  bruit  is  due  to 
functional  conditions,  there  is  no  such  increase  of  cardiac  dullness  to  the  right 
of  the  sternum  as  occurs  in  congenital  malformation  and  acquired  pulmonary 
stenosis.  A  systolic  thrill  may  be  present  in  the  pulmonary  area  both  in  organic 
and  functional  conditions,  but  is  more  common  in  the  former,  and  therefore 
in  favour  of  pulmonary  stenosis. 

3.  Pulmonary  stenosis  may  be  an  acquired  lesion,  although  very  rarely  ;  if  in  a 
young  adult  such  a  bruit  as  has  just  been  described  is  present,  and  if  there  is  a 
|>ast  history  of  rheumatic  fever,  together  with  lesions  of  the  other  valves, 
especially  the  mitral,  then  it  may  be  fairly  presumed  that  the  bruit  is  due  to  an 
acquired  pulmonary  stenosis.  The  history  helps  greatly  in  the  diagnosis,  for  if 
the  stenosis  were  a  congenital  malformation,  there  would  be  symptoms  of  its 
presence  dating  back  to  infancy. 

Systolic  bruits  due  to  other  valvular  lesions  may  also  be  heard  over  the 
pulmonary  area ;  but  they  have  their  point  of  maximum  intensity  over  other 
jx>rtions  of  the  precordia,  and  are  only  heard  over  the  pulmonary  area  on 
account  of  their  loudness.  These  bruits  are  not  likely  to  be  mistaken  lor  those 
that  have  just  been  described. 

(C).  Systolic  Bruits  over  the  Aortic  Area,  which  corresponds  to  that  portion 
of  the  chest  wall  overlying  the  second  right  costal  cartilage.  When  a  systolic 
bruit  is  heard  with  its  point  of  maximum  intensity  in  the  aortic  area,  and  is 
conducted  upwards  into  the  vessels  of  the  neck,  it  arises  either  at  the  aortic 
valve  or  in  the  ascending  portion  of  the  aorta.  The  chief  point  in  the  diagnosis 
between  these  two  conditions  is  the  character  of  the  aortic  second  sound.  If 
the  bruit  be  due  to  changes  in  the  valves  causing  obstruction,  then  the  second 
sound  will  be  altered  in  character,  being  muffled  and  sometimes  inaudible,  as  the 
rigiditv'  of  the  aortic  cusps  prevents  them  closing  suddenly  in  the  normal  manner. 
The  presence  of  an  aortic  diastolic  bruit  would  make  quite  clear  the  valvular 
origin  of  the  systolic  bruit.  When  the  bruit  is  due  to  changes  in  the  aorta,  in 
consequence  of  atheroma,  dilatation,  or  aneurysm,  and  not  to  stenosis  of  the 
semilunar  valves,  then  the  second  sound  is  usually  clear.  The  presence  of  a 
pulsating  tumour,  pulsation  in  the  second  right  intercostal  space  without  a 
tumour,  or  dullness  in  this  region,  would  confirm  the  diagnosis  of  the  bruit  arising 
in  the  aorta.  A  systolic  bruit  over  the  aortic  area  is  of  frequent  occurrence  ; 
but  for  the  purpose  of  diagnosis  it  must  be  remembered  that  such  a  bruit  is 
rarely  due  to  stenosis,  and  frequently  results  from  a  progressive  sclerosis  of  the 
aortic  valve,  or  from  changes  in  the  aorta.  Before  aortic  stenosis  is  diagnosed, 
there  should  be  a  loud  systolic  bruit  in  the  second  right  intercostal  .space, 
together  with  a  systolic  thrill,  and  evidence  of  hypertrophy  of  the  left  ventricle. 
If  the  bruit  is  due  to  an  acute  endocarditis,  with  vegetations  on  the  semilunar 
valves,  then  the  left  ventricle  is  not  enlarged  to  such  an  extent  as  occurs  in 
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bruits  may  be  fused  into  one,  when  the  contractions  of  the  right  ventricle  and 
left  auricle  are  vigorous.  The  mid-diastolic  bruit  is  probably  due  to  the 
previous  contraction  of  the  right  ventricle  increasing  the  blood-pressure  in  the 
lungs  and  left  auricle,  and  so  forcing  the  blood  through  the  stenosed  mitral 
valve.  The  mid-diastolic  bruit  varies  slightly  in  its  situation  in  the  ventricular 
diastole,  and  this  may  depend  upon  the  time  when  the  force  of  the  contraction 
of  the  right  ventricle  makes  itself  felt  on  the  left  side  of  the  heart.  This  bruit 
in  consequence  may  become  an  early  or  late  diastolic  bruit.  When  the  force 
of  the  contractions  of  the  left  auricle  begins  to  fail,  the  presystolic  bruit  often 
disappears.  In  mitral  stenosis  there  may  therefore  be  a  presystolic  bruit,  or  a 
mid-diastolic  bruit,  or  mid-diastolic  and  presystolic  bruits,  or  a  bruit  which 
occupies  almost  the  whole  of  the  ventricular  diastole.  With  all  these  bruits 
the  ^rst  sound  at  the  apex  is  usually  slapping  or  thumping  in  character.  This 
alteration  in  the  first  sound  may  be  present  without  any  of  the  above-mentioned 
bruits,  and  is  in  itself  very  characteristic  of  mitral  stenosis.  In  some  cases  the 
second  sound  is  reduplicated  at  the  cardiac  apex,  while  in  others — and  this  in 
the  majority  of  the  cases — it  is  inaudible.  The  pulmonary  second  sound  is 
accentuated.  The  bruit  may  be  accompanied  by  a  mitral  systolic  bruit,  as 
regurgitation  often  occurs  through  the  stenosed  orifice. 
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Accentuation    of   the   first 
sound  in  all  varietie.>. 
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onger  presystolic  bruit. 


Mid-dinstolic  bruit. 
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Mid  -  diastolic     and     pre- 
systolic bruit. 


T  Mid  -  diastolic    and     pre- 

systolic bruits  fused  into 
one. 


/'T^.  24. — Diagram  of  the  bruits  of  mitral  stenosis  (Sawyer's  Physical  Signs'). 


A  presystolic  bruit  in  the  mitral  area  is  usually  due  to  mitral  stenosis,  but  it 

also  occurs  in  aortic  regurgitaiion  and  in  dilatation  of  the  left  ventricle^  when  the 

bruit  is  spoken  of  as  Flint's  murmur.     To  distinguish  between  the  two  conditions 
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The  age  of  the  patient  helps  greatly  in  the  differential  diagnosis  ;  if  the 
lesion  be  found  in  a  child  or  young  adult,  the  condition  is  almost  invariably  the 
result  of  endocarditis ;  if,  on  the  other  hand,  aortic  regurgitation  occurs  in 
middle  life,  it  is  nearly  always  due  to  sclerosis  of  the  aortic  valve,  and  the 
diagnosis  is  confirmed  by  finding  degenerative  changes  in  the  arteries,  chronic 
renal  disease,  and  considerable  hypertrophy  of  the  left  ventricle.  If  the  regur- 
gitation be  due  to  dilatation  of  the  aortic  ring,  it  can  only  be  diagnosed  when 
the  existence  of  dilatation,  or  aneurysm  of  the  ascending  portion  of  the  arch  of 
the  aorta,  is  indicated  by  dullness  in  the  second  right  intercostal  space  close  to 
the  sternum,  and  by  pulsation  or  a  pulsating  tumour  in  this  area.  An  ^--ray 
examination  is  also  useful  in  confirming  the  presence  of  an  aneurysm.  Some- 
times an  aneurysm  may  be  situated  just  above  the  sinuses  of  Valsalva,  and, 
while  producing  aortic  regurgitation  by  causing  dilatation  of  the  aortic  ring, 
may  give  no  other  physical  sign  of  its  presence.  It  may  be  very  small,  and  yet 
may  cause  sudden  death  by  rupture  into  the  pericardial  sac. 

A  diastolic  bruit  heard  only  down  the  left  border  of  the  sternum  is  nearly 
always  due  to  aortic  regurgitation,  but  occasionally  may  be  produced  by 
pulmonary  regurgitation  as  the  result  of  endocarditis,  dilatation  of  the  pulmonary 
ring,  or  a  congenital  defect.  Pulmonary  regurgitation  more  frequently  occurs 
secondarily  to  mitral  stenosis,  and  it  is  then  due  to  dilatation  of  the  pulmonary 
orifice  as  the  result  of  increased  blood -pressure  in  the  pulmonary  ctrculation. 
The  other  two  forms  of  pulmonary  regurgitation  are  very  rare,  and  difficult  to 
distinguish  from  aortic  regurgitation.  In  this  cardiac  lesion  there  is  no  evidence 
of  enlargement  of  the  left  ventricle,  while  the  right  side  of  the  heart  is  enlarged, 
and  there  is  no  "  water-hammer  "  pulse  as  in  aortic  regurgitation. 

DiastoUc  bruits  audible  at  the  cardiac  impulse  are  due  either  to  endocarditis 
of  the  mitral  valve,  to  mitral  stenosis,  or  to  aortic  regurgitation.  An  aortic 
diastolic  bruit  is  often  conducted  as  far  as  the  cardiac  apex,  and  replaces  the 
second  sound  here  ;  sometimes,  however,  the  diastolic  bruit,  which  is  heard  in 
the  aortic  area,  is  lost  on  being  traced  down  the  left  border  of  the  sternum, 
to  reappear  at  the  apex.  The  diastolic  bruits  of  mitral  stenosis  can  be  distin- 
guished by  their  appearance  later  in  the  diastolic  period,  and  the  most  common 
is  presystolic  in  rhythm — a  crescendo  murmur  ending  in  a  loud  slapping  first 
soumi.  An  aortic  regurgitant  bruit  is  blowing  in  character,  whereas  the  bruit 
of  mitral  stenosis  is  rumbling.  Early  diastolic,  mid-diastolic,  and  late  diastolic 
bruits,  also  occur  in  mitral  stenosis  ;  but  none  of  these  should  be  mistaken  for 
the  bruit  of  aortic  regurgitation,  as  the  latter  condition  would  be  associated  with 
hN'pertrophy  and  dilatation  of  the  left  ventricle,  the  apex  beat  being  displaced 
outwards  and  downwards,  usually  to  the  sixth  intercostal  space,  and  would  be 
confirmed  by  the  characteristic  "  water-hammer  "  pulse.  In  mitral  stenosis 
without  mitral  regurgitation,  there  is  very  little  displacement  of  the  apex  beat, 
because  the  left  ventricle  is  not  enlarged.  The  bruit  of  mitral  stenosis  is  often 
associated  with  a  presystolic  thrill,  whereas  that  of  aortic  regurgitation  is  not. 

In  order  to  understand  the  various  bruits  which  occur  in  mitral  stenosis,  the 
manner  in  which  they  are  produced  must  be  discussed.  They  are  caused  by  the 
blood  being  forced  through  the  stenosed  mitral  valves.  The  two  forces  which 
produce  this  are  the  contraction  of  the  walls  of  the  left  auricle  and  of  the  right 
ventricle.  The  suction  action  of  the  left  ventricle  during  its  diastole  is  probably 
not  sufficient  in  itself  to  cause  the  bruit,  but  simply  helps  in  the  work  of  the 
left  auricle  and  right  ventricle.  The  presystolic  bruit  of  mitral  stenosis  occurs 
during  the  end  of  the  ventricular  diastole,  and  corresponds  to  the  systole  of  the 
left  auricle.  A  mid-diastolic  bruit  sometimes  occurs  in  mitral  stenosis.  This 
may  be  the  only  bruit  present,  but  there  may  be  a  presystolic  bruit  as  well, 
resulting  in  two  distinct  bruits  during  the  ventricular  diastole.     These   two 
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bruits  may  be  fused  into  one,  when  the  contractions  of  the  right  ventricle  and 
left  auricle  are  vigorous.  The  mid-diastolic  bruit  is  probably  due  to  the 
previous  contraction  of  the  right  ventricle  increasing  the  blood-pressure  in  the 
lungs  and  left  auricle,  and  so  forcing  the  blood  through  the  stenosed  mitral 
valve.  The  mid-diastolic  bruit  varies  slightly  in  its  situation  in  the  ventricular 
diastole,  and  this  may  depend  upon  the  time  when  the  force  of  the  contraction 
of  the  right  ventricle  makes  itself  felt  on  the  left  side  of  the  heart.  This  bruit 
in  consequence  may  become  an  early  or  late  diastolic  bruit.  When  the  force 
of  the  contractions  of  the  left  auricle  begins  to  fail,  the  presystolic  bruit  often 
disappears.  In  mitral  stenosis  there  may  therefore  be  a  presystolic  bruit,  or  a 
mid-diastolic  bruit,  or  mid-diastolic  and  presystolic  bruits,  or  a  bruit  which 
occupies  almost  the  whole  of  the  ventricular  diastole.  With  all  these  bruits 
the  first  sound  at  the  apex  is  usually  slapping  or  thumping  in  character.  This 
alteration  in  the  first  sound  may  be  present  without  any  of  the  above-mentioned 
bruits,  and  is  in  itself  very  characteristic  of  mitral  stenosis.  In  some  cases  the 
second  sound  is  reduplicated  at  the  cardiac  apex,  while  in  others — and  this  in 
the  majority  of  the  cases — it  is  inaudible.  The  pulmonary  second  sound  is 
accentuated.  The  bruit  may  be  accompanied  by  a  mitral  systolic  bruit,  as 
regurgitation  often  occurs  through  the  stenosed  orifice. 
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/^(^.  24. — Diagram  of  the  bruits  of  mitral  stenosis  (Sawyer's  Physical  Signs). 


A  presystolic  bruit  in  the  mitral  area  is  usually  due  to  mitral  stenosis,  but  it 
also  occurs  in  aoYiic  regurgitation  and  in  dilatation  of  the  left  ventricUy  when  the 
bruit  is  spoken  of  as  Flint's  murmur.     To  distinguish  between  the  two  conditions 
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may  be  difficult ;  in  an  uncomplicated  case  of  mitral  stenosis  the  apex  beat  is 
normal  in  position,  but  when  Flint's  murmur  is  present,  the  apex  beat  is  greatly 
displaced  on  account  of  the  enlargement  of  the  left  ventricle.  The  presence  of 
any  aortic  disease  also  points  in  the  direction  of  the  bruit  being  Flint's  murmur. 
This  bruit  is  often  considered  to  be  caused  by  the  vibration  of  the  anterior 
curtain  of  the  mitral  valve,  as  it  lies  between  the  regurgitating  blood-stream 
through  the  aortic  orifice  and  that  flowing  into  the  ventricle  from  the  left  auricle. 
If  this  were  the  true  explanation  of  Flint's  murmur,  it  should  occur  early  in 
diastole  instead  of  being  presystolic,  as  it  invariably  is.  Another  view  is  that 
the  blood  regurgitating  through  the  aortic  orifice  lifts  the  anterior  curtain  of  the 
mitral  valve  and  so  obstructs  the  mitral  orifice  at  the  end  of  the  ventricular 
diastole.  Neither  of  these  explanations  seems  to  be  sufficient  to  account  for  the 
murmur.  In  a  normal  heart  the  ratio  of  the  diameter  of  the  mitral  opening  to 
that  of  the  left  ventricle  is  about  i  to  2  ;  in  mitral  stenosis,  on  account  of  the 
contracted  orifice,  the  ratio  is  about  J  to  2,  the  size  of  the  left  ventricle  remaining 
the  same.  In  this  latter  condition,  a  presystolic  bruit  occurs,  and  it  is  probably 
this  alteration  in  the  ratio  which  produces  it.  In  aortic  regurgitation,  although 
the  diameter  of  the  mitral  orifice  remains  the  same,  yet  the  diameter  of  the  left 
ventricle  is  greatly  increased  on  account  of  its  dilatation.  The  ratio  between 
the  diameter  of  the  mitral  opening  to  that  of  the  left  ventricle  would  probably 
be  I  to  4,  or  exactly  the  same  ratio  as  occurs  in  mitral  stenosis.  There  would 
be  a  relative  mitral  stenosis  when  the  size  of  the  mitral  opening  is  compared 
with  that  of  the  left  ventricle.  The  tw^o  conditions,  therefore,  may  be  similar, 
although  the  one  is  on  a  larger  pcale  than  the  other  ;  and  as  the  altered  ratio 
of  these  two  di?-meters  produces  in  mitral  stenosis  a  presystolic  bruit,  it  is 
probable  that  the  same  ratio,  although  the  factors  are  on  a  larger  scale,  produces 
in  aortic  regurgitation  a  Flint's  murmur — which  is  also  presystolic  in  time.  A 
pwesystolic  bruit  is  sometimes  present  without  any  aortic  regurgitation,  and 
without  mitral  stenosis,  but  always  with  an  enlarged  left  ventricle  ;  and  this 
seems  to  point  to  the  regurgitation  of  the  blood  through  the  aortic  valves  not 
taking  any  direct  part  in  the  production  of  the  bruit. 

The  following  diagrammatic  drawings  of  the  heart  are  constructed  to  show 
the  probable  mode  of  production  of  Flint's  murmur  : — 


Nornjal  hcirt. 

Katio  of  diameter  of 
mitral  \alves  ami  dia- 
meter of  left  ventricle, 
al>jiu  I  to  2. 


Mitral  !.tenosis. 

Ratio  ahout  1  to  3. 
Presystolic   bruit. 


Dilated  left  ventricle. 

Ratio  about  1  to  4  ;  srime  proportion 
as  in  mitral  stenosis.  Presystolic 
bruit  (Flints). 


/-'/A'-   25.— Diagram  to  explain  the  origin  of  Flint's  murmur  (Sawyer's  Physical  Si£^s). 
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Diastolic  bruits  are  l.eard  only  very  occasionally  over  other  areas  of  the  pre- 
cordia,  but  it  is  possible  for  a  presystolic  bruit  to  occur  in  the  tricuspid  region 
as  the  result  of  tricuspid  stenosis  ;  such  a  bruit  is  rarely  present  without  valvular 
disease  of  the  left  side  of  the  heart. 

A  functional  bruit  is  never  diastolic  in  rhythm  ;  but  it  is  important  to  distinguish 
the  mid-diastolic  bruit  of  acute  endocarditis  from  the  similar  bruit  of  fibrotic 
steno«?is.  During  endo'*  .rditis  there  is  some  thickening  of  the  valve-flaps  from 
infla  '        ,  -nd  this  leads  to  bruits  not  unlike  those  of  fibrous  stenosis. 

The  Qicigiiosis  depends  upon  (i)  The  development  of  the  bruit  under  observation  : 
if  in  a  case  of  acute  rheumatism  a  mid-diastolic  bruit  is  noticed  to  develop 
rapidly,  it  cannot  be  due  to  fibrosis,  and  must  result  from  acute  inflammation 
of  the  valve  ;  (2)  The  course  of  the  bruit :  if  it  is  due  to  fibrosis  it  will  persist, 
if  to  endocarditis  it  will  change  with  time,  becoming  less  definite  if  the  endocar- 
ditis resolves,  more  definite  if  the  inflammation  goes  on  to  scarring  and  stenosis  ; 
(3)  The  age  of  the  patient :  mitral  stenosis  does  not  occur  commonly  before 
puberty,  so  that  it  is  most  risky  to  interpret  a  diastolic  apical  bruit  in  a  child  as 
being  due  to  mitral  stenosis.  /.  e.  H.  Sawyer. 

BULLA. — A  bulla  is  literally  a  water-bubble  ;  as  applied  to  skin  diseases,  it 
is  synonymous  with  bleb  or  blister  ;  it  differs  from  a  vesicle  only  in  its  size, 
which  may  be  from  half  an  inch  in  diameter  to  that  of  a  tangerine  orange.  It 
is  possible  for  almost  any  vesicular  skin  disease  to  be  of  bullous  degree  occasion- 
ally ;  on  the  other  hand,  there  are  certain  diseases  in  which  bullae  are  character- 
istic ;  and  there  are  yet  other  affections  in  which,  although  bullae  are  not  always 
present,  they  may  occur  in  a  marked  degree  occasionally. 

The  following  are  the  chief  conditions  under  which  bullae  are,  or  may  be,  a 
prominent  feature  of  the  case  : — 

A,  Conditions  in  which  Bull^  are  usual: — 

Pemphigus 
Erythema  buUosum 
Dermatitis  herpetiformis 
Herpes  gestationis 
Erythema  iris 
Epidermolysis  bullosa 
Pemphigus  neonatorum 

Local  application  of  vesicants,  such  as  cantharides,  arnica,  rhus  toxico- 
dendron, croton  oil,  nitric  acid,  scalding  water,  or  hot  solids 
Cheiropompholyx 

Local  friction  by  splints  after  fractures  ;   or  by  boots,  oars,  tools,  etc. 
Some  cases  of  gangrene,  and  Raynaud's  disease. 

B,  Conditions  in  which  Typical  Bull<«  may  occur,  though  thev  are 
NOT  usual : — 

Erysipelas 

Impetigo  contagiosa 
lodism 
Bromidism 
Glanders 
Syphilis 

Cases  of  extreme  oedema  from  Bright's  disease  or  heart  failure 
Syringomyelia 

Workers  dealing  w^ith  turf)entine,  chrysarobin,  varnish,  aniline  dyes,  and 
other  chemicals  ;  tar  products,  resin,  volatile  oils  ;  satin-wood,  primula 
obconica,  and  perhaps  some  other  plant  products. 


stricken  districts,  occurring  in  more  or  less  epidemic  form,  sometimes  closely 
related  to  the  practice  of  a  particular  midwife,  and  tortunatelj'  ran:  nou-a-days. 

t  lieiropompholyx  is  another  condition  that  may  generally  be  recognized  at 
once.  It  is  a  dysidrosiEj,  and  the  sweat-glands  of  the  palms  of  the  hands  and  the 
soles  of  the  feet  are  most  affected,  though  those  of  the  forehead,  chest,  back,  and 
so  on.  may  sometimes  be  affected  too.  As  a  rule,  the  sweat  retained  in  the 
glands  produces  subcutaneous  vesicles  that  arc  barely  larger  than  sago  grains; 
as  the  superficial  epidermis  becomes  worn  off,  the  tittle  sweat-cysts  reach  the 
surface,  a  process  assisted  by  the  scratching  that  usually  results  from  the  irrita' 
tion  arising  in  the  parts.  After  each  cyst  bursts  there  is  desquamation  of 
such  a  degree  that  scarlatina  ma;-  sometimes  be  simulated.  The  malady  occurs 
ia  summer  weather,  or  in  tropical  climates,  especially  in  those  who  are  apt  to 
perspire  freely. 

The  blisters  that  are  produced  by  the  external  application  of  vesicants  to  the 
skin  are  diagnosed  readily  enough  when  it  is  known  that  any  application  is  being 
uficd.  Difficulty  arises  mainly  in  two  classes  of  persons  ;  namely  (i)  In  those 
who  live  in  houses  upon  which  the  rhus  toxicodendron  is  grown  as  a  Virginia 
creeper,  the  nature  of  the  case  being  usually  discovered  from  the  fact  that  the 
patient  is  always  affected  when  at  home,  and  never  when  away  ;  and  (2)  In 
hysterical  patients,  or  in  malingerers,  who  purposely  but  surreptitiously  produce 
the  skin  eruption.  If  the  latter  is  suspected,  it  is  generally  possible  to  place  the 
patient  ander  conditions  which  preclude  self-apjilication,  when  the  disappearance 
of  lesions  confirms  the  diagnosis  ;  or  the  actual  i-esicant  employed  may  tome- 
times  be  discovered,  liquor  epispasticus  for  instance,  or  some  other  ptepaiatiow 
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of  cantharides  ;  croton  oil ;  capsicum  ;  carbolic  acid  ;  mylabris  ;  iodine  ;  or 
one  of  the  strong  mineral  acids,  especially  nitric  acid. 

The  relationship  of  occupation  to  a  bullous  dermatosis  will  often  become 

obvious  from  the  way  the  skin  trouble  recurs  whenever  any  particular  work  is 

■  resumed  ;    the  list  above  indicates  the  kind  of  occupations  that  are  liable  to 

produce  it ;    it  should  be  remembered,  however,  that  nearly  all  these  produce 

bullae  far  more  seldom  than  they  do  a  vesicular  dermatitis. 

Extremely  oedematous  tissues  are  very  easily  blistered,  and  on  this  account 
one  must  be  chary  of  diagnosing  anything  but  simple  blisters  when  bullaj  develop 
upon  oedematous  legs  or  other  parts  in  association,  for  instance,  with  Bright's 
disease,  or  in  chronic  heart  cases  with  failing  compensation.  The  same  applies 
to  the  blebs  arising  on  the  skin  of  fractured  limbs,  and  also  in  the  region  of  a 
local  gangrene  ;  or  necrosis  of  the  soft  parts  due  to  such  causes  as  frost-bite,  or 
Raynaud's  disease,  or  scurvy.  The  diagnosis  in  these  cases  will  nearly  always 
be  clear  enough,  and  so  will  it  be  in  cases  of  simple  blisters  due  to  friction  or 
irritation. 

Having  thus  excluded  all  the  more  or  less  obvious  cases,  there  remain  the 
following  :  pemphigus,  erythema  buUosum,  dermatitis  herpetiformis,  erythema 
iris,  epidermolysis  bullosa,  er\-sipelas,  impetigo  contagiosa,  iodism,  bromism, 
glanders,  syphilis,  and  syringomyelia.  Of  these,  acquired  syphilis  is  so  very 
seldom  bullous  that  it  would  not  be  diagnosed  unless  there  was  strong  collateral 
evidence  of  the  nature  of  the  complaint,  either  in  the  history  or  in  the  other 
clinical  evidence  presented  by  the  patient. 

Syringomyelia  is  very  rare  also,  and  bulhr  occur  in  but  a  very  small  propor- 
tion of  the  cases  ;  should  they  do  so  they  would  attract  attention  from  their 
distribution  being  probably  confined  to  quite  a  local  area,  the  fingers  and  hands 
for  instance,  leaving  the  rest  of  the  person  free.  The  diagnosis  would  be  con- 
firmed by  finding  cutaneous  sensibility  natural,  though  the  patient  cannot 
distinguish  pain  from  touch,  or  heat  from  cold,  in  the  affected  parts.  The 
cutaneous  affections  of  syringomyelia  are  sometimes  know^n  as  Morvan's 
disease.  The  lesions  are  due  to  injuries  produced  because  the  skin  is  in- 
sensitive to  things  that  are  painful  enough  or  hot  enough  to  produce  sores 
and  blisters. 

The  patient's  occupation  would  very  likely  suggest  the  nature  of  the  complaint 
in  a  case  of  bullous  glanders ;  it  might  actually  be  known  that  a  horse  with 
which  the  patient  had  had  to  do  was  affected  with  the  complaint.  The  skin 
eruption  is  sometimes  quite  a  late  manifestation  of  a  prolonged  and  obscure 
febrile  illness  when  the  glanders  infection  has  started  internally,  for  instance  in 
the  lungs.  The  Bacillus  mallei  may  be  found  either  in  direct  smears  from  the 
contents  of  the  bulbc  themselves,  or  in  cultures  made  from  them.  Bacterio- 
logical methods  afford  the  final  criterion  of  glanders. 

Both  bromides  and  iodides  may  produce  many  different  types  of  skin  eruptions. 
The  commonest  by  far  is  that  of  simple  acne  ;  but  in  other  patients  there  may  be, 
instead  of  acne,  either  a  patchy  erythema  with  cutaneous  infiltration  ;  or  nodular 
swelling  studded  with  yellow  points  from  which  thick  puriform  fluid  can  be 
expressed  ;  or  a  confluent  furuncular  lesion  ;  or,  finally,  a  true  bullous  eruption  or 
hydroa.  The  latter  is  decidedly  rare,  but  the  possibility  of  its  occurrence  should 
be  borne  in  mind,  and  enquiry  should  be  made  as  to  any  drugs  that  the  j>atient 
may  be  taking  ;  in  the  case  of  iodides  the  urine  will  give  a  bluish-green  colour 
with  the  guaiacum  test,  though  no  blood  is  present,  and  if  there  is  still  doubt  a 
quantity  of  urine  may  be  evaporated  down,  and  either  bromine  or  iodine  detected 
by  ordinary  chemical  tests.  It  is  noteworthy  that  bromide  and  iodide  eruptions 
have  been  recorded  in  infants  at  the  breast  when  the  mother  has  been  taking 
t/ie  drug  without  herself  presenting  any  cutaneous  symptoms.      The  causal 
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micro-organism  is  generally  a  staphylococcus,  but  occasionally  it  has  been  found 
to  be  the  Bacillus  pyocyaneus. 

Bullous  impetigo  contagiosa  is  a  variety  of  impetigo.  Fluid  seems  to  accumu 
late  in  the  infected  spots  so  quickly  that  at  first  it  does  not  appear  to  be  purulent, 
but  rather  to  take  the  form  of  single  big  vesicles  or  bullae.  These  often  become 
pustular,  and  as  they  dry  up  the  crusts  over  them  have  a  characteristic  yellow 
honey-like  appearance.  The  condition  can  be  diagnosed,  as  a  rule,  from  the 
fact  that  other  parts  of  the  body  present  the  typical  lesions  of  ordinary  impetigo  ; 
there  may  be  other  patients  affected  in  the  same  house  or  school,  and  the  condi- 
tion is  as  readily  curable  by  antiseptic  measures  as  is  impetigo.  There  is  a  very 
rare  and  extremely  grave  disease  described  as  impetigo  herpetiformis  in  pregnant 
women  ;  but  this  seems  to  be  an  aggravated  form  of  dermatitis  herpetiformis 
or  herpes  gestationis  become  purulent  and  contagious.  It  is  found  in  Austria, 
but  not,  apparently,  in  England. 

Er\'sipelas  as  a  cause  of  bullae  is  well  known,  and  when  blebs  are  present  upon 
the  typical  tender,  slightly  raised,  and  well  demarcated  red  skin  at  the  height  of 
the  affection,  in  association  with  the  constitutional  symptoms  and  pyrexia, 
there  can  seldom  be  any  difficulty  in  the  diagnosis.  It  is  when  the  erysipelas  is 
subsiding  or  has  subsided,  whilst  the  bullae,  or  the  remains  of  them,  are  still 
obvious,  that  a  difficulty  might  arise.  Streptococci  may  be  detected  bacterio- 
logically. 

If,  on  due  consideration,  all  the  conditions  described  above  can  be  excluded, 
and  it  has  been  found  that  the  patient  is  suffering  from  a  disease  of  which  bullae 
with  more  or  less  erythema  are  the  chief  manifestation,  then  the  diagnosis  has 
been  narrowed  down  to  one  or  other  of  the  following  :  pemphigus,  er^-thema 
buUosum,  dermatitis  herpetiformis,  erythema  iris,  and  epidermolysis  bullosa  ; 
there  is  evidence  to  show  that  these  are  closely  related  in  some  respects,  the 
different  names  applying  to  affections  that  differ  more  in  tv-pe  than  kind.  If 
the  patient  develops  bullae  on  various  parts  of  the  trunk  and  limbs  without  any 
er>-thema,  or  at  any  rate  without  any  er^^thema  until  the  bullae  have  been  present 
a  longer  or  shorter  time,  the  condition  is  then  described  as  pemphigus.  If  the 
bullae  develop,  not  on  normal-looking  skin,  but  upon  places  where  there  has 
already  been  er\'thcma,  associated  with  more  or  less  itching,  or  even  pain,  before 
the  bullae  develop,  and  if  the  whole  eruption  consists  of  this  combined  condition 
of  erythema  and  large  bulla?,  the  name  used  to  designate  it  is  erythema  bullosum. 
If  the  bullae  tend  to  dry  up  at  their  central  parts  and  then  to  be  followed  by  a 
secondary  ring  of  vesicles  or  blebs  around  the  original  one,  these  secondary* 
vesicles  being  followed  in  turn  by  others  upon  a  yet  larger  ring  outside  them, 
the  condition  is  referred  to  as  herpes  iris  or  as  erythema  iris,  according  as  there 
is  little  or  much  er\'thema  before  the  first  vesicles  or  bullae  appear.  When  the 
bullae  are  apt  to  develop  on  any  part  of  the  body  from  a  degree  of  rubbing  or 
scratching  which  in  the  ordinary'  individual  would  be  quite  unlikely  to  produce 
blisters,  this  undue  tendency  to  blister  formation,  from  what  ought  to  be  inade- 
quate causes,  is  spoken  of  as  epidermolysis  bulloj-a,  a  condition  which  may 
j)or^ist  throughout  life  without  necessarily  leading  to  any  other  untoward  sym- 
ptoms in  the  patient  ;  it  is  probably  related  to  factitious  urticaria.  Dermatitis 
herpetiformis  is  a  polymorphous  eruption,  of  which  bulla'  form  but  a  part  ; 
the  trouble  begins  with  itching  of  the  skin,  and  more  or  less  general  disturbance, 
jjart  of  which  arises  from  the  loss  of  sleep  entailed  by  the  irritation.  In  various 
parts  of  the  body  or  limbs  erv'thematous  and  urticarial  patches  supervene,  some 
of  which  subside  without  further  development,  whilst  upon  others  clusters  of 
vesicles  soon  appear.  Many  of  the  clusters  contain  twenty  or  thirty  vesicles 
upon  a  single  inflamed  base  ;  some,  fewer  vesicles  of  larger  size  ;  whilst  yet 
others,  in  the  place  of  clusters  of  small  vesicles,  develop  into  typical  blebs  var>'ing 
D  8 
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in  area  from  that  of  a  sixpence  to  that  of  a  half-crown.  No  region  of  the  body  is 
exempt.  The  characters  of  the  lesion  are  precisely  similar  to  those  found  in 
pregnant  women  suffering  from  herpes  gestationis,  but  there  must  be  a  difference 
in  causation,  for  the  latter,  though  it  occurs  with  every  successive  pregnancy  in 
the  same  woman,  remains  in  complete  abeyance  between  the  pregnancies,  whilst 
dermatitis  herpetiformis — Diihring's  disease  or  hydroa — may  occur  in  either  sex 
and  at  almost  any  age,  though  it  is  less  common  in  children  than  in  adults.  It 
is  probably  due  to  the  action  of  some  poison  circulating  in  the  blood,  derived 
perhaps  from  the  food  in  some  cases  ;  it  is  possible  for  two  persons  to  be  taken 
ill  after  partaking  of  the  same  food,  one  with  acute  gastro-intestinal  symptoms, 
such  as  diarrhoea  and  vomiting  ;  the  other  with  acute  pemphigus  ;  it  looks, 
therefore,  as  if  pemphigus  and  its  allies  may  be  related  to  the  acute  urticaria  that 
is  so  familiar  in  certain  cases  of  shell-fish  poisoning  ;  it  may  be  due  to  ptomaines. 

Any  one  of  the  bullous  dermatoses  may  be  either  acute,  subacute,  or  chronic, 
in  any  of  these  degrees  there  may  be,  practically,  no  constitutional  disturbances 
on  the  one  hand,  or  the  patient  may  be  so  ill,  with  more  or  less  pyrexia  and 
constitutional  disturbances,  as  to  require  to  stay  in  bed  ;  while  not  a  few  cases, 
especially  those  of  the  tyjje  to  which  the  term  pemphigus  can  be  strictly  applied, 
may  prove  fatal.  In  all  the  bullous  dermatoses  the  eruption  may  be  restricted 
to  the  cutaneous  surface  ;  but  they  may  also  occur  upon  the  mucous  membranes, 
especially  of  the  mouth,  palate,  oesophagus,  nose,  colon,  rectum,  and  vagina.  If 
recovery  has  taken  place  upon  one  occasion  there  is  a  decided  tendency  for  subse- 
quent attacks  to  occur. 

Finally,  it  may  be  mentioned  that  although  it  is  often  stated  as  a  general  rule 
that  many  skin  diseases  may  be  associated  with  eosinophiha,  as  a  matter  of  fact 
few  skin  diseases  other  than  the  bullous  dermatoses  produce  any  marked  degree 
of  eosinophilia,  so  that  a  differential  leucocyte  count  may  afford  valuable  dia- 
gnostic evidence.  The  absence  of  eosinophilia  by  no  means  excludes  pemphigus 
or  erythema  bullosum  or  any  other  bullous  dermatosis,  but  the  presence  of 
eosinophilia  in  a  doubtful  case  increases  the  probability  of  the  condition  being 
one  of  these  ;  it  is  noteworthy,  moreover,  that  whereas  the  cells  in  the  contents 
of  the  bulbe  themselves  are,  to  a  considerable  extent,  coarsely  granular  eosino- 
phile  corpuscles,  those  which  occur  in  a  blister  produced  artificially  in  the  same 
case  present  no  such  tendency  to  eosinophilia.  Herbert  French. 

BUZZING  IN  THE  EARS.— (See  Tinnitus.) 

CACHEXIA  literally  means  "  a  bad  habit,"  and  is  an  ill-defined  term  used 
to  include  almost  any  depraved  condition  of  the  body  in  which  nutrition  every- 
where is  defective.  Formerly  it  was  synonymous  with  chlorosis.  It  is  generally 
applied  to  patients  who  exhibit  at  the  same  time  progressive  loss  of  weight,  and 
change  of  complexion  in  the  direction  of  sallowness  or  actual  anaemia.  (See 
Weight,  Loss  of  ;  and  Anaemia.) 

The  word  is  generally  prefixed  by  a  qualifying  adjective,  such  as  cancerous 
cachexia,  syphilitic  cachexia,  malarial  cachexia,  tuberculous  cachexia,  the  dia- 
gnosis generally  being  indicated  by  other  symptoms  or  by  the  history.  Other 
varieties  of  cachexia  tiiat  may  be  given  special  mention,  and  which,  if  they  arc 
borne  in  mind,  are  not  as  a  rule  difficult  of  diagnosis,  are  C.  splenica^  including 
blood  diseases  such  as  leucocythemia,  in  which  \vith  progressive  loss  of  weight 
and  anaemia  there  is  enlargement  of  the  Spleen  (q.v.) ;  C.  uterinay  with  chronic 
non-fatal  lesions  of  the  uterus  or  other  pelvic  organs,  notably  with  leucorrhoea, 
chronic  endometritis,  or  fibroid  tumours  ;  and  often  accompanied  by  brown 
disfiguring  pigmentation  (chloasma  uterinum),  especially  on  the  forehead  and 
round  the  eyes  ;  C.  parasitica,  due  to  infection  by  the  more  serious  intestinal  or 
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other  parasites,  especially  Ankylostomum  duodenale,  Bothriocephalus  latus,  Bilhar- 
zia  hamatobia,  and  Trichina  spiralis  ;  C.  chlorotica^  a  synonym  for  chlorosis  ;  C. 
mercurialiSf  attributed  to  the  effects  of  mercury,  though  perhaps  really  due  to 
s>'philis,  seeing  that  the  condition  is  commonest  in  tertiary  cases  in  which 
mercury  has  been  given  in  large  quantities  ;  it  was  much  commoner  in  former 
day's,  when  iodide  of  potassium  was  not  employed,  and  great  destruction  of  the 
tissues  of  the  legs,  scalp,  palate,  and  other  parts  was  common  ;  C.  exophthalmica, 
the  cachexia  that  is  sometimes  associated  with  exophthalmic  goitre  ;  C.  palustris, 
or  marsh  cachexia,  due  either  to  actual  malaria  or  to  constant  hving  in  un- 
healthy, damp  surroundings  ;  C.  alkalina,  the  bad  health  caused  by  taking  large 
quantities  of  alkaUes  for  a  long  period,  and  evidenced  by  pallor,  breathlessness, 
emaciation,  and  anaemia  ;  C.  aquosa,  also  called  pica,  and  C.  africana,  a  term 
given  to  an  anaemic  condition  leading  to  serous  effusion,  and  often  accompanied 
by  perversion  of  appetite,  seen  in  hot  climates  and  especially  among  negroes ;  it 
has  received  many  names,  such  as  white  tongue,  stomach  disease  of  negroes, 
negro  cachexy,  intratropical  anxmia,  dirt-eating  disease,  and  many  others. 
Doubtless  many  different  disorders  have  been  included  under  this  name,  including 
the  results  of  malaria  or  of  intestinal  worms ;  C.  renalis,  which  results  from 
prolonged  albuminuria,  especially  in  subacute  tubal  nephritis ;  C.  scorbutica,  a 
condition  formerly  described  as  associated  with  rickets,  though  more  hkely  related 
to  the  infantile  scurvy  of  Barlow,  nutrition  being  impaired,  the  head  and  upper 
part  of  the  body  perspiring  profusely  during  sleep,  anaemia  developing,  and  the 
patient  being  intolerant  of  bed-clothes  owing  to  tenderness  or  actual  painfulness 
of  the  bones  :  there  may  or  may  not  be  bleeding  gums  ;  the  bone  tenderness  is 
thought  to  be  due  to  subperiosteal  haemorrhages  ;  C.  saturnina^  which  results 
from  chronic  lead  poisoning.  Herbert  Frcfich. 

CAMMIDGE'S  PANCREATIC  REACTION The  improved  pancreatic  re- 
action primarily  depends  upon  the  fact  that  when  the  urine  of  a  patient 
suffering  from  pancreatic  inflammation  is  hydrolysed  by  boiling  with  dilute  HCl, 
a  sugar  having  the  reactions  of  a  pentose  is  set  free,  and  may  be  recognized  by 
conversion  into  its  osazone  cr>'stals  by  treatment  with  phenylhydrazine.  A 
golden  yellow  ffocculent  deposit  of  flexible  hairhke  crystals  forms,  arranged  in 
microscopic  sheaves,  readily  soluble  in  dilute  sulphuric  acid.  The  appearance 
and  solubihty  of  the  crystals  are  very  characteristic,  but  as  glycuronic  acid,  which 
is  set  free  to  a  greater  or  less  extent  in  all  urines  during  the  hydrolytic  process, 
also  forms  a  crystalline  compound  with  phenylhydrazine,  it  is  removed  by 
treating  the  still  acid  urine  with  tribasic  lead  acetate,  after  the  excess  of  hydro- 
chloric acid  has  been  neutralized  with  leaid  carbonate.  The  lead  that  goes  into 
solution  has  also  to  be  removed  by  converting  it  into  an  insoluble  sulphide  or 
sulphate  before  the  phenylhydrazine  test  is  applied. 

The  results,  both  of  five  years'  clinical  experience,  and  of  many  animal  experi- 
ments, have  demonstrated  that  a  positive  "  pancreatic  "  reaction  is  strong 
presumptive  evidence  of  a  disturbance  of  function  and  of  active  degenerative 
changes  in  the  pancreas.  In  most  cases  these  are  consequent  on  inflammation, 
either  acute  or  chronic,  but  in  a  few  instances  a  positive  reaction  seems  to  arise 
from  abnormal  phy^siological  activity.  The  latter  may,  however,  be  neglected 
for  all  practical  purposes,  for  it  is  not  associated  with  symptoms  suggestive  of 
pancreatic  disease. 

It  has  been  pointed  out  repeatedly  that  the  pancreatic  reaction  is  not  patho- 
gnomonic of  pancreatitis,  and  the  writer  must  again  insist  that  the  results  of 
the  test  must  be  considered  in  conjunction  with  the  clinical  symptoms  and  the 
evidence  to  be  obtained  by  a  complete  analysis  of  the  urine  and  faeces.  By 
doing  so  one  can  not  only  obtain  confirmation  of  the  indications  given  by  this 
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special  method  of  examination,  but  also  infer  the  probable  cause  of  the  changes 
in  the  pancreas,  which  is  a  most  important  point,  for  pancreatitis  is  rarely,  or 
never,  a  primary  disorder,  but  is  usually  secondary  to  an  ascending  catarrh  from 
the  duodenum,  gall-stones  in  the  common  bile-duct  or  in  the  ampulla  of  Vater, 
invasion  of  the  pancreas  by  a  duodenal  or  gastric  ulcer,  malignant  disease 
either  primary  in  the  pancreas  or  secondary  to  some  other  organ,  back-pressure 
from  disease  of  the  heart  or  lungs,  arteriosclerosis,  alcoholism  and  cirrhosis  of 
the  liver,  syphilis,  tubercle,  influenza,  typhoid  fever,  mumps,  etc.,  etc.  In  many 
of  these  the  clinical  signs  and  symptoms  alone  are  sufficient  to  indicate  the 
cause  of  the  pancreatitis,  but  in  others  they  are  so  indefinite  or  obscure  that  it  is 
only  by  considering  the  results  of  a  complete  quantitative  and  qualitative  analysis 
of  the  urine,  and  faeces  also,  that  a  correct  diagnosis  can  be  arrived  at. 

A  single  negative  pancreatic  reaction  does  not  exclude  chronic  pancreatitis,  or 
rather  the  results  of  inflammation  of  the  pancreas,  for  the  reaction  is  only  given 
when  there  are  active  degenerative  changes  in  the  gland  at  the  time  when  the 
urine  is  being  excreted.  Cirrhosis  of  the  pancreas  due  to  past  inflammation  does 
not,  therefore,  cause  a  reaction  after  the  inflammation  has  subsided.  Cancer  of 
the  pancreas  too  is  associated  with  a  positive  reaction  in  only  about  2  5  per  cent 
of  cases,  the  presence  of  the  growth  being  apparently  unattended  by  any  inflam- 
matory changes  in  the  pancreas  in  the  remaining  75  per  cent. 

Other  points  to  be  noticed  in  examining  the  urine  from  suspected  cases  of 
pancreatic  disease  are  : — 

1.  The  presence  of  calcium  oxalate  cr>'stals  (see  Oxaluria)  in  the  centrifu- 
galized  deposit ;  these  are  met  with  in  63  per  cent  of  cases  of  chronic  pancrea- 
titis, or  7^  per  cent  if  jaundiced  cases  are  excluded. 

2.  A  pathological  excess  of  urobilin  (see  Fig.  23,  p.  95)  ;  this  is  a  very  constant 
indication  of  cholangitis,  and  a  particularly  useful  sign  of  gall-stones  in  the 
common  bile-duct,  whether  accompanied  by  jaundice  or  not. 

3.  A  well-marked  indican  reaction  :  pointing  to  a  catarrhal  condition  of  the 
intestinal  mucous  membrane,  with  abnormal  putrefactive  changes  in  the  contents 
of  the  intestine,  and  possibly  a  duodenal  or  gastric  ulcer. 

4.  Bile  pigment  in  the  urine  :  showing  that  there  is  some  obstruction  to  the 
free  flow  of  bile  into  the  intestine,  due  to  impacted  gall-stones,  gripping  of  the 
common  bile-duct  by  the  inflamed  head  of  the  pancreas,  which  surrounds  the 
duct  in  62  per  cent  of  cases,  malignant  disease  of  the  head  of  the  pancreas,  or  a 
growth  in  the  common  bile-duct. 

For  the  purposes  of  a  further  differential  diagnosis,  the  results  of  a  qualitative 
and  quantitative  analysis  of  the  faK^es  are  most  important.  In  carrying  out  the 
analysis  the  points  to  be  noticed  particularly  are  : — 

1 .  The  presence  or  absence  of  stercobilin  ;  in  gall-stone  obstruction,  traces  at 
least  are  nearly  always  met  with,  whereas  in  malignant  disease  of  the  head  of 
the  pancreas,  total  blocking  of  the  duct  is  the  rule,  although  the  soft  growths 
occurring  primarily  in  the  common  duct  usually  allow  some  bile  to  filter  through, 
so  that  traces  of  stercobilin  are  met  with  in  the  faeces. 

2.  The  percentage  of  unabsorbed  fat :  in  cancer  of  the  pancreas  this  is  always 
very  high,  70  to  80  per  cent ;  it  is  usually  somewhat  less  in  growths  of  the  common 
duct,  averaging  60  to  70  per  cent,  and  varies  from  a  subnormal  percentage  in 
early  catarrh  of  the  pancreas  to  as  much  as  50  or,  rarely,  even  80  per  cent  in 
advanced  chronic  pancreatitis. 

3.  More  important  still,  however,  is  the  relation  of  the  unsaponified  to  the 
saponified  fats,  for  whereas  the  former  arc  in  excess  in  diseases  that  interfere 
with  the  digestive  functions  of  the  pancreas,  such  as  cancer  of  the  gland  and 

advanced  chronic  pancreatitis,  the  latter  predominate  in  obstruction  of  the 
common  duct  by  gall-stones,  without  pancreatitis,  and  m  xa-^li^tiant  growths 
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not  involving  the  pancreas.  It  must  be  borne  in  mind,  however,  that,  owing 
to  the  abnormal  activity  of  fat-splitting  bacteria  in  the  lo^^'er  bowel,  such  as  is 
met  with  in  some  cases  of  intestinal  catarrh,  an  excess  oi  saponified  fat  may  be 
found  in  cases  of  chronic  pancreatitis,  where  the  disease  is  due  to  an  infection 
spreading  from  the  duodenum  along  the  pancreatic  ducts.  A  similar  excess  is 
often  met  with  in  early  catarrhal  pancreatitis,  owing  probably  to  an  increased 
flow  of  pancreatic  juice  analagous  to  the  salivation  met  with  in  parotitis. 

4.  Microscopical  examination  of  the  faeces  for  fat  globules,  fatty  acid  crystals, 
undigested  muscle  fibres,  connective  tissue,  etc.,  should  not  be  omitted  :  a 
large  excess  of  fat  globules  and  free  fatty  acid  crystals,  with  numerous  isolated 
undigested  muscle  fibres,  p>ointing  to  cancer  of  the  pancreas  or  advanced  cirrhosis 
of  the  gland,  whereas  muscle  associated  with  connective  tissue  points  to  defective 
gastric  digestion. 

5.  An  acid  reaction  of  the  fresh  stool  is  in  favour  of  a  diagnosis  of  pancreatic 
disease  ;   in  simple  gall-stone  obstruction,  the  faeces  are  usually  alkaline. 

6.  Occult  blood,  when  constantly  present  in  the  faeces  (see  p.  94),  is  suggestive 
of  madignant  disease  or,  more  rarely,  advanced  pancreatitis,  in  which  it  is  now 
well  known  that  there  is  a  haemorrhagic  tendency ;  while  the  discovery  of  blood 
intermittently  points  to  a  gastric  or  duodenal  ulcer,  which  may  be  invading  the 
pancreas  and  setting  up  pancreatitis. 

By  carefully  considering  all  the  facts  thus  obtained,  and  interpreting  them 
in  the  light  of  the  clinical  signs  and  symptoms,  it  is  po^ible,  not  only  to  diagnose 
correctly  the  existence  of  disease  of  the  pancreas,  but  also  to  arrive  at  a  satis- 
factory conclusion  as  to  its  probable  cause.  Affection  of  the  pancreas  is  much 
commoner  than  is  generally  supposed,  and  many  trying  cases  of  chronic  indiges- 
tion, recurring  or  persistent  jaundice,  and  obscure  affections  of  the  upper 
abdomen  would  be  explained,  aind  satisfactorily  treated,  if  investigated  as  above. 
Undiagnosed,  and  consequently  untreated,  pancreatitis,  is  probably  the  most 
common  cause  of  diabetes.  If  this  were  more  widely  recognized  much  might 
be  done  to  stay  the  further  increase  of  that  disease.  p.  j.  Cammidge. 

CARDIAC   BRUITS.— (See  Bruits,  Cardiac.) 

CARDIAC  IMPULSE,  DISPLACED.— (Sec  Heart  Impulse,  Displaced.) 

CARDIAC  THRILLS.— (See  Thrills,  Precordial.) 

CASTS  IM  THE  URINE.— (See  Albuminuria.) 

CEPHALALGIA.— (See  Headache.)  '^'^' 


CHARCOT-LEYDEN  CRYSTALS.— Charcot  -  Ley- 
den  crystals  were  at  one  time  supposed  to  consist 
of  spermin,  but  now  there  is  considerable  doubt 
as  to  their  exact  chemical  nature.  Their  chief 
importance  from  a  clinical  point  of  view  is  that 
they  are  more  common  in  certain  conditions  than 
in  others.  They  may  be  found  either  in  the 
sputum,  the  blood,  or  in  the  stools. 

The  crystals  themselves  are  of  microscopic  size, 
needing  the  high  power  for  their  detection.  Each 
resembles  a  very  elongated  diamond  {Fig.  26), 
with  clear-cut  edges,  without  colour,  but  with  a 

slightly  yellow  appearance  when  seen  obliquely.  They  stain  with  eosin,  and 
are  soluble  in  hot  water,  in  mineral  acids,  and  in  alkalies,  so  that  for  their 
detection  a  fresh  specimen  is  required. 

In  the  sputum^  they  are  far  more  common  in  asthma  than  under  any  other 


Fii^.  26  — Ch.'ircot-Lcydcn  cry.s- 
t.Tls  and  leucfxyie.s  under  ihe 
hinh  power  of  the  micro>co^>€. 
(From  Mciiical  Laboratory 
Mt'tfiOiis.     Dr.    Herbert  French.) 
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circumstances — true  spasmodic  asthma,  such  as  also  gives  rise  to  Curschmann's 
Spirals  (q.v.)  and  eosinophile  corpuscles  in  the  sputum  at  the  same  time. 
As  a  means  of  determining  whether  a  given  case  is  one  of  paroxysmal  dyspnoea, 
cough,  or  bronchitis  on  the  one  hand,  or  true  asthma  compUcated  by  bronchitis 
upon  the  other,  the  detection  of  large  numbers  of  Charcot-Leyden  crystals  in 
a  fresh  specimen  of  sputum  affords  considerable  evidence  in  favour  of  the 
latter  diagnosis.  Small  numbers  of  the  crystals  may  be  found  in  bronchitis  and 
in  association  with  bronchiectasis,  but  in  true  asthma  their  numbers  may  be 
quite  large. 

The  occurrence  of  Charcot-Leyden  crystals  in  the  blood  is  of  Httle  diagnostic 
value.  They  are  seldom  if  ever  found  in  fresh  blood  ;  but  when  the  latter  has 
stood  for  some  time  in  bulk  they  develop,  particularly  in  certain  diseases  in 
which  leucocytes  are  breaking  down  rapidly,  especially  in  cases  of  leukaemia. 
Some  authorities  have  tried  to  draw  important  clinical  deductions  from  the 
development  of  these  crystals  in  blood,  but  it  is  doubtful  whether  they  really 
have  any  significance  of  value. 

In  the  stools,  Charcot-Leyden  crystals  have  been  found  in  a  great  variety  of 
diseases,  but  whether  or  not  clinical  deductions  can  be  drawn  from  their  presence 
is  doubtful.  It  is  stated  that,  when  they  abound,  the  patient  is  probably 
suffering  from  an  animal  parasite  ;  but  it  affords  no  indication  of  the  nature  of 
the  parasite  present.  Their  occurrence  should  lead  one  to  examine  the  faeces 
for  parasites  or  their  ova  with  even  greater  care  than  usual. 

Herbert  French. 

""  CHEST,   BLOODY  EFFUSION  IN When,  on  needUng  a  chest    containing 

fluid  in  the  pleural  cavity,  this  fluid  is  found  to  be  obviously  blood-stained, 
the  fact  is  always  very  suggestive  of  one  of  three  things  :  either  the  inflammation 
of  the  pleura  has  been  exceedingly  acute  ;  or  the  chest  has  already  been  tapped 
not  long  previously,  so  that  there  has  been  haemorrhage  into  the  residual  fluid  ; 
or  there  is  mahgnant  disease  of  the  pleura,  either  primary  or  secondary, 
carcinoma  or  sarcoma.  The  history  of  the  case  may  at  once  indicate  whether 
the  inflammation  is  very  acute  or  not ;  the  symptoms  would  have  been  of  short 
duration  and  associated  with  much  pyrexia,  whilst  the  fluid  itself  would  be  of 
high  specific  gravity,  would  contain  a  large  amount  of  albumin,  would  probably 
coagulate  spontaneously,  and  microscopically  would  exhibit  numerous  poly- 
morphonuclear cells  and  lymphocytes,  as  well  as  an  abundance  of  red  corpuscles, 
but  no  particles  of  growth  in  the  centrifugalized  deposit. 

If  blood  is  found  in  pleuritic  fluid  at  a  second  tapping,  when  it  was  not 
present  at  the  first,  the  fact  is  by  itself  of  little  value  in  differential  diagnosis,  for 
the  bleeding  has  probably  been  caused  by  the  act  of  paracentesis. 

When  there  is  a  new  growth,  and  the  effusion  contains  obvious  blood  at  a  first 
tapping,  it  is  hkely  that  the  symptoms  will  have  been  of  gradual  onset,  there 
will  not  be  marked  pyrexia,  there  may  not  be  signs  of  obstruction  to  a  bronchus 
or  to  the  intrathoracic  veins ;  but  the  diagnosis  may  be  cleared  up  by  finding 
fragments  of  new  growth  in  the  centrifugaUzed  deposit.  It  is  of  course  by  no 
means  every  case  of  malignant  disease  affecting  the  pleurae  that  produces  a 
blood-stained  effusion  ;  but  when  the  effusion  is  blood-stained  at  a  first  tapping, 
in  a  case  that  has  not  run  a  very  acute  course,  one  should  be  very  suspicious  of 
new  growth.  In  not  a  few  such  cases  there  have  also  been  comparatively  large 
numbers  of  coarsely  granular  eosinophile  corpuscles  in  the  effusion. 

Herbert  French. 

CHEST,  DEFORMITY  OF^  (See  Deformity  of  thb  Chest.) 

CHEST,  PAIN  IN.^(See  Pain  in  the  Chest.) 
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CHEST,  PUS  IM.— When,  on  needling  the  chest,  pus  wells  up  into  the 
exploring  syringe,  it  is  exceedingly  probable  that  the  patient  is  suffering  from 
an  empyema.  Other  lesions  may  simulate  empyema,  however,  and  even  when 
empyema  is  actually  present  it  is  important  not  to  let  the  diagnosis  rest  at 
empyema,  but  rather  to  regard  it  as  a  symptom  and  try  to  diagnose  its  cause. 
It  by  no  means  follows,  of  course,  that  when  the  exploring  syringe  fails  to  detect 
pus,  an  empyema  is  not  present,  for  sometimes  it  is  situated  either  between 
the  lower  lobe  and  the  diaphragm,  in  front  of  the  lung  or  between  the  lobes, 
or  in  some  other  position  in  which  it  is  difficult  to  hit  it  off  with  the  needle. 
When  pus  is  found  but  the  amount  is  only  quite  small,  there  may  be  doubt  as  to 
■whether  it  came  from  an  empyema  outside  the  lung,  from  a  bronchus,  or  an 
abscess  cavity  in  the  lung  substance.  The  nature  of  the  case  may  remain  undecided 
until  a  subsequent  puncture,  or  a  resection  of  a  rib,  conclusively  discovers  intra- 
pleural pus. 

Even  when  pus  wells  up  in  the  exploring  syringe  it  is  sometimes  possible  to 
mistake  for  empyema  a  collection  of  pus  which  is  below  the  diaphragm.  A 
subdiaphragmatic  abscess  and  an  abscess  within  the  liver  are  the  two  conditions 
most  liable  to  simulate  empyema  in  this  way.  If,  however,  the  history,  the 
symptoms,  and  the  physical  signs  do  not  serve  to  distinguish  between  these 
different  conditions,  it  will  still  be  clearly  necessary  to  evacuate  the  pus,  and  the 
surgeon's  finger  inserted  through  the  wound  will  be  able  to  feel  whether  the 
diaphragm  is  above  or  below  the  collection.  Even  then  there  is  one  possible 
source  of  error,  namely,  when  there  is  pus  both  above  and  below  the  diaphragm. 
A  subdiaphragmatic  abscess,  secondary  perhaps  to  appendicitis  upon  the  right 
side,  or  to  a  leaking  gastric  ulcer  upon  the  left,  may  have  infected  the  pleura 
through  the  diaphragm,  causing  first  a  serous  and  then  a  purulent  effusion, 
separated  from  that  below  the  diaphragm  merely  by  the  thickness  of  that 
muscle.  It  may  be  ver>'  difficult  indeed  to  be  sure  of  this  condition,  even  at  the 
time  of  op>eration,  the  nature  of  the  case  not  being  fully  cleared  up  until,  when 
one  of  the  pus-containing  cavities  has  been  evacuated,  the  abnormal  physical 
signs  persist,  and  a  second  collection  of  pus,  above  or  below  the  diaphragm  as 
the  case  may  be,  is  found  at  a  subsequent  exploration.  The  ;r-rays  may  be  of 
considerable  assistance  sometimes  in  showing  whether  the  diaphragm  is  above 
the  pus  or  below  it. 

If,  however,  the  physical  signs,  symptoms,  and  the  result  of  needling,  all 
conclusively  prove  that  the  chest  contains  an  empyema,  it  is  still  necessary  to 
decide  as  far  as  possible  the  nature  of  the  latter.  Its  commonest  cause  is 
pneumococcal  infection,  nearly  always  preceded  by  lobar  pneumonia  in  adults, 
in  children  sometimes  by  bronchopneumonia,  but  not  infrequently  arising 
insidiously.  It  is  probable  that  many  of  the  so-called  latent  empyemata 
of  children  have  really  been  preceded  by  undiagnosed  bronchopneumonia. 
Difficulty  ver>'  often  arises  from  the  fact  that  the  amount  of  pus  present  is  not 
great,  so  that  though  it  compresses  the  lung  sufficiently  to  render  the  alveoli 
airless,  the  bronchial  tubes  still  remain  patent,  and  there  is  no  complete  dullness 
at  the  base  or  wherever  the  empyema  may  be  ;  and  over  the  affected  area  there 
may  be  bronchial  breathing  and  crackling  rales,  instead  of  the  absence  of  breath- 
sounds  and  of  voice-sounds  that  usually  accompanies  empyema  in  adults.  If 
there  is  doubt  as  to  the  nature  of  the  empyema  as  judged  by  the  history, 
bacteriological  examination  of  the  pus  will  often  indicate  its  origin.  The 
commonest  organisms  to  be  found  are  pneumococci,  streptococci,  and  staphylo- 
cocci, though  Bacillus  coli  communis,  typhoid  bacilli,  and  the  Bacillus  pyocyaneus 
also  occur,  and  it  is  not  improbable  that  other  organisms  also  may  be  present 
in  some  instances.  The  mode  of  infection  is  generally  either  \'\k  the  lung,  or 
from  beneath  the  diaphragm  ;  and  careful  inquiry  into  the  history  and  symptoms 


not  being  suspected  until  the  rapid  recurrence  of  the  oflusion,  repealed 
tappings,  and  rapid  downhill  course  oi  the  disease  ultimately  suggest  its 
nature,  Microscopicial  examination  of  the  centrifuBali/cd  deposit  of  the 
pleuritic  fluid  sometimes  leads  to  the  detection  of  particles  of  new  growth 
which  clinch  tbe  diagnosis,  whilst  il  the  fluid  in  a  case  which  is  not  absolutely 
acute,  is  hlood-stained  at  a  first  tapping,  this  by  itself  is  highly  suggestive 
of  neoplasm. 

Aiute  rhiumatism,  particularly  between  the  ages  ol  five  and  tuenty,  is  not 
an  uncommon  cause  o(  pleurisy  with  ctfusion.  It  may  occur  when  there  have 
already  been  joint-pains,  or  other  s\-mploms  of  acute  rheumatism,  such  as  chorea, 
recurrent  tonsillitis,  pericarditis,  endocarditis  followed  by  valvular  disease,  skin 
affections  such  as  erythema  multiforme,  erythema  nodosum,  peliosis  theumatica, 
or  sut>cutancou5  nodules.  In  such  cases  the  diagnosis  is  not  difTicult ;  but  it  is 
less  easy  when  the  pleuritic  effusion  is  itself  the  main  symptom  in  the  case. 
The  youth  of  the  patient,  the  absence  of  anaemia  or  of  previous  ill-health  of 
some  duration,  the  absence  of  abnormal  apical  lung  sign.s,  of  a  family  history 
of  phthisis,  the  presence  of  a  cardiac  bruit,  the  occurrence  of  heart  disease, 
acute  rheumatism,  or  chorea  in  other  members  of  the  same  family,  the  rapid 
onset  of  the  disease,  and  the  almost  equally  rapid  resolution  of  the  efiusion, 
even  when  no  particular  treatment  is  adopted,  are  points  in  favour  of  acute 
rheumatism  rather  than  tuberculosis.  When  in  doubt,  the  negative  results  ol 
guinea-pig  inoculation  would  point  in  the  same  direction,  and  von  Pirquet's 
skin  reaction  would  be  negative.  There  are,  however,  many  cases  oi  pleuritic 
effusion  in  young  people,  in  whom  it  is  impossibJe  to  allocate  the  cause  either 
to  rheumatism  or  phthisis,  and  such  cases  arc  sometimes  spoken  of  as  examp\es 
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of  "  simple  "    pleurisy ;    doubtless  most  of    these  are   either   tuberculous    or 
rheumatic,  the  majority  ultimately  proving  to  be  the  former. 

Pneumococcal  lesions  of  the  lung  generally  produce  pleurisy  ;  lobar  pneumonia 
indeed,  never  occurs  without  it,  though  bronchopneumonia,  even  when  it  is 
pneumococcal,  often  does.  It  is  less  comnion,  however,  for  pneumococci  to 
cause  a  serous  effusion  than  either  a  dry  pleurisy  or  an  empyema,  although 
pneumococcal  pleuritic  effusion  is  met  with  now  and  then,  the  diagnosis  being 
confirmed  by  the  discovery  of  pneumococci  in  the  fluid.  It  is  even  possible 
for  pneumococcal  pleuritic  effusion  to  occur  without  there  having  been  any 
definite  lobar  pneumonia  or  bronchopneumonia  preceding  it — primary  pneumo- 
coccal pleurisy.  It  is  difficult  to  say  where  pneumococcal  serous  effusion  stops 
and  pneumococcal  empyema  begins,  the  two  merging  into  one  another,  and 
the  same  case  often  exhibiting  clear  fluid  at  one  exploration,  cloudy  fluid  a 
few  days  later,  and  pus  later  still. 

Bright's  disease  may  cause  cither  a  passive  effusion  as  the  result  of  heart 
failure  in  chronic  cases  ;  or  a  simple  accumulation  of  oedema  fluid  in  the  pleural 
cavities  without  heart  failure,  in  cases  in  which  the  general  oedema  of  Bright's 
disease  is  extreme  ;  or  actual  pleurisy  with  serous  effusion,  probably  the  result 
of  intercurrent  infection  by  some  low  type  of  organism,  corresponding  with  the 
peritonitis  with  Ascites  {q.v.)  and  with  the  pericarditis  which  may  also  occur  in 
these  cases.  The  diagnosis  will  be  indicated  by  the  Albuminuria  (q.v.),  associated 
with  renal  tube-casts ;  and  if  there  is  bilateral  effusion  without  universal  oedema, 
but  with  signs  of  heart  failure  in  the  form  of  orthopnoea,  oedema  of  the  legs,  and 
perhaps  ascites,  the  effusion  is  passive  ;  it  belongs  to  the  second  category  if  there 
is  universal  oedema,  as  in  some  cases  of  subacute  nephritis  of  some  standing ; 
whilst  if  the  effusion  is  inflammatory  it  will  probably  be  unilateral,  or  else  more 
marked  in  one  side  of  the  chest  than  in  the  other.  In  a  few  cases,  an  extensive 
pleuritic  effusion  in  a  middle-aged  or  elderly  person  is  the  very  first  indication 
that  there  is  anything  renal  the  matter,  the  diagnosis  of  red  granular  contracted 
kidney  being  confirmed  by  the  urinary  changes,  big  heart,  ringing  aortic  second 
sound,  high  blood-pressure,  or  by  albuminuric  retinitis. 

Any  of  the  severe  blood  diseases,  particularly  Hodgkin*s  disease,  lympkadenoma, 
lymphoma,  lymphatic  leukamia,  splenomedullary  leukamia,  splenic  ancemia, 
pseudo-leuk{Bmia  infantum,  and  to  a  less  extent  pernicious  ancemia,  may  give 
rise  to  inflammation  of  any  of  the  serous  membranes,  and  thus  lead  to  ascites, 
pericarditis,  or  pleurisy  with  effusion.  The  latter  is  seldom  an  early  symptom 
in  such  cases,  however,  and  the  diagnosis  will  generally  be  known  already  by 
the  presence  of  pronounced  Anosmia  {q.v.),  enlargement  of  the  Lymphatic 
Glands  (^.t/.),  or  enlargement  of  the  Spleen  (^.t;.),withor  without  pathognomonic 
blood-changes  already  discussed  under  these  various  headings. 

Pleuritic  effusion  may  sometimes  be  secondary  to  infection  of  the  pleurae  from 
inflammatory  changes  below  the  diaphragm  ;  thus  appendicitis  may  lead  to  micro- 
organisms tracking  up  behind  the  ascending  colon  to  reach  the  diaphragm,  there 
perhaps  producing  a  small  subdiaphragmatic  abscess,  or  a  local  inflammation 
which,  stopping  short  of  pus  formation,  ultimately  subsides.  The  bacteria  in 
contact  with  the  lower  surface  of  the  diaphragm  seem  able  to  pass  through  the 
latter  and  infect  the  pleura  without  there  being  any  actual  hole  in  the  diaphragm 
muscle  ;  they  seem  to  pass  through  the  normal  stomata,  and  it  is  noteworthy 
that  passage  of  micro-organisms  in  the  reverse  direction  is  so  rare  as  almost  to 
be  negligible  ;  acute  peritonitis  often  produces  acute  pleurisy,  but  the  latter, 
or  even  empyema,  seldom  produces  peritonitis.  Any  inflammatory  mischief 
below  the  diaphragm  may  lead  in  this  way,  sometimes  to  dry  pleurisy, 
sometimes  to  pleuritic  effusion,  and  sometimes  to  empyema.  One  need  not 
enumerate  all  such  causes,  but  they  should  be  borne  in  mind  as  possibiUties. 
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There  may  have  been  acute  general  peritonitis,  or  a  more  local  inflammation 
of  the  peritoneum,  tracking  in  the  manner  already  described  in  connection  with 
appendicitis.  This  is  possible  when  there  is  a  leaking  from  a  gastric  or  duodenal 
ulcer ;  local  infection  from  the  gall-bladder  ;  pyosalpinx  ;  pelvic  peritonitis  due 
to  whatever  cause  ;  perinephric  inflammation  secondary  to  renal  calculus  or 
injury,  or  tuberculosis  of  the  kidney  ;  hepatic  abscess  or  other  inflammatory 
changes  in  or  about  the  liver,  such  as  infective  cholangitis,  suppurative  pyle- 
phlebitis, or  the  softening  and  breaking  down  of  new  growth,  gumma,  or 
hydatid  cyst.  When  the  possibiUty  of  a  pleuritic  efiusion  being  secondary  to 
an  abdominal  lesion  of  some  kind  is  borne  in  mind,  the  diagnosis  of  the  case 
is  generally  indicated,  at  least  approximately,  by  the  preceding  history  and 
symptoms.  If  the  fluid  obtained  smells  as  though  it  were  infected  with  Bacillus 
colt  communis^  this  would  be  an  additional  argument  in  favour  of  some  sub- 
diaphragmatic cause. 

Infarction  of  the  lung,  whether  thrombotic  or  embolic,  is  very  apt  to  be 
associated  with  pleurisy,  the  latter  often  being  dry  ;  but  if  the  infarct  has 
been  extensive,  or  is  due  to  embolism  from  some  septic  source  such  as  a 
lateral  sinus  or  jugular  vein  thrombosis  in  connection  with  otitis  media,  or 
other  similar  lesions  causing  venous  clotting,  the  inflammation  of  the  pleura 
tends  to  go  further  and  produce  an  eflusion  which,  at  first  serous,  may  later 
become  purulent.  The  diagnosis  is  sometimes  obvious  ;  but  when  after  an 
operation,  perhaps  for  excision  of  an  inflamed  appendix,  the  patient  a  few 
days  later  develops  pleurisy  with  effusion,  it  may  not  occur  to  one  that  a 
possible  explanation  of  the  trouble  is  that  more  than  one  systemic  vein  in  the 
region  of  the  right  iliac  fossa  has  become  inflamed  and  thrombosed,  and  that 
portions  of  the  clot  have  been  detached  and  carried  to  the  lung,  where  multiple 
infected  emboli  have  led  to  pleurisy  and  serous  effusion,  without  going  so  far  as 
to  produce  either  abscess  in  the  lungs  or  empyema.  Should  haemoptysis  occur 
in  such  cases,  as  it  sometimes  does,  phthisis  may  be  feared  ;  but  it  will  be 
excluded  by  the  absence  of  tubercle  bacilli  on  repeated  examination  of  the 
sputum. 

Multiple  serositls  or  polyorrhomenitls  is  a  term  used  to  express  any  condition 
in  which  there  is  recurrent  inflammation  and  serous  effusion  into  more  than  one 
serous  membrane.  It  generally  affects  the  peritoneum,  pericardium,  and  both 
pleurae  either  simultaneously  or  successively.  It  is  not  a  disease  in  itself,  so 
that  the  differential  diagnosis  of  the  cause  of  the  combined  effusions  has  to  be 
made  upon  the  same  lines  as  that  described  for  each  separately.  There  are 
cases  in  which,  even  when  the  patient  dies,  the  precise  nature  of  the  multiple 
serous  inflammations  and  effusions  is  obscure  ;  it  is  very  possible  that  the 
original  microbial  cause  has  disappeared,  leaving  behind  it  so  much  fibrotic 
thickening  of  the  membranes  that  even  the  normal  secretions  are  unable 
to  drain  away  as  fast  as  they  should.  The  result  is,  that  recurrent  tapping 
at  comparatively  short  intervals  becomes  necessary,  and  the  patient  ultimately 
dies  of  exhaustion,  nothing  being  found  post  mortem  except  fibrous  thickening 
of  the  peritoneum,  pericardium,  and  pleura*,  with  more  or  less  extensive  f>eri- 
he{>atitis,  perisplenitis,  adherent  pericardium,  and  chronic  mediastinitis.  The 
general  opinion  is  that  the  primary  cause  in  these  cases  has  been  either  acute 
rheumatism  or  tuberculosis.  Sometimes  secondary  mahgnant  disease  affects 
more  than  one  of  the  serous  membranes  at  the  same  time,  and  produces  a  chnical 
picture  which  at  first  simulates  chronic  simple  polyorrhomenitis  ;  there  are 
generally  symptoms  due  to  the  primary  growth ;  but  occasionally,  especially  in 
connection  with  diffuse  carcinoma  of  the  stomach — "  indiarubber- bottle  " 
stomach — the  primary  growth  causes  no  symptoms,  and  the  nature  ot  the 
multiple  serous  effusions  may  be  obscure  unless  particles  of  new  growth  can  be 
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detected  in  the  centrifugalized  deposit,  or  secondary  masses  can  be  found  in 
the  Uver  or  lymphatic  glands.  The  left  supraclavicular  glands  should  be  care- 
fully examined.  Sometimes  the  diagnosis  is  not  arrived  at  until  a  post-mortem 
examination  is  made. 

Besides  chronic  tuberculous,  rheumatic,  and  malignant  polyorrhomenitis,  a 
similar  condition  may  be  due  to  Bright's  disease  or  any  of  the  severe  anajmias  ; 
the  differential  diagnosis  of  the  serous  effusions  to  which  these  may  give  rise  has 
already  been  discussed.  Careful  examination  of  the  blood  and  urine,  together 
with  estimation  of  the  blood-pressure,  examination  of  the  optic  discs,  and  routine 
physical  examination  of  the  various  bodily  systems,  are  essential  before  the 
correct  diagnosis  can  be  arrived  at.  Herbert  French. 

CHEST,  VARICOSE  VEIMS  ON (See  Veins,  Varicose  Thoracic.) 

CHEYNE-STOKES  RESPIRATION,  or  periodic  breathing,  consists  in 
the  occurrence  of  a  series  of  inspirations,  beginning  with  a  hardly  perceptible 
movement  increasing  to  a  maximum,  and  then  dechning  in  force  and  length 
until  they  cease  in  a  period  of  apnoea  of  some  seconds'  duration,  during  which 
the  patient  may  appear  to  be  dead,  but  at  the  end  of  which  a  low  inspiration 
followed  by  one  more  decided,  and  then  others  of  increasing  depth,  mark  the 
beginning  of  a  new  ascending  series  of  inspirations  which  in  their  turn,  when 
the  maximum  has  been  reached,  become  progressively  smaller  again  to  end  in 
another  period  of  apnoea  ;  and  so  on  with  more  or  less  periodicity  (Fig.  28).    The 
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Fig^,  28. — Cheync-Stokes  Brenthing.      A  graphic  record  from  a  case  of  arterial  degeneration 
and  softening  of  ihe  medull.n  oblongata.    The  two  curves  were  completed  in  143  seconds. 

duration  of  each  period  varies  from  half  a  minute  to  two  minutes  or  even  more. 
There  is  a  pecuUar  variety  of  periodic  breathing  in  which,  instead  of  a  waxing 
and  waning  sequence,  only  two  or  perhaps  three  rapid  deep  breaths  are  made 
at  a  time,  with  long  periods  of  apnoea  between  them — a  variety  of  periodic 
breathing  which  is  sometimes  spoken  of  as  Biot's. 

Periodic  breathing  occurs  during  sleep  both  in  the  very  young  and  in  the 
very  old,  without  there  being  any  actual  disease.  In  other  persons  Cheyne- 
Stokes  breathing  is  generally  a  late  phenomenon,  having  been  preceded  by 
other  symptoms,  particularly  uraemic  or  cardiac,  though  in  a  few  cases  of 
progressive  softening  secondary  to  arterial  degeneration  in  the  medulla  oblongata 
Cheyne-Stokes  respiration  may  be  the  most  salient  symptom  in  the  case. 

Broadly  speaking,  one  may  classify  the  chief  causes  of  periodic  breathing 
under  headings,  as  follows  : — 

1.  Arterial,  especially  when  there  are  Degenerative  Changes  In  the  Medulla 
Oblongata : — 

Arteriosclerosis 

Senile  degeneration,  especially  changes  associated  with  granular  kidney. 

2.  Ursmlc,  in  cases  of : — 


Acute  nephritis 
Chronic  nephritis 
Calculous  disease  of  the  kidney 
Tuberculous    disease     of     the 
kidney 


Ascending  nephritis,  acute  or  chronic 
Cystic  kidneys 
Carcinoma  of  the  kidney 
Sarcoma  of  the  kidney. 
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3.  Chronle  HMirt  Failure : — 

Secondary  to  valvular  heart  disease 

Secondary  to  myocardial  degeneration,  especially  fatty  or  fibroid  heart 

Secondary  to  chronic  obstruction  in  the  lungs,  especially  from  emphysema 
and  bronchitis,  and  fibroid  lung 

Failure  associated  with  very  high  systemic  blood-pressure  due  to  arterio- 
sclerosis or  granular  kidney. 

4.  Narcotic  Poisoning,  especially  from 

Morphia  I  Butyl  chloral  hydrate 

Opium  Veronal 

Chloral  Sulphonal. 

3.  Macroscopic  Lesions  of  the  Brain  or  its  Coverings:— 

Tuberculous  meningitis 

Suppurative  meningitis 

Posterior-basal  meningitis 

Cerebrospinal  meningitis 

H  ydrocephalus 

Tumour  of  the  brain,  especially  of  the  pons  or  medulla 

Haemorrhage 

Softening  of  the  brain  secondary  to  : 

Chronic  arterial  degeneration 

Syphilis  Caisson  disease 

Embolism  General  paralysis 

Acute    specific    fevers,    such    as    pneumonia,    cholera,    diphtheria, 
tj-phoid  fever,  malaria,  infective  endocarditis. 

The  differential  diagnosis  of  these  various  conditions  will  be  indicated  by 
symptoms  and  signs  other  than  the  Cheyne-Stokes  respiration,  for  the  latter 
will  have  occurred  late  in  the  great  majority  of  the  cases.  The  urine  will  be 
examined,  the  blood-pressure  measured,  the  physical  signs  of  the  heart  particu- 
larly noted,  the  retina  examined  for  retinitis,  optic  neuritis,  or  for  choroidal 
tubercles,  and  careful  inquiries  will  be  made  into  the  history.  Where  narcotic 
poisoning  may  be  suspected,  the  gastric  contents  may  be  recovered  and  analyzed, 
bottles  found  under  suspicious  circumstances  may  be  examined  in  the  same 
way,  or  evidence  of  hypodermic  injections  sought  for  on  the  patient's  bod}-  or 
limbs.  When  Che>Tie-Stokes  respiration  occurs  as  the  main  symptom  in  the 
case,  the  great  probability  is  that  there  are  degenerative  changes  in  the  medulla 
oblongata,  nearly  always  secondary  to  arterial  degeneration,  either  senile, 
s>-philitic,  or  sclerotic.  When  there  have  been  obvious  sv-mptoms  of  some  other 
kind  before  Che >Tie- Stokes  respiration  develops,  the  latter  is  far  more  important 
from  the  prognostic  than  from  the  diagnostic  standpoint.  Herbert  French. 

CHORDEE. —  A  condition  in  which,  during  erection,  the  penis,  instead  of 
remaininj;  straight,  becomes  curved  like  a  banana,  either  downwards  or  to  one 
or  other  side.  It  is  nearly  always  due  to  gonorrhoea,  though  in  rare  cases  it  has 
been  noticed  as  the  result  of  injury  without  gonorrhoea.  The  differential 
diagnosis  will  depend  upon  the  history  and  the  existence  or  otherwise  of 
a  urethral  discharge  containing  gonococci.  The  condition  itself  is  probably 
due  to  inflammatory  effusion  into  one  or  other  corpus  cavernosum,  or  the  corpus 
spongiosum,  as  the  case  may  be  ;  or,  in  the  absence  of  inflammation,  to 
the  bursting  of  one  or  more  blood-vessels,  with  consequent  blood  extravasation. 
There  are  cases  on  record  in  which  fracture  of  the  penis  has  occurred  during 
resisted  coitus,  the  diagnosis  depending  on  the  history  and  upon  the  obvious 
break  that  is  palpable  in  the  penis  during  erection.  Herbert  French. 
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CHYLURIA.— The  passage  ot  milky-looking  urine,  due  to  the  admixture  with 
it  of  emutsii^ed  fat,  is  known  as  chyluria.  It  is  not  likely  to  be  mistaken  for 
phosphaturia,  even  when  the  latter,  especiaUy  after  the  largest  meal  of  the  day, 
causes  the  urine  to  be  almost  like  thin  milk  from  the  spontaneous  deposition  ol 
the  excess  oi  phosphates  whilst  the  urine  is  still  in  the  bladder.  The  opacity  in 
the  latter  case  disappears  on  the  addition  of  a  drop  or  two  of  acetic  acid,  whilst 
the  fat  droplets  of  chyluria  do  not  clear  up  with  acids,  are  ob^'ious  under  the 
microscope,  and  may  be  brought  out  still  more  clearly  by  the  use  of  special  tat 
stains,  such  as  osmic  acid,  sudan  III,  or  safranin.  As  a  rule,  the  urine  coagulates 
on  standing,  and  subsequently  hqueAes  again,  when  it  throws  up  a  fatty  scum 
and  deposits  a  sediment.  The  fat  is  most  plentiful  after  meals  which  contain 
fat,  and  the  degree  of  chyluria  consequently  varies  considerably  in  the  same 
patient,  and  may  sometimes  be  almost  absent. 

The  commonest  cause  for  the  sj-mptomis  infection  by  Filaria  sanguinis  heminis 
in  the  tropics,  adults  t>eing  alifected  more  often  than  children,  and  females 
more  often  than  males.  There  may  or  may  not  be  elephantiasis  at  the  same 
time  ;  the  diagnosis  may  be  suggested  by  eosinophilia  and  confiimed  by  the 
discovery  of  the  embt>-os  in  the  blood  (PlaU  XII,  Fig.  F). 

Chyluria  may  also  occur,  hou'ever,  in 
those  who  have  never  been  abroad,  and  it 
is  sometimes  associated  in  some  way  that 
IS  not  yet  fully  understood  with  sub-acute 
nephritis  ;  there  may  be  chylous  ascites  at 
the  same  time.  The  diagnosis  depends 
upon  the  history,  the  general  (edema,  the 
ansmia,  cardiac  hypertrophy,  and  upon 
the  discovery  of  an  abundance  of  albumin 
with  renal  epithelial  cells  and  tulK-casts  in 
the  centrifugalized  urinary  deposit,  as  well 
as  fat  droplets  in  the  supernatant  fluid. 

Sometimes  chyluria  develops  quite  apart 
from  any  renal  lesion,  either  spontaneously 
or  as  the  result  of  abdominal  injury ;  and 
it  has  generally  been  found  in  these  rare 
cases,  that  there  has  been  either  rupture  of 
the  receptaculum  chyli,  or  else  a  blockage 
in  the  thoracic  duct.  The  latter  some- 
times results  in  cases  of  malignant  disease, 
especially  carcinoma  of  some  intra-abdom- 
inal organ.  The  development  of  chyluria 
in  such  cases  would  be  a  late  symptom, 
and  the  diagnosis  would  probably  have 
been  made  already  on  account  of  other 
symptoms,  especially  the  discovery  of  a 
primary  tumour.  It  is  important  not  to 
forget  rectal  and  vaginal  examination,  lest 
the  growth  should  be  pelvic. 

Herbetl  French. 
Fig.  i9.-Cl=».(«t.  CLAW-FOOT,  pied-en-griffe.  KraUen  der 

Zehen  [Fxg.  tq),  is  much  less  common  than 
Claw-hand  {q.v.),  but  it  may  arise  from  similar  causes.  The  internal  popliteal 
ner\'e,  which  supplies  the  interossei  and  lumbricals  of  the  foot  through  its  ex- 
ternal plantar  branch,  is  homologous  to  the  ulnar  nerve  in  the  upper  extremity. 
Its  buried  course  in  the  leg  does  not,  however,  expose  it  to  the  same  chances 
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of  iDjury  as  the  more  superficial  ulnar  nerve,  and  consequently  claw-foot  is 
not  often  the  result  of  trauma.  Disease  of  injury  of  the  first  and  second  sacral 
segments  or  spinal  roots  may  produce  the  characteristic  deformity  of  the  toes, 
in  which  case  there  would  probably  be  disturbances  of  sensibility  in  the  cor- 
responding cutaneous  areas.  In  acute  poliomyelitis  affecting  those  segments, 
the  diagnosis  depends  on  the  history  of  onset,  as  in  the  cases  of  claw-hand  oi 
similar  origin.  £.  Farqubar  Buaard 

CLAW-HAND,  main-en-griffe,  Krallcnhand,  is  the  name  used  to  describe  a 
hand  characterized  by  a  claw-like  position  of  the  fingers  {Fig.  30),  In  such  a 
hand  the  finders  are  extended  at  the  metacarpo-phalangeal  joints  and  flexed  at 
both  inter- phalangeal  joints.  This  position  of  the  fingers  is  the  result  of  the 
Q%'er-action  of  the  extensor  communis  digitorum  and  flexores  digitorum  when 
unopposed  by  the  normal  antagonism  of  the  interossei  and  lumbricalcs.  It  is  not 
symptomatic  of  any  particular  disease,  but  results  from  any  morbid  condition 
which  produces  atrophic  paralysis  of  the  intrinsic  hand  muscles  so  long  as  the 
long  extensors  of  the  fingers  remain  intact.  Progressive  muscular  atrophy,  ulnar 
paralysis,  syringomyelia,  cervical  pacHynuningilis,  acute  poliomyelitis,  peroneal 
atrophy,  and  supernumerary  ribs  are  among  the  conditions  which  may  give  rise 
to  claw-hand  to  a  lesser  or  greater  degree.  In  any  particular  case  the  diagnosis 
ol  the  condition  underlying  it  must  depend  on  the  result  of  further  investigation. 


In  progressive  muscular  atrophy,  wasting  of  the  intrinsic  hand  muscles  is  often 
an  early  symptom,  and  a  claw-hand  may  develop  before  the  long  extensor 
muscles  of  the  fingers  have  become  involved  in  the  disease.  All  four  fingers 
are  usually  afiected  to  an  approximately  equal  extent,  and  there  is  often  marked 
wastmg  of  the  thenar  and  hypothenar  eminences.  When  the  abductor  pollicis 
is  also  involved,  the  thumb  tends  to  come  into  line  wilh  the  fingers  and  gives 
an  appearance  to  the  hand  resembling  that  of  the  ape  (ape's  hand).  The  flexors 
of  the  wrist  often  become  involved  before  the  extensors,  with  the  result  that 
the  wrist  is  hyperex tended,  and  a  "  preacher's  hand  "  results.  The  absence 
of  pain  and  of  all  sensory  disturbance,  the  gradual  onset,  and  the  general 
exaggeration  of  the  deep  reflexes,  serve  to  distinguish  this  condition  from  some 
of  the  other  causes  of  claw-hand. 

In  ulnar  paralysis  the  claw  position  is  more  marked  in  the  ring  and  little 
fingers  than  in  the  middle  and  first  fingers,  owing  to  the  fact  that  the  two  outer 
lumbricals  are  supplied  by  the  median  nerve.  The  adductor  pollicis  is  the  only 
thenar  muscle  to  suffer,  but  the  h^-pothenar  eminence  is  wasted.     If  the  injury 
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to  the  nerve  is  above  the  point  where  it  gives  off  the  branch  to  the  flexor  carpi 
ulnaris,  the  latter  muscle  will  also  be  paralyzed,  and  flexion  of  the  wrist  will  be 
carried  out  with  a  leaning  towards  the  radial  side.  In  ulnar  paralysis  the  palsy 
is  limited  to  the  muscles  supplied  by  the  ulnar  nerve,  and  there  is  usually  some 
sensory  loss  in  the  area  of  skin  innervated  by  the  latter. 

The  claw-hand  of  syringomyelia  (Fig.  30)  resembles  that  of  progressive  mus- 
cular atrophy  in  general  appearance,  and  may  show  the  modifications  to  which 
the  term  "  ape's  hand  "  and  "  preacher's  hand  "  have  been  applied.  The  mus- 
cular atrophy  is  not  limited  to  the  distribution  of  a  single  nerve,  but  involves 
the  musculature  innervated  by  the  eighth  cervical  and  first  dorsal  spinal  seg- 
ments, the  segments,  in  fact,  in  which  the  gliosis  frequently  begins.  The  diagnosis 
depends  on  the  presence  of  dissociative  anaesthesia,  trophic  and  vasomotor 
disturbances  such  as  whitlows,  glossy  skin  (peau  lisse),  main  succulente,  and 
is  often  corroborated  by  the  occurrence  of  oculo-pupillary  phenomena,  nystag- 
mus, scoliosis,  and  evidence  of  spastic  paralysis  in  the  leg  of  the  same  side. 
Cervical  pachymeningitis  only  leads  to  a  claw-hand  when  it  interferes  with 
the  function  of  the  eighth  cervical  and  first  dorsal  anterior  roots  and  leaves 
uninjured  the  sixth  and  seventh  cervical  roots.  The  condition  is  generally 
bilateral  with  some  asymmetry,  and  it  is  usually  associated  with  pain  and  ill- 
defined  disturbances  of  sensibility  in  the  two  arms. 

An  acute  poliomyelitis  affecting  the  eighth  cervical  and  first  dorsal  segments, 
and  leaving  intact  the  sixth  and  seventh  cervical  segments,  is  of  uncommon 
occurrence.  The  history  of  acute  onset,  with  constitutional  symptoms  such 
as  headache,  fever,  vomiting,  and  convulsions,  affords  a  clue  to  the  diagnosis. 
The  absence  of  sensory  loss,  and  the  possible  presence  of  atrophic  palsies  in 
other  parts  of  the  body,  form  additional  data  in  these  cases. 

Peroneal  atrophy  is  another  condition  in  which  a  claw-hand  may  develop, 
owing  to  the  slow  progressive  wasting  of  the  intrinsic  hand  muscles.  The 
diagnosis  depends  on  the  symmetry  of  the  affection  and  the  preceding  or  con- 
comitant atrophy  of  the  leg  muscles,  generally  beginning  in  those  supplied  by 
the  peroneal  nerve  (see  Figs,  8  and  9,  p.  71). 

Supernumerary  cervical  ribs  may  lead  to  the  production  of  a  claw-hand  when 
they  cause  neuritic  changes  in  the  trunk  formed  by  the  eighth  cervical  and  first 
dorsal  contributions  to  the  brachial  plexus.  The  muscular  atrophy  is  preceded 
by  pain  in  the  arm  and  neck,  and  sometimes  by  vasomotor  changes  and  diminu- 
tion of  the  radial  pulse.  Analgesia  in  the  distribution  of  the  eighth  cervical 
and  first  dorsal  root  areas  may  also  be  detected,  but  the  diagnosis  must  depend 
mainly  on  the  skiagraphic  discovery  of  the  rudimentary  ribs. 

E.  Farqithar  Buzzard. 

CLONUS,  AMKLE.— (See  Ankle-Clonus.) 

CLUBBED  FINGERS.— This  condition  denotes  bulbous  enlargement  of  the  soft 
parts  of  the  terminal  phalanges,  with  over-curving  of  the  nails  both  transversely 
and  longitudinally,  seen  characteristically  in  morbus  caeruleus,  and  also  in  asso- 
ciation with  fibroid  lung.  It  is  readily  distinguished  from  enlargement  due  to 
bony  changes,  such  as  those  of  acromegaly  and  pulmonary  osteoarthropathy. 

Minor  degrees  of  clubbing  of  the  fingers  may  occur  with  silmost  any  disease  that 
leads  to  persistent  congestion  of  terminal  parts,  such  as  mitral  stenosis,  mitral 
regurgitation,  emphysema,  chronic  bronchitis,  pleurisy  with  effusion,  empyema, 
chronic  phthisis,  some  forms  of  aortic  aneurj'sm,  asthma,  pericarditis,  adherent 
pericardium,  mediastinitis,  or  mediastinal  neoplasm.  In  such  cases,  however, 
the  clubbing  has  to  be  looked  for — it  does  not  thrust  itself  upon  one's  notice  ;  it 
may  also  pass  away  again  when  the  cause  is  removed,  for  instance,  when  an 
empyema  is  cured  by  operation. 
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Obvioas  and  extreme  finger -clubbing'  has  only  two  ma.in  causes— con- 
genital heart  disease  with  cyanosis  {Fig.  31),  especially  pulmonary  stenosis 
with  or  without  a,  periorated  interventricular  septum ;  aod  fibroid  lung, 
e^tecially  if  associated  with  bronchiectasis.  The  distinction  between  these 
two  will  generally  be  obvious.  The  former  dates  from  infancy  and  is  associ- 
ated with  extreme  cyanosis  and  a  loud  pulrnonary  systolic  bruit  and  thrill ; 
the  latter  develops  later  in  life,  is  seldom  associated  with  such  extreme 
cyanosis  except  when  the  patient  is  in  extremis,  and  is  accompanied  by 
displacement  of  the  heart  and  other  signs  of  fibrosis  of  the  lung,  with  or 
witbout  bronchiectasis. 

Difficulty  may  arise  in  those  rarer  cases  of  congenital  heart  disease  in  which' 
there  is  no  bruit— cases,  for  instance,  in  which  the  heart  gives  off  a  single  large 
vessel,  the  place  of  the  pulmonary  arteries  being  taken  by  intercostal  vessels — 


but  even  here  the  fact  that  the  liWdity  is  out  of  proportion  to  the  dyspnora. 
and  the  history  that  the  cyanosis  and  the  finger^clubbinR  dale  from  soon  after 
birth,  afford  immediate  clues  to  the  diagnosis.  Congenital  heart  disease  without 
cyanosis — patent  ductus  arteriosus  for  instance — does  not  give  rise  to  clubbed 
fingers.  In  lung  ca.ses  the  diagnosis  is  cither  obvious  from  the  physical  signs  ; 
or  else,  if  the  abnormal  physical  signs  are  so. slight  as  by  themselves  to  suggest 
little  more  than  bronchitis,  the  existence  of  marked  clubbing  of  the  hnRors 
is  important  evidence  that  the  lung  trouble  is  much  more  i-xtcnsive  than 
thi**,  and  that  there  is  really  much  fibrosis,  and  probably  bronchiectasis,  too 
dfcp-seated  perhaps  to  permit  of  the  usual  physical  signs  being  detected  at 
the  surface  of  the  chest.  A  moderate  degree  of  clubbing  of  the  fingers  is 
sometimes  observed  in  cases  of  cirrhosis  of  the  liver,  particularly  in  that  type 
which  tjcgins  as  splenic  anaemia — Banti's  disease.  This  suggests  that  the 
changes  in  the  finger  tips  have  a  chemical  as  well  as  a  mechanical  factor  in 
their  causation.  Htrberl  Frmch. 
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CLUB-FOOT  OR  TALIPES.— Any  deformity  of  the  foot  not  limited  to  the 
toes  commonly  goes  under  the  name  of  club-foot  or  talipes.  The  diagnosis  of 
the  different  forms  of  talipes  is  extremely  difficult,  owing  to  the  number  of 
causes  and  the  complicated  nature  of  the  deformities.  It  may  be  well,  therefore, 
to  define  briefly  the  chief  varieties  of  simple  deformity. 

1.  Talipes  Eqillnus. — In  this  condition  the  fore  part  of  the  foot  cannot  be 
raised  to  the  normal  degree.  Any  healthy  adult  is  able,  with  the  knee  straight,  to 
dorsiflex  the  ankle  to  such  an  extent  that  the  ball  of  the  great  toe  is  two  or  three 
inches  higher  than  the  prominence  of  the  heel.  The  degree  of  dorsiflexion  is  even 
greater  in  infants,  but  with  advancing  years  the  movement  becomes  limited,  so 
that  old  people  may  hardly  be  able  to  dorsiflex  the  foot  beyond  the  right  angle. 

2.  Talipes  Calcaneus. — In  this  condition  the  heel  is  depressed  and  the  fore 
part  of  the  foot  ele>^ted.  Extension  of  the  ankle  is  limited,  so  that  the  fore 
part  of  the  foot  may  not  touch  the  ground  in  walking. 

3.  Talipes  Valgus. — The  foot  is  everted  and  abducted  at  the  ankle  joint,  so 
that  the  inner  malleolus  is  too  prominent. 

4.  Talipes  Varus. — The  foot  is  inverted  and  adducted  at  the  ankle  joint,  so 
that  the  outer  malleolus  is  too  prominent.  In  this  condition,  however,  there  is 
more  serious  deformity  at  the  medio-tarsal  joint,  at  which  the  fore  part  of  the 
foot  is  adducted  and  inverted. 

(5).  Talipes  Cavus. — ^The  arch  of  the  foot  is  too  high  or  hollow.     This  may 
be  due  to  depression  of  the  fore  part  of  the  foot,  of  the  heel,  or  of  both. 
Club-foot  may  be  divided  into  (I)  The  Congenital,  (II)  The  Acquired. 

I.  Congenital  Taupes. 

Congenital  talipes  is  usually  quite  easy  to  diagnose,  because  of  the  history  of 
the  presence  and  the  nature  of  the  deformity  at  birth.  There  are  two  chief 
varieties  of  it :    (a)  Equino-varus  ;    (b)  Calcaneo-valgus. 

Sometimes  the  history  may  be  lacking  or  misleading,  and  the  shape  of  the  feet 
may  have  been  so  altered  by  treatment  or  neglect  that  it  may  be  very  difficult 
to  distinguish  the  condition  from  paralytic  talipes,  especially  that  due  to 
paralysis  of  the  lower  neurone.  In  making  the  distinction  it  is  important  to 
remember  that  the  shortening  is  usually  very  much  less  in  congenital  cases,  and 
that  wasting  of  the  muscles,  apart  from  tight  splinting,  is  also  much  less. 
Trophic  ulcers,  and  cold  and  blue  feet,  which  are  common  in  cases  of  paralysis, 
do  not  occur  in  congenital  talipes.  Moreover,  the  toes  are  not  hyper-extended 
at  the  metatarso-phalangeal  joints,  a  condition  commonly  present  in  paralytic 
talipes.  The  reaction  of  degeneration  is  not  present  in  congenital  cases,  thus 
distinguishing  it  from  talipes  due  to  comparatively  recent  paralysis  of  the 
lower  neurone.  The  reflexes  are  not  exaggerated,  thus  distinguishing  it  from 
talipes  due  to  paralysis  of  the  upper  neurone.  In  congenital  equino-varus  the 
small  conical  heel  is  not  only  raised  but  also  turned  inwards  in  a  characteristic 
way,  and  it  is  generally  separated  from  the  inner  aspect  of  the  foot  by  a  deep 
furrow.  There  is  also  a  curious  flattening  on  the  outer  side  of  the  foot,  just  in 
front  of  the  external  malleolus,  where  the  skin  is  dimpled  and  loose.  There  is 
also  a  furrow  on  the  inner  side  of  the  foot  opposite  the  medio-tarsal  joint.  The 
varus  is  always  worse  than  the  equinus,  whereas  in  paralytic  cases  the  equinus 
is  usually  worse  than  the  varus.  With  care  the  overstretched  and  therefore 
weak  muscles  can  be  shown  to  be  capable  of  voluntary  contraction. 

II.  Acquired  Talipes. 

This  condition  may  be  subdivided  as  follows :  (i)  The  paralytic,  due  to 
(a)  Disease  of  the  upper  neurone ;  (6)  Disease  of  the  lower  neurone  ;  (c)  Primary 
muscular   disease ;    (2)   Postural,  e.g.,  talipes  valgus ;    (3)  Due    to   fibrosis  of 


CLUB-FOOT    OR     TALIPES  131 


muscle,  with  retraction  ;  (4)  Due  to  bone  disease ;  (5)  Due  to  joint  disease ; 
(6)  Due  to  contracting  scars ;    (7)  Due  to  hysteria. 

I.  Tlw  Paralytle. — (a)  In  talipes  due  to  destruction  of  the  upper  neurone  the 
reflexes  are  exaggerated  and  the  plantar  reflex  is  extensor ;  whereas  in  talipes 
due  to  disease  of  the  lower  neurone  the  reflexes  are  unchanged,  diminished,  or 
lost.  Reaction  of  degeneration  may  be  present  with  lesions  of  the  lower  neurone, 
and  absent  with  lesions  of  the  upper.  Coldness  and  blueness  of  the  feet  are 
only  common  in  lesions  of  the  lower  neurone,  and  the  same  is  true  of  trophic 
ulcers.  The  shortening  and  wasting  are  generally  much  greater  in  lesions  of 
the  lower  neurone,  and  the  distribution  of  the  paralysis  is  much  more  irregular 
than  in  those  of  the  upper.  When  the  disease  of  the  upper  neurone  is  in  the 
brain,  it  is  usual  for  the  arm  as  well  as  the  leg  to  be  paralyzed  {infantile  hemi- 
plegia)^ or  both  feet  may  be  symmetrically  involved  (congenital  spastic  para- 
plegia). Occasionally  there  may  be  a  cerebral  monoplegia.  In  any  case  the 
deformity  due  to  disease  of  the  upper  neurone  is  almost  characteristic,  and  is 
mostly  equinus,  usually  with  a  little  valgus,  but  occasionally  with  slight  varus  ; 
whereas  when  the  lower  neurone  is  aflected  the  deformity  is  nearly  always 
equino- varus  or  talipes  valgus.  In  distinguishing  various  destructive  lesions 
of  the  upper  neurone,  the  history  and  the  nature  of  the  deformity  may  help. 
In  hemiplegia  or  monoplegia  there  may  be  a  history  of  difficult  labour,  with 
deliver\'  by  forceps,  indicating  injury  to  the  cerebral  cortex,  or  meningeal 
haemorrhage  with  secondary  fibrosis  of  the  motor  area.  The  deformity  may  not 
be  obvious  for  a  year  or  more  after  birth,  and  it  is  usually  first  noticed  when  the 
child  begins  to  walk.  In  other  cases  it  may  be  due  to  thrombosis  of  the  cerebral 
veins  following  measles  or  influenza,  or  to  rupture  of  some  of  the  cortical  veins 
during  whooping-cough  or  violent  fits  of  passion.  Congenital  spastic  paraplegia 
is  distin>(uished  by  its  symmetry",  by  the  amount  of  spasm  as  shown  by  the 
unexpected  degree  of  flexion  of  the  ankles  that  can  be  produced  by  firmly 
pressing  upwards  the  fore-parts  of  the  feet.  Moreover,  there  is  usually  some 
mental  incapacity,  and  often  the  history  of  nervous  disease  in  the  family.  When 
the  lesion  is  in  the  spinal  cord,  there  may  be  a  history  of  spinal  injury  or  the 
evidence  of  spinal  caries,  or  of  growth  causing  a  spastic  paraplegia.  In  amyo- 
trophic lateral  sclerosis  there  are  signs  of  paralysis  and  wasting  of  the  upper 
limbs.  Friedreich's  disease,  or  hereditary  ataxy,  is  an  occasional  cause  of  talipes 
equinus  or  equino-varus.  It  can  be  recognized  by  the  inco-ordination,  the 
nystagmus,  the  slurring  of  speech,  the  age  ol  onset,  which  is  usually  about  six 
to  nine  years,  the  absence  of  knee-jerk,  and  the  hallux  erectus. 

{//).  Lesions  of  the  lower  neurone  may  be  in  the  cord  (infantile  paralysis),  or  in 
the  Cauda  equina  (spina  bifida),  in  the  lumbo-sacral  cord  or  sacral  plexus  (e.g., 
carcinoma  of  the  rectum),  or  in  the  peripheral  nerves  (peripheral  neuritis,  injured 
sciatic  nerve,  or  Tooth's  neuro-muscular  paralysis).  Infantile  paralysis  results 
from  acute  anterior  poliomyelitis,  and  is  distinguished  by  its  irregular  distribution, 
reaction  of  degeneration,  and  its  vasomotor  and  trophic  lesions.  It  is  frequently 
possible  to  show  that  the  patient  is  unable  to  use  certain  muscles  or  groups  of 
muscles,  especially  the  anterior  tibial  and  peroneal  group.  It  is  quite  unusual 
for  the  paralysis  to  be  limited  to  the  leg  ;  the  thigh  is  often  affecte<i  to  some 
extent,  and  often  the  opposite  leg.  It  is  important  to  examine  for  spina  bifida  ; 
talipes  due  to  this  is  not  necessarily  symmetrical ;  one  foot  may  be  involved 
more  than  another,  and  the  deformity  is  often  progressive.  I  have  seen  several 
cases  of  talipes  calcaneo-valgus  associated  with  it,  and  also  pure  cavus,  and  one 
very  bad  case  of  equino-varus  of  one  foot,  and  equino-v-algus  of  the  other.  The 
foot  may  drop  in  peripheral  neuritis  due  to  diphtheria,  lead  poisoning,  or 
alcoholism.  In  each  of  these  conditions  there  is  other  evidence  of  the  disease. 
In  many  cases  of  growth  in  the  pelvis  the  foot  may  drop  owing  to  invasion  of  the 
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sacral  plexus  by  the  growth,  which  may  be  either  sarcoma  of  the  pelvis  or 
carcinoma  of  the  rectum.  Wounds  of  the  thigh,  or  the  pressure  of  tight  splints 
in  the  treatment  of  fracture,  or  the  forcible  extension  of  a  contracted  knee,  may 
lead  to  paralysis  of  the  sciatic  nerve,  especially  of  its  external  popliteal  branch. 
This  may  lead  to  talipes  equino- varus.  A  similar  deformity  may  follow  injury 
of  the  lumbar  spine  with  secondary  haemato-rhachis,  or  gfrowth  anywhere  in  the 
course  of  the  sciatic  nerve.  I  have  known  it  follow  the  use  of  a  Hodgen  extension 
apparatus.  Tooth's  neuro-musctUar  paralysis  {Figs.  8  and  9,  p.  71)  causes  paresis 
of  the  anterior  tibial  and  peroneal  muscles,  with  talipes  equino- varus  and  marked 
cavus,  and  deformity  of  the  toes.  It  may  be  distinguished  from  infantile 
paralysis  by  the  symmetrical  affection  of  both  feet,  by  the  wasting  of  the  thenar 
eminences,  and  the  history  of  similar  deformity  in  the  family,  and  from  the 
primary  muscular  dystrophies  by  the  occurrence  of  reaction  of  degeneration. 

(c).  Primary  Muscular  Disease. — In  primary  muscular  paralysis  (see  Atrophy. 
Muscular)  talipes  may  be  developed  late  in  the  disease ;  but  as  a  rule  the  patients 
do  not  live  long  enough  for  the  deformity  to  become  a  striking  feature  of  their 
condition.  The  family  history  assists  the  diagnosis,  and  in  the  pseudo- hyper- 
trophic form  there  is  the  characteristic  way  in  which  the  patient  raises  himself 
from  the  supine  p>osition  by  rolling  into  the  prone  position,  and  then  lifting 
himself  on  his  toes  and  hands,  and  working  his  hands  up  the  fronts  of 
the  thighs. 

2.  Postural. — Acquired  talipes  valgus  may  be  due  either  to  posture  or  to 
paralysis  of  the  tibiales  muscles.  When  a  patient  attempts  to  adduct  and  invert 
the  fore-part  of  the  foot,  the  tendons  of  these  muscles  can  be  seen  to  stand  out 
when  they  are  not  paralyzed.  The  foot  may  be  forced  into  a  cramped  position 
by  tight  boots,  and  a  form  of  talipes  cavus  may  thus  develop,  with  marked 
deformity  of  the  toes,  which  are  hyper-extended  at  the  metatarso-phalangeal 
joints  and  flexed  at  the  others.  This  condition  must  not  be  confounded  with 
a  similar  one  due  to  paralysis  of  the  small  muscles  of  the  foot,  especially  of  the 
interossei  and  lumbricales  (Fig.  29,  p.  126). 

3.  Fibrosis  and  Contracture  of  the  Muscles  of  the  Calf. — Very  rarely  the 
calf  muscles  may  contract  as  a  result  of  an  ischsemia  analogous  to  that  occurring 
in  the  fore-arm,  and  leading  to  contracture  of  the  wrist  and  fingers  (Volkmann's 
contracture).  The  same  condition  may  develop  as  a  result  of  cellulitis  of  the 
calf  muscles,  often  associated  with  compound  fracture  of  the  leg,  or  with  acute 
necrosis  of  the  tibia.  In  all  these  conditions  it  is  important  to  prevent  the 
development  of  talipes  equinus. 

4.  Bone  Disease. — Injury  or  inflammation  of  the  tibia  near  the  epiphysial 
lines  in  youth  may  lead  either  to  arrest  or  over-growth  of  the  affected  bone. 
This  is  not  uncommonly  a  cause  of  talipes,  which  can  be  recognized  if  care 
be  taken  to  make  comparative  measurements  and  ;ir-ray  examinations  of 
the  bones. 

5.  Joint  Disease. — In  fractures  into  the  ankle  joint,  such  as  Pott's  and 
Dupuytren's  fractures,  a  very  bad  form  of  talipes  equino- valgus  may  form  unless 
care  be  taken  to  correct  the  deformity  and  to  keep  the  ankle  moving.  Talipes 
equinus  may  arise  as  a  result  of  the  maltreatment  of  sprains,  and  it  may  also 
follow  arthritis  of  the  ankle,  either  septic  or  tuberculous,  unless  care  be  taken  to 
keep  the  joint  dorsiflexed  during  treatment. 

6.  Contracting  Scars. — Occasionally  talipes  equinus  follows  severe  bums  or 
lacerations  of  the  skin  of  the  leg  or  foot.  The  diagnosis  is  usually  obvious 
enough  from  the  scars.  There  may  be  some  wasting  of  the  muscles  from  want 
of  growth  of  the  limb  from  disuse. 

7.  Hysteria. — Hysterical  club-foot  may  be  suspected  from  the  associated 
symptoms  and  confirmed  by  the  absence  of  any  change  in  the  electrical  reactions. 


on  respiration  ;  and  there  ia  little  or  no  local  tenderness,  pressure  being  often 
a  relief  to  the  pain,  so  that  the  sufferer  tends  to  press  his  abdomen  against  a 
pillow  or  other  support.  Though  the  face  exhibits  an  expression  of  pain,  there 
is  not  the  pinched,  anxious  facies  so  characteristic  of  grave  abdominal  troubles ; 
and  the  patient  is  likely  to  throw  himself  about  instead  of  lying  still  as  in  such 
conditions  as  peritonitis  or  intestinal  obstruction.  The  pulse  is  not  often 
markedly  affected  :  it  may  even  be  unduly  slow,  but  in  nervous  subjects  the 
anxiety  and  pain  may  cause  some  rise  in  its  frequency. 

It  will  be  convenient  to  enumerate  the  different  affections  which  may  give 
rise  to  abdominal  pain  liable  to  be  called  colic  by  patients.  These  arc  :  Acute 
intestinal  obstruction,  intussusception,  appendicitis,  and  possibly  even  perfora- 
tive peritonitis  ;  colitis  and  ulcerative  diseases  of  the  colon  ;  malignant  disease 
of  the  intestine  ;  pancreatic  disorders,  acute  and  chronic  ;  gastric  pain, 
especially  that  encountered  in  cases  of  pyloric  obstruction  ;  intestinal  neuralgia, 
and  referred  pains  in  spinal  caries  and  in  cases  of  pressure  by  tumours  or 
aneurvsms  ;  gastric  and  intestinal  crises  in  locomotor  ataxy  ;  and  renal  and 
biltar\'  colic- 

Taking  the  diagnostic  features  separately  : — 

Rise  ol  temperature  above  loo"  F.  will  indicate  the  existence  of  some  inflam- 
matory affection,  such  as  appendicitis.  The  possibility  of  thoracic  disease, 
such  as  pneumonia  or  diaphragmatic  pleurisy,  causing  abdominal  pain,  must 
be  borne  in  mind  ;   but  such  pain  is  not  really  colicky  in  character.     (See  Pain, 

i    severe  does  not  occur  in  simple  colic.     It 
intestinal  obstruction,  if  the  temperature  of  the  patient 
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sacral  plexus  by  the  growth,  which  may  be  either  sarcoma  of  the  pelvis  or 
carcinoma  of  the  rectum.  Wounds  of  the  thigh,  or  the  pressure  of  tight  splints 
in  the  treatment  of  fracture,  or  the  forcible  extension  of  a  contracted  knee,  may 
lead  to  paralysis  of  the  sciatic  nerve,  especially  of  its  external  popliteal  branch. 
This  may  lead  to  talipes  equino- varus.  A  similar  deformity  may  follow  injury* 
of  the  lumbar  spine  with  secondary  hxmato-rhachis,  or  growth  anywhere  in  the 
course  of  the  sciatic  nerve.  1  have  known  it  follow  the  use  of  a  Hodgen  extension 
apparatus.  Tooth's  neuro-muscular  paralysis  {Figs.  8  and  9,  p.  71)  causes  paresis 
of  the  anterior  tibial  and  peroneal  muscles,  with  talipes  equino- varus  and  marked 
cavus,  and  deformity  of  the  toes.  It  may  be  distinguished  from  infantile 
paralysis  by  the  symmetrical  affection  of  both  feet,  by  the  wasting  of  the  thenar 
eminences,  and  the  history  of  similar  deformity  in  the  family,  and  from  the 
primary  muscular  dystrophies  by  the  occurrence  of  reaction  of  degeneration. 

(c).  Primary  Muscular  Disease. — In  primary  muscular  paralysis  (see  Atrophy. 
Muscular)  talipes  may  be  developed  late  in  the  disease ;  but  as  a  rule  the  patients 
do  not  live  long  enough  for  the  deformity  to  become  a  striking  feature  of  their 
condition.  The  family  history  assists  the  diagnosis,  and  in  the  pseudo-hyper- 
trophic  form  there  is  the  characteristic  way  in  which  the  patient  raises  himself 
from  the  supine  position  by  rolling  into  the  prone  position,  and  then  lifting 
himself  on  his  toes  and  hands,  and  working  his  hands  up  the  fronts  of 
the  thighs. 

2.  Postural. — Acquired  talipes  valgus  may  be  due  either  to  posture  or  to 
paralysis  of  the  tibiales  muscles.  When  a  patient  attempts  to  adduct  and  invert 
the  fore-part  of  the  foot,  the  tendons  of  these  muscles  can  be  seen  to  stand  out 
when  they  are  not  paralyzed.  The  foot  may  be  forced  into  a  cramped  position 
by  tight  boots,  and  a  form  of  talipes  cavus  may  thus  develop,  with  marked 
deformity  of  the  toes,  which  are  hyper-extended  at  the  metatarso-phalangeal 
joints  and  flexed  at  the  others.  This  condition  must  not  be  confounded  with 
a  similar  one  due  to  paralysis  of  the  small  muscles  of  the  foot,  especially  of  the 
interossei  and  lumbricales  (Fig.  29,  p.  126). 

3.  Fibrosis  and  Contracture  of  the  Muscles  of  the  Call. — Very  rarely  the 
calf  muscles  may  contract  as  a  result  of  an  ischxmia  analogous  to  that  occurring 
in  the  fore-arm,  and  leading  to  contracture  of  the  wrist  and  fingers  (Volkmann's 
contracture).  The  same  condition  may  develop  as  a  result  of  cellulitis  of  the 
calf  muscles,  often  associated  with  compound  fracture  of  the  leg,  or  with  acute 
necrosis  of  the  tibia.  In  all  these  conditions  it  is  important  to  prevent  the 
development  of  talipes  equinus. 

4.  Bone  Disease. — Injury  or  inflammation  of  the  tibia  near  the  epiphysial 
lines  in  youth  may  lead  either  to  arrest  or  over-growth  of  the  affected  bone. 
This  is  not  uncommonly  a  cause  of  talipes,  which  can  be  recognized  if  care 
be  taken  to  make  comparative  measurements  and  ;ir-ray  examinations  of 
the  bones. 

5.  Joint  Disease. — In  fractures  into  the  ankle  joint,  such  as  Pott's  and 
Dupuytren's  fractures,  a  very  bad  form  of  talipes  equino- valgus  may  form  unless 
care  be  taken  to  correct  the  deformity  and  to  keep  the  ankle  moving.  Talipes 
equinus  may  arise  as  a  result  of  the  maltreatment  of  sprains,  and  it  may  sdso 
follow  arthritis  of  the  ankle,  either  septic  or  tuberculous,  unless  care  be  taken  to 
keep  the  joint  dorsiflexed  during  treatment. 

6.  Contracting  Scars. — Occasionally  talipes  equinus  follows  severe  bums  or 
lacerations  of  the  skin  of  the  leg  or  foot.  The  diagnosis  is  usually  obvious 
enough  from  the  scars.  There  may  be  some  wasting  of  the  muscles  from  want 
of  growth  of  the  limb  from  disuse. 

7.  Hysteria. — Hysterical  club-foot  may  be  suspected  from  the  associated 
sjonptoms  and  confirmed  by  the  absence  of  any  change  in  the  electrical  reactions. 
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by  the  variation  of  the  deiormity,  and  the  disproportionate  amount  of  spasm, 
which  passes  off  during  sleep  and  under  an  anaesthetic. 

Finally,  it  is  to  be  remembered  that  if  a  normal  muscle  is  left  in  one  position 
over  a  long  period  with  its  points  of  origin  and  insertion  unduly  approximated, 
it  may  presently  be  found  to  be  impossible  to  lengthen  it  out  properly  again  ; 
it  is  in  this  way  that  contractures  of  muscles  are  apt  to  occur  during  the  course 
of  long  febrile  illnesses — enterica  for  instance — when  the  patient  may  remain 
curled  up  in  bed  for  weeks.  If  the  limbs  are  passively  extended  and  flexed  each 
day,  no  contracture  results,  but  it  sometimes  happens  that  the  neglect  of  this 
precaution  is  followed  by  persistent  contracture  of  what  had  hitherto  been 
normal  muscles,  and  one  of  the  likely  results  of  this  is  club-foot. 

R.  P.  Rowlands. 

COLIC. — This  is  a  word  often  used  very  loosely  for  any  severe  abdominal 
pain  which  tends  to  wax  and  wane  in  intensity.  Such  pain  may  be  associated 
with  disease  in  almost  any  one  of  the  abdominal  viscera,  and  the  word  colic  is 
actually  applied  quite  commonly  to  the  pain  caused  by  the  passage  of  a  calculus 
down  the  bile-duct  (biliary  colic)  or  the  ureter  (renal  colic).  The  name  "  mucous 
colic  "  is  also  used  by  some  writers  for  the  disease  usually  known  as  muco- 
membranous  colitis.  It  is  better,  however,  to  restrict  the  term  coUc,  used 
without  a  qualifying  adjective,  to  pain  caused  by  contraction  of  the  intestine, 
of  a  cramp-like  nature,  caused  by  local  irritation  or  by  general  poisoning,  in 
the  absence  of  any  organic  disease  of  the  bowel.  Diagnosis  therefore  mainly 
consists  (I)  In  excluding  such  organic  affections',  and  (2)  In  ascertaining, 
so  far  as  possible,  the  cause  of  the  local  spasm. 

I.  In  order  to  exelade  organic  disease  a  careful  examination  of  the  whole 
abdomen  is  needed,  as  well  as  observation  of  the  general  condition  of  the  sufierer. 
It  must  be  remembered  that  in  simple  colic  there  may  be  vomiting,  sweating, 
and  some  degree  of  collapse  owing  to  the  severity  of  the  pain.  The  patient's 
temperature  is  not,  however,  usually  raised  ;  the  abdominal  walls  move  freely 
on  respiration  ;  and  there  is  little  or  no  local  tenderness,  pressure  being  often 
a  relief  to  the  pain,  so  that  the  sufferer  tends  to  press  his  abdomen  against  a 
pillow  or  other  support.  Though  the  face  exhibits  an  expression  of  pain,  there 
is  not  the  pinched,  anxious  facies  so  characteristic  of  grave  abdominal  troubles ; 
and  the  patient  is  Ukely  to  throw  himself  about  instead  of  lying  still  as  in  such 
conditions  as  peritonitis  or  intestinal  obstruction.  The  pulse  is  not  often 
markedly  affected  :  it  may  even  be  unduly  slow,  but  in  nervous  subjects  the 
anxiety  and  pain  may  cause  some  rise  in  its  frequency. 

It  will  be  convenient  to  enumerate  the  different  affections  which  may  give 
rise  to  alxlominal  pain  liable  to  be  called  colic  by  patients.  These  are  :  Acute 
intestinal  obstruction,  intussusception,  appendicitis,  and  possibly  even  perfora- 
tive p>eritonitis  ;  colitis  and  ulcerative  diseases  of  the  colon  ;  malignant  disease 
of  the  intestine ;  pancreatic  disorders,  acute  and  chronic ;  gastric  pain, 
es{>ecially  that  encountered  in  cases  of  pyloric  obstruction  ;  intestinal  neuralgia, 
and  referred  pains  in  spinal  caries  and  in  cases  of  pressure  by  tumours  or 
aneurysms  ;  gastric  and  intestinal  crises  in  locomotor  ataxy  ;  and  renal  and 
biliary  colic. 

Taking  the  diagnostic  features  separately  : — 

Rise  of  temperature  above  100**  F.  will  indicate  the  existence  of  some  inflam- 
matory affection,  such  as  appendicitis.  The  possibility  of  thoracic  disease, 
such  as  pneumonia  or  diaphragmatic  pleurisy,  causing  abdominal  pain,  must 
be  borne  in  mind  ;  but  such  pain  is  not  really  colicky  in  character.  (See  Pain, 
Abdominal.) 

Vomiting  that  is  repeated  and  severe  does  not  occur  in  simple  colic.  It 
suggests  the  existence  of  intestinal  obstruction,  if  the  temperature  of  the  patient 
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is  normal  or  subnormal,  or  of  some  form  of  peritonitis  if  there  be  fever.  In  the 
former  condition,  a  faecal  odour  may  be  noted  in  the  vomit ;  in  the  latter,  large 
quantities  of  fluid  may  be  brought  up  with  little  effort ;  but  these  signs  occur 
late  in  the  course  of  these  conditions  (see  Vomiting).  The  colicky  pains 
associated  with  gastric  dilatation  due  to  pyloric  obstruction  are  likely  to  end 
with  the  expulsion  of  a  large  quantity  of  foul  fermenting  material.  The 
dilatation  of  the  stomach  may  be  ascertained  by  noting  the  existence  of 
splashing  in  the  organ  when  the  fingers  are  "  dipped  "  sharply  in  the  epigastric 
region  ;  by  eliciting  an  increased  area  of  tympanitic  resonance  ;  by  observing  the 
peristaltic  movements  of  the  hypertrophied  walls  of  the  stomach,  as  seen  by 
inspection  of  the  abdomen  ;  by  discovery  in  the  vomit  of  food  taken  some  days 
previously,  as  well  as  of  organisms  of  fermentation  (torulae  and  sarcinaj),  the 
vomited  matter  being  generally  foul  and  frothy  ;  and  by  examination  with 
the  ;r-rays  after  exhibition  of  a  bismuth  meal. 

Tenderness  and  rigidity  of  the  abdominal  wall  are  usually  absent  in  colic. 
When  conjoined,  they  point  to  affection  of  the  peritoneum  ;  tenderness  alone 
indicates  disease  of  some  viscus,  as  in  colitis,  when  it  is  found  along  the  course 
of  the  colon,  in  intestinal  or  gastric  ulceration,  and  so  forth. 

Slight  fullness  of  the  abdomen  may  exist  in  cases  of  colic,  but  it  is  usually 
inconspicuous  ;  more  often  the  abdominal  walls  may  appear  retracted.  Con- 
siderable degrees  of  distention  indicate  some  organic  trouble,  such  as  cirrhosis 
of  the  liver,  intestinal  obstruction,  or  peritonitis. 

A  contracted  portion  of  bowel  may  sometimes  be  felt  in  cases  of  colic.  This 
must  be  distinguished  from  an  actual  tumour  or  inflammatory  mass,  and  from 
the  elongated  swelling  felt  in  intussusception.  The  spasmodically  contracted 
gut  of  colic  is  of  small  diameter,  and  may  be  felt  to  relax  as  the  pain  subsides 
and  to  harden  again  with  a  fresh  exacerbation. 

Constipation  is  the  rule  in  patients  suffering  from  colic,  and  if  a  motion  is 
passed  it  is  small  and  hard.  The  appearance  of  diarrhoea  will  point  to  some 
aflection  of  the  bowel,  such  as  colitis.  In  mucous  colitis,  which  is  associated 
with  severe  pain,  hard  scybala  may  be  passed  along  with  casts  of  the  intestine 
or  large  shreds  of  mucus.  The  rolls  of  this  substance  may  resemble  segments 
of  tape-worm,  but  can  easily  be  floated  out  if  placed  in  water.  The  apj>earance 
of  any  blood  per  anum  will  show  that  something  more  than  mere  colic  is  present 
(see  Blood  per  Anum). 

Intestinal  neuralgia  may  be  diflicult  to  distinguish  from  colic,  as  both  are 
alike  functional  disorders  without  organic  disease.  Neuralgia  is  likely  to  occur 
in  an  anaemic,  ill-nourished  person  ;  it  arises  without  obvious  exciting  cause, 
and  may  recur  at  the  same  time  of  the  day  with  some  regularity.  The  pain 
has  not  the  cramp-like  character  of  colic,  but  is  aching,  boring,  or  darting.  It 
is  a  very  rare  disorder. 

The  gastric  or  intestinal  crises  of  locomotor  ataxy  may  be  indistinguishable 
from  colic,  except  by  recognition  of  the  other  symptoms  of  the  disease — absence 
of  knee-jerks,  with  ataxy,  and  Argyll  Robertson  pupils. 

In  children,  who  are  specially  liable  to  suffer  from  attacks  of  colicky  j>ain 
due  to  indiscretions  in  diet,  it  is  important  to  bear  in  mind  the  possibility  of 
appendicitis y  on  the  one  hand,  as  a  cause  of  abdominal  pain,  and  on  the  other 
of  Pott's  disease  J  which  may  give  rise  to  pain  referred  to  the  front  of  the  abdomen. 
Examination  of  the  spine  in  these  latter  cases  may  reveal  the  existence  of 
rigidity  and  tenderness,  and  perhaps  some  prominence  of  one  or  more  vertebral 
spines. 

Appendicnlar  Colic. — This  term  is  sometimes  applied  to  attacks  of  pain  in  the 
right  iliac  fossa.  Their  association  with  disease  of  the  appendix  is  doubtful. 
Appendicitis  may  subsequently  ensue,  but  it  is  as  likely  that  the  original  attacks 


Id  this  malady,  and  an  enlarged  gall-bladder  can  usually  be  felt.  The  condition 
can  only  be  recognized  when  there  arc  present  other  signs  of  pancreatic  diseasc^ — 
Halting,  pigmentation  of  the  skin,  and  the  passage  of  bulky,  ollcnsivo  stools, 
containing  large  quantities  of  fat.  Chemical  cuamination  may  show  that  much 
of  this  fat  is  neutral  (unaltered)  fat,  with  less  than  the  usual  proportion  of  tatty 
acids  (p.  ii(i).  Microscopical  examination  may  reveal  the  presence  of  unaltered 
mcat-tibres  in  the  motions.  The  urine  may  contain  sugar,  and  Cammidge's 
Test  {q.v.)  may  be  applied  to  it,  though  the  trustworthiness  of  this  reaction  is 
not  yet  established. 

R«iul  CoUe.^Thc  distinguishing  features  of  the  passage  of  a  calculus  down 
the  ureter  are  similar  to  those  of  biliary  colic,  but  the  pain  starts  in  one  loin 
and  radiates  downwards  to  the  thigh  and  to  the  testicle  in  the  male,  to  the 
labium  majua  in  the  female.  The  urine  may  contain  blood,  and  also  epithelium 
from  the  pelvis  of  the  kidney  and  from  the  ureter.  Frequency  of  micturition 
is  often  marked,  but  the  quantity  of  urine  may  be  small  ;  it  may  even  be 
temporarily  suppressed.  If  the  calculus  become  impacted  in  the  ureter,  a 
swelling  may  subsequently  appear  in  the  loin,  due  to  the  formation  of  a  hydro- 
nephrosis. The  pain  may  cease  suddenly  when  tlie  slone  passes  into  the  bladder. 
The  j-rays  are  of  considerable  value  in  detecting  the  concretion,  provided  the 
bowels  be  empty  so  that  shadows  due  to  scybala  can  be  avoided. 

The  pain  due  to  the  presence  of  a  calculus  in  the  kidney  can  hardly  be  mistaken 
for  colic,  but  occasionally  the  symptoms  of  this  condition  may  precede  an  attack 
of  renal  colic.  A  history,  therefore,  of  pain  in  the  loin,  frequency  of  micturition, 
and  the  appearance  of  blood  in  the  urine,  may  help  in  the  diagnosis  of  the  latter 
condition.  Tuberculous  disease  ol  the  kidney,  in  which  the  symptoms  may  be 
very  siinilar,  though  apt  to  be  accompanied  by  more  wasting  and  by  evening 
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pyrexia,  may  give  rise  to  colicky  attacks  if  blood-clots  or  caseous  masses  lodge 
in  the  ureter.     Pus  and  tubercle  bacilli  may  be  found  in  the  urine. 

2.  A  diagnosis  of  the  cause  of  the  colic  is  also  necessary.  Its  principal  causes 
are  indigestible  food,  alcoholic  excess,  and  lead-poisoning.  This  last  should  be 
eliminated  first.  It  is  characterized  by  the  great  severity  of  the  pain,  by  the 
obstinate  constipation  which  accompanies  it,  by  the  anaemic  appearance  of  the 
patient,  and  by  the  presence  of  a  blue  line  along  the  margin  of  the  gums,  though 
the  absence  of  the  blue  line  in  a  patient  whose  teeth  and  gums  have  been  kept 
clean  does  not  exclude  plumbism.  Lead  may  be  found  by  chemical  examination 
of  the  urine,  but  usually  only  in  minute  traces.  There  will  generally  be  a  history 
of  some  occupation  involving  contact  with  lead — painting,  glazing,  type-setting, 
or  manufacture  of  some  compound  of  lead  ;  but  the  possibility  of  poisoning 
by  drinking-water  or  by  beer  which  has  stood  in  contact  with  leaden  pipes  must 
be  remembered — the  latter  especially  in  potmen.  The  part  played  by  alcohol  in 
inducing  colic  can  only  be  inferred  from  the  appearance  of  the  patient  and  such 
signs  as  tremor  of  the  hands,  furred  tongue,  pharyngitis,  and  so  forth.  In  cases 
due  to  indigestible  food,  a  history  of  the  consumption  of  fried  fish,  shell-fish,  pork, 
raw  fruit,  or  other  suspicious  matter  may  be  obtained.  The  pain  is  more  likely 
to  move  along  the  course  of  the  colon  than  to  remain  fixed  in  the  centre  of  the 
abdomen  or  at  some  special  point,  as  it  usually  does  in  lead  colic.  In  infants, 
colic  may  be  caused  by  hard  curds  of  milk,  and  be  indicated  by  drawing  up  of 
the  legs  and  screaming.  In  older  children,  unripe  apples,  plum-stones,  and 
similar  delicacies  are  often  the  source  of  the  trouble,  and  fruit-stones  may  be 
discovered  subsequently  in  the  motions.  w.  Cecil  Bosanquei. 

COLOUR  BLINDNESS.— (See  Vision.  Defects  of.) 

COMA  is  a  state  of  unnatural,  heavy,  deep  and  prolonged  sleep,  often  accom- 
panied by  slow  stertorous  or  irregular  breathing,  and  frequently  ending  in  death. 
It  may  be  due  to  a  large  number  of  different  causes,  which  may  be  classified  into 
two  main  groups,  namely  :  (A)  Cases  in  which  coma  is  not  a  prominent  symptom 
early  in  the  malady,  but  only  in  a  late  stage,  when  the  nature  of  the  disease  has 
already  been  suggested  by  other  symptoms  ;  and  (B)  Cases  in  which  coma  comes 
on  early  and  may  be  the  most  prominent  feature  of  the  case. 

Group  A  includes — 

I .  Certain  Se?ere  Fe?er8  in  which  coma  may  occur  as  a  terminal  phenomenon  : 
Typhus  fever  Yellow  fever 


Blackwater  fever 
MaUgnant  malaria. 


Typhoid  fever 

Cholera 

Dysentery 

2.  Acute  Inflammatory  Lesions  of  the  Brain  or  the  Cranial  Meninges  : 

Suppurative  meningitis  Epidemic    cerebrospinal    menin. 

Tuberculous  meningitis  gitis,  or  spotted  fever 

Posterior  basal  meningitis  Acute  encephalitis. 

3.  Certain  Less  Acute  Lesions  of  the  Central  Nervous  System : 


Cerebral  tumour 
Cerebral  abscess 
Post-epileptic  state 


General  paralysis  of  the  insane 
Disseminated  sclerosis 
SyphiHs  of  the  brain. 


4.  Diseases  in  which  General  Metabolism  is  probably  at  fault 


Uraemia 

Diabetes 

Cholaemia 


Addison's  disease 
Raynaud's  disease. 
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Group  B  includes  the  following  conditions — 
I.  The  RMiUtB  of  Head  Injury : 


Concussion 

Compression  by  meningeal 
haemorrhage 

2.  VascnUr  Lestons  of  the  Bratn : 

Embolism 
Haemorrhage 


3.  The  Acute  Efleets  of  Drugs,  particularly  : 


Depressed  fracture 
Fracture    of    the    base 
skull. 


of    the 


Thrombosis :  {a)  arterial,  (b)  of 
a  venous  sinus  such  as  the 
superior  longitudinal. 


Alcohol 
Opium 
Morphia 
CarboUc  acid 
Oxalic  acid 


Trional 
Tetronal 
Bromides 

Chloroform    and   other 
anaesthetics. 


Carbon  monoxide 
Absinthe 
Chloral  hydrate 
Veronal 
Sulphonal 

4.  The  Chronic  Effects  of  Drugs  or  Chemicals,  especially  plumbism  leading  to : 
Saturnine  encephalopathy. 

3.  The  Effects  of  Extremes  of  Temperature : 

Heat  stroke  |  Excessive  cold. 

6.  Exeessl?e  Loss  of  Blood  from  : 

Ruptured  tubal  gestation  Duodenal  bleeding 

Post-partum  haemorrhage  Intestinal  bleeding 

Haemoptysis  Ruptured  aneurysm. 
Haematemesis 

7.  Hysterical  Trance. 

Although  it  is  generally  possible  to  make  a  broad  distinction  between  the  two 
groups  enumerated  above,  it  is  necessary  perhaps  to  point  out  that  some  con- 
ditions which  usually  give  rise  to  other  symptoms  before  they  produce  coma, 
sometimes  pass  unrecognized  until  coma  supervenes.  This  applies,  for  example, 
to  certain  cases  of  diabetes  mellitus,  uraemia,  suppurative  meningitis,  or  cerebral 
abscess  or  tumour ;  whilst,  conversely,  some  conditions  which  usually  exhibit 
coma  early,  may  not  do  so  until  after  there  have  been  other  symptoms  to  indicate 
the  nature  of  the  case.  It  is  not  necessary  to  enter  into  the  differential  diagnosis 
of  those  conditions  in  which  other  prominent  symptoms  have  preceded  coma. 

When  coma  is  either  the  first  or  the  most  prominent  symptom  in  the  case, 
however,  it  is  very  important  to  arrive  as  near  the  correct  diagnosis  as  may  be 
at  the  earliest  possible  moment,  for  any  given  case  is  to  be  relegated  to  one  or 
other  of  the  following  four  classes,  which  differ  from  one  another  radically  as 
regards  treatment : — 

1 .  Cases  in  which  immediate  trephining  is  required,  for  instance  for  meningeal 
haemorrhage. 

2.  Cases  in  which  active  treatment  by  lavage  of  the  stomach  or  by  the 
administration  of  antidotes  is  required,  as  in  opium  or  other  poisoning. 

3.  Cases  in  which  active  medicinal  or  physical  treatment  is  required : 
for  instance,  diabetic  coma  requiring  the  administration  of  alkalies,  or  uraemia 
requiring  venesection,  and  so  forth. 

4.  Cases  in  which  absolute  rest  is  indicated,  especially  in  cerebral  haemorrhage. 
When  investigating  a  case,   notice   first  whether  there  is  any  evidence  of 

unilateral  paralysis  :  the  pupils  may  be  markedly  unequal,  one  cheek  may  be 
more  puffed  out  on  expiration  than  the  other,  one  arm  or  leg  may  fall  more  limply 
than  the  other  ;  there  may  be  differences  between  the  two  knee-jerks  or  the  two 
plantar  reflexes.     There  may  be  conjugate  deviation  of  the  eyes.     If  there  is 
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distinct  evidence  of  unilateral  paresis  or  paralysis,  there  is  almost  certainly  a 
cranial  or  intracranial  lesion,  either  haemorrhage,  emboUsm,  fracture,  tumour, 
abscess,  or  thrombosis.  Next,  examine  the  head  with  particular  care  to  see  if 
there  are  any  signs  of  injury  ;  the  presence  of  a  scalp  wound  or  even  of  a 
fracture  does  not  of  course  prove  that  this  is  the  primary  cause  of  the  coma, 
for  the  patient  may  have  become  unconscious,  from  a  cerebral  haemorrhage  for 
example,  and  in  falling  may  have  struck  his  head,  in  which  case  the  injury  is  due 
to  the  coma,  and  not  the  coma  to  the  injury.  Some  of  the  very  greatest 
difficulties  in  diagnosis  arise  on  this  account,  particularly  when  the  patient  has 
previously  taken  sufficient  alcohol  for  his  breath  to  smell  of  it,  and  to  suggest 
that  he  is  drunk.  Careful  observation  for  several  hours  may  be  required  before 
the  diagnosis  can  be  settled,  and  even  then  errors  are  sometimes  unavoidable.  A 
clear  history  is  generally  lacking,  but  if  it  is  available  it  often  assists  materially 
in  deciding  the  nature  of  the  case.  The  ears  and  nose  should  be  examined 
with  particular  care  to  see  whether  cerebrospinal  fluid  or  blood  is  coming  from 
either,  as  an  indication  that  there  is  a  fracture  at  the  base  of  the  skull  ;  and 
blood  coming  forward  into  the  subconjunctival  tissue  may  afford  evidence  in 
the  same  direction. 

Cerebral  hemorrhage  is  much  more  common  in  an  elderly  than  in  a  young  person, 
whilst  the  reverse  is  true  of  embolism.  The  latter  may  occur  instantaneously, 
whilst  haemorrhage  produces  coma  rather  more  gradually ;  and  thrombosis, 
syphilitic  or  otherwise,  often  leads  to  hemiplegia  so  gradually  that  no  coma 
occurs.  The  presence  of  albuminuria  with  casts,  with  a  high  blood-pressure  as 
measured  instrumentally ;  the  history,  in  an  elderly  man,  of  a  previous  seizure 
of  a  similar  kind  with  definite  hemiplegia,  especially  if  there  is  also  an  enlarged 
heart  with  a  lumpy  first  sound  at  the  impulse,  or  perhaps  a  local  systoUc  bruit 
there,  and  soft  systoUc  aortic  bruit  with  a  ringing  aortic  second  sound,  would 
all  indicate  cerebral  haemorrhage,  associated  with  defective  arteries  and  perhaps 
with  granular  kidney.  Albuminuric  retinitis  should  be  looked  for.  Strong 
evidence  in  favour  of  cerebral  embolism  would  be  afforded  by  a  previous 
history  of  acute  rheumatism  and  the  existence  of  a  presystolic  or  other  bruit 
indicative  of  organic  mitral  or  aortic  disease,  especially  if  there  has  been  any 
pyrexia,  progressive  anaemia,  enlargement  of  the  spleen,  infarction  elsewhere,  or  a 
tendency  to  purpura,  epistaxis,  or  other  bleeding,  suggesting  that  fungating 
endocarditis  has  developed  upon  the  top  of  a  chronic  valvular  lesion. 

Supposing  there  is  no  evidence  of  a  unilateral  paralysis,  it  does  not  immediately 
follow  of  course  that  none  of  the  above  conditions  are  present ;  one  form  of 
cerebral  haemorrhage  in  particular  that  may  cause  no  unilateral  paralysis  is 
pontine  hemorrhage  ;  this  might  be  suggested  at  once  by  the  very  small, 
almost  pin-|X)int  pupils,  though  similar  pin-point  pupils  may  be  due  to  opium 
poisoning.  The  thermometer  affords  a  means  of  diagnosis  between  these,  for 
opium  poisoning  leads  to  a  subnormal  temperature,  whilst  haemorrhage  into  the 
pons  VaroHi  rapidly  causes  the  temperature  to  rise  even  to  the  point  of  hj'per- 
pyrexia. 

The  diagnosis  of  other  varieties  of  coma  due  to  poisoning  can  seldom  be  arrived 
at  accurately  unless  the  circumstances  of  the  case  either  allow  of  an  analysis  of 
the  gastric  contents,  or  else  point  to  the  patient  having  taken  an  over-dose  of 
one  of  the  drugs  mentioned  in  the  above  list,  either  accidentally  or  with  suicidal 
intent.     The  bottle  may  be  found  near  the  patient. 

Coma  due   to   poisoning  by  carbon  monoxide  is  generally  obvious  at  once  ; 

the  patient  has  a  pecuUar  bright  cherry-red  colour  ;    it  is  impossible  to  convert 

the  carboxyhaemoglobin  in  his  blood  into  reduced  haemoglobin  by  the  ordinary 

ammonium  sulphide  method  ;  and  there  is  generally  direct  evidence  of  the  mode 

of  poisoning,  such  as  the  isLCt  that  the  patient  is  iownd  Va  ai  toom  with  the 
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windows  shut  and  the  gas  turned  on,  or  has  been  subjected  to  the  fumes  of  slow 
combustion  from  a  stove,  brazier,  limekiln,  or  some  other  fire  which  has  been 
burning  with  an  insufficient  supply  of  oxygen. 

SatUTHine  encephalopathy  is  very  variable  in  its  symptoms ;  it  may  take  the 
form  of  epileptiform  convulsions  ;  more  or  less  dementia  ;  continued  coma  ;  acute 
mania  ;  indeed,  its  multiformity  is  one  of  its  chief  features.  The  occupation  of 
the  patient  may  point  to  the  diagnosis  forthwith  in  some  cases,  or  there  may 
be  a  blue  line  upon  the  gums  or  other  signs  of  lead  poisoning.  Not  infre- 
quently, however,  the  nature  of  the  case  gives  rise  to  much  perplexity  before 
the  diagnosis  is  ultimately  made.  One  method  of  arriving  at  the  latter  is  to 
collect  an  abundance  of  urine,  evaporate  it  to  dryness,  and  apply  the  tests  foi 
lead  to  the  residue.  The  case  is  apt  to  be  mistaken  for  either  cerebral  haemor- 
rhage, cerebral  tumour,  or  general  paralysis  of  the  insane.  Optic  neuritis  may  be 
directly  due  to  plumbism,  and  this  makes  the  differential  diagnosis  still  more 
difficult,  unless  there  is  clear  collateral  evidence  of  lead  poisoning. 

Coma  due  either  to  heat  stroke  or  to  exposure  to  excessive  cold  is  generally 
indicated  by  the  collateral  evidence,  especially  as  regards  the  temperature  of 
the  patient's  surroundings,  or  his  having  been  exposed  to  very  strong  sun's 
rays  when  at  work.  The  chief  difficulty  will  be  to  make  certain  that  there  is 
not  any  vascular  lesion  of  the  brain.  When  there  is  doubt,  the  course  of  the  case 
may,  however,  indicate  its  nature,  heat-stroke  generally  recovering  rapidly,  or 
ending  fatally  with  hyperpyrexia ;  but  sometimes,  even  in  a  fatal  case,  the 
diagnosis  may  remain  in  doubt  until  a  post-mortem  examination  has  been  made. 

Acute  encephalitis  is  a  disease  of  children  rather  than  of  adults ;  its  general 
sxinptoms  arc  those  of  acute  meningitis ;  the  patient  becomes  unconscious 
more  rapidly,  however,  than  is  usual  with  the  latter,  and  yet,  notwithstanding 
the  apparent  severity  of  the  illness,  recovery  may  occur,  either  within  a  few 
days  or  a  week  or  two.  The  diagnosis  rests  upon  the  course  and  recover^',  for 
in  the  earlier  stages  it  will  nearly  always  have  been  regarded  as  acute  meningitis. 
The  same  applies  to  acute  thrombosis  of  the  superior  longitudinal  sinus,  the 
diagnosis  between  which  and  acute  encephalitis  or  meningitis,  is  generally  one 
of  opinion  only,  unless  operative  measures  are  resorted  to,  or  a  post-mortem 
examination  made.  Optic  neuritis,  as  well  as  headache,  vomiting,  and  general 
convulsions,  occur  in  all  three. 

General  paralysis  of  the  insane  does  not  as  a  rule  give  rise  to  coma  and  epilepti- 
form convulsions  until  the  nature  of  the  case  has  already  been  indicated  by  the 
mental  and  physical  changes — particularly  the  ideas  of  grandeur,  the  loss  of 
highest  cerebral  control  in  one  way  or  another,  the  changes  in  disposition,  and 
the  inabiUty  to  perform  the  finer  movements  required  for  writing,  dancing, 
playing  the  piano  or  violin,  painting,  and  so  forth,  in  which  the  patient  may  at 
some  time  previously  have  been  an  adept.  Occasionally,  however,  notwith- 
standing some  alterations  in  the  mental  character,  the  diagnosis  of  general 
paralysis  may  not  have  entered  one's  mind  in  a  given  case  until  a  sudden  syncopal 
seizure,  with  or  without  convulsions,  attracts  particular  notice  to  it.  It  is  not 
impossible  that  such  a  case  may  even  then  be  mistaken  for  one  of  severe  cerebral 
haemorrhage,  and  it  may  be  treated  as  such  until  it  is  found  that  the  coma, 
severe  though  it  may  have  been,  rapidly  passes  off  in  a  way  that  would  not 
have  been  the  case  had  it  been  a  haemorrhage  of  corresponding  severity.  The 
recurrence  of  these  attacks  will  make  the  diagnosis  certain,  even  if  it  remains  in 
doubt  for  a  time,  and  it  is  stated  that  examination  of  the  cerebrospinal  fluid 
for  excess  of  small  lymphocytes  or  for  Wassermann's  serum  reaction  will  serve 
to  clinch  the  diagnosis  in  most  cases. 

Severe  hamorrhage  other  than  cerebral  as  a  cause  for  coma  is  usually  indicated 
at  once  by  the  sudden  extreme  blanching,  not  only  of  the  patient's  cheeks,  but 
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also  of  his  lips  and  mucous  membranes.  The  pulse-rate  rises  to  loo,  i2o,  or  even 
150,  according  to  the  amount  of  blood  that  has  been  lost ;  if  there  has  been 
external  evidence  of  the  haemorrhage,  the  differential  diagnosis  will  be  arrived  at 
as  discussed  under  such  headings  asH^MATEMESis,  HiCMOPTYSis,  Metrorrhagia, 
etc.  If  the  bleeding  has  been  internal  in  a  healthy  person,  the  commonest  cause 
is  duodenal  ulcer  in  a  man,  pelvic  hematocele  or  ruptured  tubal  gestation  in 
a  woman ;  similar  blanching  in  cases  of  t)rphoid  fever  would  point  to  intestinal 
bleeding.  The  coma  in  such  cases  comes  on  suddenly,  but  it  does  not  long  remain 
profound.  It  is  often  preceded  by  amaurosis,  and  may  be  accompanied  by 
epileptiform  convulsions,  so  that  acute  uraemia  may  be  simulated. 

When  an  aortic  aneurysm  ruptures  either  into  a  bronchus,  the  oesophagus, 
trachea,  stomach,  or  bowel,  the  amount  of  blood-loss  seldom  leads  to  coma,  but 
rather  to  sudden  death ;  sometimes,  however,  when  the  bleeding  is  into  some 
closed  space  such  as  the  mediastinum  or  retroperitoneal  tissue,  the  blood-escape 
is  checked  to  some  extent,  and  acute  blanching  with  coma  precedes  further 
bleeding  and  death.  Rupture  of  an  aortic  aneurysm  into  the  pericardium  causes 
sudden  death  before  the  amount  of  blood  lost  has  been  sufficient  to  produce 
marked  blanching. 

Hysterical  or  functional  trance  is  an  affection  of  young  women,  and  it  is  not 
very  common  ;  the  diagnosis  is  arrived  at  by  a  process  of  exclusion,  and  until  the 
case  has  been  watched  for  some  time,  its  nature  may  not  be  obvious,  unless  there 
have  been  other  hysterical  symptoms  previously.  It  is  a  dangerous  diagnosis  to 
make  until  every  other  possible  cause  for  coma  has  been  considered  and  satis- 
factorily excluded,  for  it  is  not  difficult  to  jump  to  the  conclusion  that  coma  in  a 
girl  or  young  woman,  really  arising  perhaps  from  a  cerebral  tumour  or  abscess, 
is  due  to  a  neurosis.  It  is  most  important  to  examine  the  optic  discs  with 
great  care,  lest  there  should  be  optic  neuritis,  the  latter  never  being  functional. 

Herbert  French. 
CONJUNCTIVITIS.— (See  Eye,  Acute  Inflammation  of.) 

CONSTIPATION. 

I.—CHRONIC    CONSTIPATION. 

In  normal  individuals  the  indigestible  residue  of  a  meal  reaches  the  descending 
colon  in  less  than  sixteen  hours,  and  in  defalcation  all  the  contents  of  the  large 
intestine  beyond  the  splenic  flexure  are  excreted.  Consequently  some  of  the 
residue  of  a  meal  taken  eight  hours  after  defaecation  should  be  excreted  at  the 
next  defaecation  in  individusJs  whose  bowels  are  opened  every  twenty-four 
hours.  If,  however,  the  bowels  are  only  opened  on  alternate  mornings — a 
condition  which  is  not  necessarily  pathological — forty  hours  instead  of  sixteen 
would  elapse  before  some  of  the  residue  of  the  meal  would  be  excreted.  Constipa- 
tion may  therefore  be  defined  as  a  condition  in  which  none  of  the  residue  of  a 
meal,  taken  eight  hours  after  defecation,  is  excreted  within  forty  hours. 

In  doubtful  cases  constipation  thus  defined  can  be  recognized  by  giving 
three  charcoal  lozenges  with  some  food  eight  hours  after  defaecation  ;  if  a 
blackened  stool  is  not  passed  within  the  next  forty  hours,  the  patient  must  be 
regarded  as  constipated.  The  abnormal  action  of  the  tx>wels  in  constipation 
may  manifest  itself  in  three  different  wa3rs  : — 

1.  Defacation  may  occur  with  insufficient  frequency.  A  daily  action  of  the 
bowels  is  merely  a  matter  of  convenience,  and  many  people  in  perfect  health 
only  defaecate  once  in  two  or  three  days.  As  a  rule,  however,  an  individual 
may  be  regarded  as  constipated  if  his  bowels  are  not  opened  at  least  once  in 
forty-eight  hours. 

2.  The  stools  may  he  insufficient  in  quantity  and  a  certain  amount  of  faces  is 
retained,  although  the  bowels  may  be  opened  once  daily  or  more  often.    This  condition 
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(cumulative  canstipation)  can  be  diflereatiated  readily  by  the  charcoal  test 
Irom  that  io  which  the  bowels  are  properly  emptied,  but  the  fxces  are  very 
■mall  in  quantity  owing  to  the  diet  or  to  the  unusually  active  absorptive  power 
ol  the  intestines. 

3.  The  bowels  may  be  opened  daily,  yet  Ihe  /aces  ate  hard  and  dry,  owing  to 
prolonged  retention  before  excretion  ;  the  deficient  quantity  of  water  in  the 
stools  also  renders  them  less  bulky  than  normal.  The  stools  may  be  similar  in 
character  when  an  excessive  quantity  of  fluid  is  lost  by  other  channels,  as  in 
diabetes.  By  means  of  the  charcoal  test  it  is  ea.ty  to  determine  whether  con- 
stipation is  also  present. 

After  the  diagnosis  of  constipation  has  been  made,  it  is  necessary  to 
determine  its  cause.  The  first  essentia]  is  to  distinguish  between  two  great 
classes  of  constipation  :  that  in  which  the  passage  through  the  intestines 
is  delayed,  whilst  defsecation  is  normal — Intestinal  Consit potion;  and  that 
in  which  there  is  no  delay  in  the  arTi\'al  of  fxces  in  the  pelvic  colon,  but  their 
final  excretion  is  not  adequately  perlormcd — Pelvi-rectal  Constipation  or 
Dysche:ia. 

.4. — DiACNOSIS     BETWEEN     INTESTINAL    CONSTIPATION    AND    DvSCHEZtA. 

A  rectal  examination  should  be  made  in  the  morning,  after  an  attempt  has 
been  made  to  open  the  bowels  without  the  assistance  of  medicine,  enemata, 
or  suppositories.  11  more  than  a  very  small  quantity  of  fxces  is  found  in  the 
rectum,  dyscheiia  may  be  diag- 
nosed. If  the  rectum  is  almost 
or  quite  empty,  the  constipation 
must  be  due  to  delay  in  the 
passage  through  the  intestines, 
except  in  the  uncommon  cases 
of  dy.schezia  in  which  there  is 
inability  to  pass  faeces  from  the 
pelvic  colon  into  the  rectum. 
The  latter  condition  can  be 
recognized  on  rectal  examina- 
tion, it  the  pelvic  colon  is  felt 
through  the  front  wall  of  the 
rectum  to  be  tilled  with  solid 
fxccs  ;  the  presence  of  faeces  in 
the  pelvic  colon  can  also  be 
proved  if  a  sigmoidoscopic  ex- 
amination IS  made  at  once  with- 
out further  preparation  of  the 
patient  bv  washing  out  his 
bowels. 

At  the  same  time  the  abdomen  ^'4-.  13. — Hal>iiii.-i[  CoiHiipiiiion.     Twcniy-four  liuun, 

sho.M  be  p.lp.ted.     II  «yb.i.       SjJ^"L'"S1ib.  *  t ",™™"S£ 
are  felt  in  any  part  ol  the  colon,         Sulneiiucni  uamiiutioiM  nhowcd  ihai  n  simikir  delay 
intestmal  constipation  must  be       ""■■"f™'!  "iwi!  'Iw  *'"''«  "^  ■'":  i"«'  IniEMlnc. 
present.     This  is,  however,  not 

necessarily  the  case  if  farces  are  felt  in  the  iliac  or  pelvic  colon,  as  the 
rectum  in  dyschetia  may  be  so  full  of  fices  that  retention  occurs  secondarily 
in  the  pelvic  colon  and  rectum  ;  such  a  condition  would  be  recognized  by  the 
rectal  examination. 

When  a  patient  feels  that  there  is  something  in  his  rectum  which  he  cannot 
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expel  at  all,  or  that  after  defaecation  the  relief  is  incomplete,  dyschezia  is  probably 
present.  The  absence  of  this  symptom  does  not  exclude  the  possibility  of 
dyschezia,  as  the  rectum  is  often  so  insensitive  in  such  cases  that  no  sensation 
is  experienced,  even  when  it  is  filled  tightly  with  faeces. 

The  frequent  passage  of  very  small  pieces  of  hard  faeces  (fragmentary 
constipation),  or  the  occurrence  of  pseudo-diarrhoea — in  which  small  fluid  stools, 
sometimes  containing  hard  fragments  of  faeces,  are  passed,  although  the  charcoal 
test  shows  the  presence  of  constipation — are   both  symptoms  suggestive  of 

dyschezia. 

Some  indication,  which  is  not,  however,  absolutely  reliable,  can  be  obtained 
from  the  results  of  previous  treatment.  Patients,  who  have  found  that  diet  and 
mild  aperients  readily  give  them  relief,  are  probably  suffering  from  intestinal 
constipation.  Those  who  have  obtained  better  results  with  enemata,  and 
particularly   with   suppositories,  probably   have   dyschezia.     Dyschezia   is   of 

course  also  present  in  those 
patients  who  have  to  dig  out 
the  faeces  from  the  rectum  with 
their  fingers. 

Examination  with  the  ^-rays 
is  the  only  method  by  which 
the  two  classes  of  constipation 
can  be  separated  with  absolute 
certainty,  and  by  which  the 
predominant  condition  can  be 
discovered  in  cases  in  which 
both  are  present  together.  Two 
ounces  of  bismuth  oxychloride 
mixed  with  porridge  or  bread 
and  milk  are  taken  at  breakfast, 
and  observations  are  made  at 
intervals  during  the  next  two 
or  three  days  of  the  shadow 
produced  on  the  fluorescent 
screen.  The  colon  should  be 
emptied  as  completely  as  possi- 
ble by  aperients  and  enemata 
for  two  or  three  days  before  the 
examination,  and  if  the  bowels 
have  not  opened  naturally  on 
the  morning  of  the  bismuth 
breakfast,  an  enema  should  be 
given  at  once.  During  the  period 
of  observation  no  aperients  or  enemata  should  be  given,  and  the  patient 
should  be  allow^ed  to  continue  his  usual  occupation  and  to  take  his  ordinary 
diet.  In  intestinal  constipation,  delay  is  observed  in  the  passage  through 
some  part  or  all  of  the  colon,  and  occasionally  the  small  intestine ;  in  d3rschezia 
there  is  no  delay  in  the  intestines,  but  the  act  of  defaecation  does  not  empty 
the  pelvic  colon  and  rectum  completely  (Figs.  32,  33). 

B. — Diagnosis  of    the   Cause    of    Intestinal  Constipation. 

Intestinal  constipation  may  be  due  to  (i)  The  motor  activity  of  the  intestines 
being  deficient  ;  or  (2)  The  force  required  to  carry  the  faces  to  the  pelvic  colon 
being  excessive.  In  the  first  group  of  cases  aperients  are  generally  much 
more  effective  than  in  the  second  ;   in  the  latter  there  may  be  a  history  that 


^'g"-  33« — Dyschezia.  Twenty-four  hours  after  bis- 
muth breakfast.  All  the  bismuth  has  collected  in  the 
dilated  pelvic  colon  and  rectum,  except  traces  which 
remain  in  the  transverse  colon.  In  spite  of  this  the 
patient  felt  no  desire  to  defzcate. 
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purgatives  are  producing  leas  effect  than  fonnetly,  or  that  they  now  completely 
fail  to  act,  but  that  enemata  still  give  a  more  or  less  satisfactory  result.  The 
increased  activity  of  the  intestines  in  their  attempt  to  respond  to  the  excessive 
demands  in  the  second  class  often  leads  to  colic. 

t.  Depicisnt  Motor  .Xctivcty  may  be  due  tot — 

(a).  WMkMM  ol  tka  iDtMUul  HDHDlatan  (Atonia  CoDstipKtioii). 

When  constipation  has  existed  from  infancy,  especially  if  it  is  present  in 
several  members  oC  the  family,  it  is  likely  to  be  due  to  congenital  hypoplasia  of 
the  intestinal  musculature. 

Constipation  developing  gradually  as  old  age  is  approaching,  is  generally  due 
in  part  to  senile  intestinal  hypoplasia. 

When  constipation  occurs  in  chlorotic  girls,  in  cachectic  conditions,  in  rickets, 
and  in  fevers,  it  may  generally  be  assumed  to  be  due  to  weakness  of  the  intes- 
tinal musculature,  secondary  to  these  conditions. 

\Mien  the  abdomen  is 
constantly  distended  and 
tympanitic,  and  the  patient 
complains  of  attacks  of  colic, 
which  are  relieved  by  the 
passage  of  flatus,  it  may  be 
assumed  that  the  constipa- 
tion is  due,  in  part  at  least, 
to  the  incapacitating  effect 
ol  distention  on  the  intestinal 
musculature.  The  Flatu- 
lence {q.v.)  may  be  primary, 
or  it  may  be  secondary  to  the 
constipation,  in  which  case 
some  other  cause  of  the  con- 
dition must  be  looked  for. 

The  constipation  of  fat 
people  is  due  in  part  to 
the  inefiiciency  of  the  intes- 
tinal musculature  resulting 
from  fatty  infiltration. 

In  all  these  conditions  the  _.  ...  ,   ,  ,  ,         .        .         tt. 

,      ;  ,  ,  Pit.  M. — llmanun  of  the  iMJnnal  lare»   iiiirsiine.     The 

atonv  of    the    colon    can    be        nuinUnrepiwnithahour>iiner>1>iiiiiuilil>re>kfiii>t  at  which 
r«o,Bi.rf  ,1.h  tta  ,.,„,  by       J;  4£?  c.K™  ."irif^SijiS; :  ffi'.  SS: 
Its    abnormally    large    lumen        n»u>e;    IC    iliac  colon:   P.    Prlvii:    PC.  Pelvk  colon; 
in  addition  to  the  slow  pass-       n,  »«'">":  sr.  Splenic (!«««:  u,  ITmbiliciii. 
age  of  fxces  {Figs.  34and  35). 

(h)-  DeOeleDt  RaHax  A«H*ltr  ot  the  IntasUnat. 

Insufficient  Stimulation  0/  Intestinal  iWit'<m^it(s.— Careful  enquiry  should  be 
made  into  the  patient's  diet  and  habits,  as  many  cases  are  due  to  too  little 
lood  being  taken,  or  to  the  food  containing  too  little  mechanical  or  chemical 
peristaltic  stimulants,  and  some  are  due  to  deficient  exercise.  Other  caws 
result  from  a  "  greedy  colon,"  the  absorption  oi  food  being  unusually  complete. 
In  spite  ol  enough  iood  of  a  sufficiently  stimulating  character  being  taken,  and 
in  spite  of  the  fact  that  the  abdomen  is  retracted  and  no  accumulation  of  fxces 
can  be  felt  in  either  the  colon  or  the  rectum,  yet  a  very  deficient  quantity  ol 
taxts  is  excreted.  This  is  the  type  of  case  in  which  benefit  results  from  the  use 
of  agar-agar  or  petroleum.  In  constipation  due  to  an  unsuitable  diet  or  to  a 
greedy  colon,  the  stools  are  generally  small,  dark,  and  dry,  and  smell  less  strongly 
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than  norm&l.  In  (esophageal  and  pybric  obstruction  constipation  is  always 
present  owing  to  the  small  quantity  of  food-residue  which  reaches  the  colon. 
The  other  symptoms  generally  prevent  a  mistake  in  diagnosis  being  made  ; 
but  occasionally  in  pyloric  obstruction  the  patient  complains  of  nothing  but 
some  slight  indigestion  or  weakness  m  addition  to  the  constipation.  The 
passage  ot  a  stomach-tube  twelve  hours  after  a  large  meal,  when  the  stomach 
should  be  completely  empty,  and  an  z-ray  examination,  will  clear  up  the 
diagnosis  in  doubtful  cases. 

Deficient  Smsibilily  of  Ike  Inleslinal  Mucous  Membrane. — This  is  the  probable 
cause  of  the  constipation  when  there  is  a  history  of  excessive  tea-drinkinR 
or  o[  the  long-continued  use  of  large  doses  of  aperients  ;  it  is  also  partly  respon- 
sible for  the  constipation  associated  with  catarrhal  colitis— in  which  excess  of 
mucus  is  passed  with  the  stools— whether  this  is  primary  or  a  result  of  constipa- 
tion of  other  origin. 

Depression  of  the  Nervous  System. — In  neurasthenic,  hypochondriac,  and  insane 
patients,  the  condition  of  the 
nervous  system  is  the  chief 
cause  of  the  constipation  which 
is  almost  invariably  present ; 
but  an  improper  diet  is  goner- 
ally  an  additional  factor. 

(c).  Inblbltloa  of  th«  Motor 
Aetlvlty  ot  the  IntMtiiifls. 

This  group  of  cases  can  often 
be  recognized  by  the  fact  that 
sedatives,  such  as  opium  and 
belladonna,  give  relief,  whilst 
purgatives  are  required  in  un- 
usually large  doses,  and  pro- 
duce an  unusual  amount  of 
colic  unless  given  with  a  seda- 
tive. The  arrays  show  that 
the  small  intestine  as  well  as 
the  colon  is  traversed  slowfy  ; 
this  is  unusual  in  other  forms 
of  constipation  {Fig.  36).  In- 
hibition may  be  direct,  central, 

..£■  &;,Jr."l?'i"r;:  tz  ■i.".™!,";   or  ,.ii... 

pnssage  of  f«c«  through  ii  wiih  fit.  n.  Direct     Inhibilion     i«     Lead 

Poisoning.  —  The  diagnosis  is 
suggested  by  the  occupation  of  the  patient,  a  blue  line  on  his  gums,  the 
presence  of  anaemia  and  sometimes  of  arteriosclerosis  and  granular  kidney,  or 
a  previous  history  of  colic  or  lead  palsy. 

Central  Inhibition. — A  history  of  a  recent  shock,  annoyance,  or  worry  is 
obtained. 

Reflex  Inhibition. — Constipation  is  a  frequent  symptom  of  painful  diseases 
of  atidominal  and  pelvic  viscera,  other  than  the  intestines  themselves.  It  can 
then  be  cured  only  by  treating  the  primary  condition,  so  that  it  is  essential  to 
ascertain  the  cause  of  the  pain.  Constipation  is  particularly  liable  to  result 
from  disease  of  the  vermiform  appendix,  female  genital  organs,  stomach, 
duodenum,  and  gall-bladder, 

{d).  lirapilmr  Spumodlo  CoDtruUon  of  the  IntMUno:  SpuUe  Constlpitloii : 
Entaroipasm. 

Wfien  constipation  is  associated  with  pain,  especially  if  the  pain  comes  on  in 
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attacka,  dnriDg  which  the  difficulty  with  the  bowels  is  increased,  the  possibility 
tbat  it  is  dno  to  spasm  of  the  colon  must  be  considered.  The  pain  is  situated 
in  the  course  ol  the  lafge  tatestine,  most  frequently  in  the  iliac  and  pelvic  colon, 
bnt  occasionally  in  other  parts.  The  afiected  parts  of  the  colon  can  generally 
be  felt  as  a  contracted,  tender 
cord,  in  which  scybala  may  be 
detected  and  the  narrow  lumen 
can  be  recognized  with  the  x-rays 
e^'S'  37)'  When  the  pain  fa  in 
the  light  iliac  fossa,  appendicitis 
may  be  simulated  ;  the  long 
duration  of  the  attacks  without 
any  pyrexia,  the  occasional  hU- 
tory  of  similar  pain  on  the 
opposite  aide,  and  the  contracted 
condition  ol  the  ascending  colon 
and  sometimes  of  the  czcum 
{though  in  other  cases  the  caecum 
may  be  distended  and  tympan- 
itic!, are  distinctive  features  of 
spastic  constipation,  ^^'hen  the 
pain  is  in  the  left  side,  a  tumour 
of  the  descending  or  iliac  colon 
may    l>e    suspected  :     the    long 

history,  the  absence  of  visible  or  Fif.  jt— Coniiipaiion  due  10  lead  pMnming,.  The 

pjpiblo    pt,b,t;J,l.   and   ot   dl.-       K"!,  5™'liV  »"*i 'EEV'-".!  3  IS 
tcntion     above     the     contracted        ipUinchnic  nemt 
part,  and  the  absence  of   occult 

blood  froni  the  stools,  are  points  which  distinguish  spastic  constipation  from 
cancer  of  the  colon.  In  cases  of  spastic  constipation  the  stools  should  always 
be  examined  for  the  presence  of  mucus,  as  the  spasm,  especially  when  it  occurs 

only  a  symptom  of  muco- 
membranous  colitis,  shreds  or 
membranes  of  coagulated  mucus 
lx;ing  passed  by  the  patient. 


Excessive     Forci 

Pbi-vh'  Colon  may  l)c  due  to  : 
{a).  OtotracHoD  by  Facts. 
Dry,  hard  Ia?ces,  which  rt- 
quire  abnormally  strong  peri- 
stalsis to  carry  them  to  the 
pelvic  colon,  result  from  :  (i; 
InsulTicient  consumption  ol 
»  of  con 


stipation  in  women  ;  (ii)  fcn 
■bniioui  tl^li^[^  cessive  loss  ot  water  by  othc 
irwc  cuiuii.  channels— one     cause    of     thi 

constipation  of  dialwtics,  am 
who  perspire  freely  and  are  only  constipated  ii 
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{b).  Narrowliig  ot  tbe  IntasUnal  Lwiieii. 

Organic  slrictnrt.  Unless  this  >s  due  to  a  palpable  tumour,  it  may  be  very 
difficult  to  distinguish  from  constipation  due  to  less  serious  causes.  More  or  k&s 
colic  is  generally  present,  and  its  situation  often  gives  a,  clue  to  the  localization 
of  the  obstruction.  An  jt-ray  examination  should  be  made  :  the  shadow  of  the 
colon  is  soon  visible  as  far  as  the  seat  of  the  obstruction,  beyond  which  no  bis- 
muth passes  for  a  considerable  time.  Sometimes  the  actual  narrowing  of  the 
intestine  can  be  observed  {Fig.  38). 

Non-maiignant  strictures  of  the  colon  are  rare.  If  there  is  a  histoty  of  tuber- 
culous or  dysenteric  ulceration,  the  possibility  of  obstruction  due  to  cicatrization 
should  be  considered,  though  this  is  a  very  unusual  occurrence.  Hyperplastic 
tuberculous  infiltration  of  the 
intestine,  especially  of  the 
CEecum,  causes  obstruction,  but 
the  tumour  present  is  clinically 
indistinguishable  from  cancer. 
Obstruction  to  the  iliac  or 
pelvic  colon  may  follow  the 
pericolitis  which  results  from 
tbe  formation  of  diverticula  in 
old  people  who  have  long 
suffered  from  constipation.  This 
condition  may  also  be  indistin- 
guishable from  a  growth,  but 
the  possibility  should  be  borne 
in  mind  in  the  case  of  elderly 
patients  with  a  tumour  in  the 
iliac  or  pelvic  colon,  where  there 
is  a  long  history  ol  constipation ; 
the  sigmoidoscope  may  help  in 
the  diagnosis.  11  a  vesico-colic 
fistula  develops  in  association 
with  chronic  constipation,  it 
_..„..  ,.     ■       -  .  .1       should     be     remembered     that 

Fit.    18. — fikiagram    ihowinj    incomplele    inKatiiKil  

olairuction,  due  10  cancer  of  aicending  colon.  Tnkw  pericolitis  due  to  ulceration  ot 
b™X""«^V.&y'l'  AcS*r!cfu^rSr'^S  -liverticula  is  a  more  frequent 
colon:  C.  Cscuni  ic.  llUc  creii  1  T.  The  palpable  Cause  of  this  condition  than 
lamoui.  moTked  out  »iih  a  wire  placed  on  the  palienl'i        cAncer 

abdomen;  TCTrann-erie colon iO.UmbUkiu.niJirLed        »-»"«■  ,       ., 

by  a  coin,    SHafani  iy  Dr.  A.  C.  /miivt,  repioduced  Organic       stricture      of       the 

byprroimLonfrom-'TbeArcbivooribeRoenigenRay.-  jqIqj,  jg  j„„5t  commonly  due 
to  cancer.  The  possibility  ol 
cancer  should  always  be  considered  when  an  individual  above  the  age  of 
forty,  whose  bowels  have  been  regular  previously,  develops  constipation  of 
increasing  severity  without  change  of  diet  ot  habits,  or  when  a  patient,  who 
is  habitually  constipated,  becomes  more  so  without  obvious  reason.  The  con- 
stipation is  at  first  intermittent  and  may  alternate  with  diarrhoea  ;  drugs  become 
steadily  less  effective,  and  enemata,  which  at  first  give  greater  relief  than  drugs, 
also  lose  their  effect  slowly.  A  tumour  is  palpable  in  less  than  half  the  cases  ; 
it  may  vary  in  siie,  and  even  disappear  alter  the  bowels  have  been  opened  well, 
because  a  mass  of  faeces  may  become  impacted  above  a  cancerous  stricture 
which  is  itself  impalpable-  Hence,  although  the  presence  of  a  tumour  is  an 
important  aid  in  diagnosis,  its  absence  or  disappearance  does  not  exclude  tbe 
possibiiity  oi  cancer ;  only  when  its  disappearance  under  treatment  is  accom- 
panied  by  complete  and  Jasting  cure  ot  all  symptonw,  can  cancer  be  excluded. 
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The  tumour  is  hard,  and  cannot  be  altered  in  shape  by  pressure,  as  is  the  case 
with  fxcal  tumours.     Slight  attacks  of  colic  occur  frequently,  but  they  are  not 
often  severe  until  the  obstruction  is  almost  complete  ;   the  colic  may  be  accom- 
panied by  visible  and  palpable  peristalsis  and  spasmodic  contractions  of  the 
intestine.     The  tatter  is  a  most  important  sign,  as  it  never  occurs  in  colic 
associated  with  lead-poisoning  or  colitis,  and  very  rarely  with  obstruction  due 
to   fzcal   impaction.     Progressive  loss  of  weight  and   strength,  anorexia,  and 
anaemia  are  late  symptoms,  and  it  is  important  to  make  a  correct  diagnosis 
before  they  have  appeared.     The  obvious  presence  oi  blood  in  the  fa^xs  is  an 
important  symptom,   but   it   is  often  absent.      Much   more   frequently  traces 
are  found  which  are  only  recognizable  by  chemical  tests.      In  the  absence  of 
hemorrhoids  and  of  haemorrhage  from  the  mouth,  throat,  or  nose,  the  presence 
ol  "  occult  "  blood  in  the  fzces  is  strong  evidence  that  ulceration  is  present  in 
tbe  stomach  or  intestines  ;    when  symptoms  pointing  to  gastric  or  duodenal 
nicer    and    gastric    carcinoma 
Are  absent,  and  constipation  is 
present,  a  suspicion  of  cancer 
of      the      intestine       receives 
important    confirmation.       In 
doubtful  cases  a  s^moidoscopic 
examination   should  be   made, 
as  cancer  is  much  more  com- 
mon in  the  rectum  and  pelvic 
colon— which    alone     can    be 
irtvestigated  by  this  method — 
than  in  any  other  part  of  the 


A  kink  of  the  colon  is  a 
ver>'  unusual  cause  of  consti- 
pation. It  is  sometimes  partly 
Te!.ponsible  for  the  constipa- 
tion which  is  almost  always 
present  in  visceroptosis  [Fig. 
39),  and  it  should  be  suspected 
when  an  attack  ol  localized 
peritonitis,  due  particularly  to 
dLsease  of  the  female  genital 
organs,  appendicitis,  or  leak- 
age irom  a  gastric  or  duodenal  ^,^    30.— M-i^iiiani  iLiLm   i.y  Jir    a    C   jor,itin 

ulcer,   is    followed    by   COnStipa-  ihowirB  plosis  of  c^rgum  .mil  nanivrr-e  col.Bi, 

tton.     An    x-ray   examination 

should,  however,  always  be  made  before  advising  surgical  interference,  as,  in 
the  vast  majority  of  cases,  even  if  adhesions  are  present  they  ha%'c  nothing  to 
do  with  the  obstruction.  The  i-rays  show  whether  the  delay  takes  place  in 
the  neighbourhood  of  the  supposed  adhesions,  and  the  prest-nce  or  absence  ol 
adhesions  can  also  be  ascertained  by  seeing  how  movable  the  colon  is.  and 
whether  the  two  limbs  of  the  various  flexures  can  be  separated  from  each  other. 
Whatever  may  be  the  primary  cause  ol  Hinchiprutig'i  diuasc  (wronRly 
called  '-congenital  idiopathic  dilatation  of  the  colon"),  it  is  probable  that  a 
kink  IS  produced  after  the  dilatation  has  reached  a  certain  degree  by  the  over- 
hanging of  the  dilated  part  of  the  colon  over  the  undilatcd  section  {Fig.  40). 
There  is  always  a  history  of  constipation  dating  from  the  first  few  months  of 
life,  although  sometimes  the  bowels  may  be  opened  daily  but  jnsufliciently. 
Soon  after  birth  the  abdomen  becomes  greatly  enlarged,  the  siie  varj'ing  from 
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time  to  time.     The  outline  of  the  distended  colon  can  be  seen,  and  peristaUis 

is  often  visible.  The  abdomen  finally  becomes  enormous  ;  it  is  then  tense  and 
tympanitic.  Attacks  of  obstruction 
arc  liable  to  occur,  and  death  takes 
place  most  (tequently  between  the 
ages  of  three  and  eight. 

When  a  large  i^idominal  tumour 
is  present,  constipation  may  be 
produced     by    its    pressure    on     the 

Chronic  intussusctption  may  give 
rise  to  symptoms  similar  to  those 
produced  by  a  stricture ;  attacks 
of  colic  accompanied  by  visible  peri- 
stalsis occur  with  increasing  frequency 
and  severity,  and  they  are  often 
brought  on  by  food  or  aperients. 
An  intussusception  should  be  sus- 
pected under  these  circumstances 
when  a  sausage-sbaped  tumour  is 
palpable,  especially  if  blood  and 
Fir.  40,  — Color  it.  a  CM  of  Hindnprung-.  mucus  are  passed  at  frequent  inter- 
Diiaue.  AO.AsMiKiingtoionjDC,  Dwctndin^       vals.     In  one-third  Of  the  cases,  the 

ssj,'."k±;~To.v,iSiir!;.:;,'"S  .p.x  „i  tt.  inms.usap<k„  «« b. 

dotieJ  lion  represent  ihe  cosui  margins.  fgH  on  rectal  examination. 

C. — Diagnosis  of   the   Cause  of  Dvscheiia. 

Dyschezia  is  due  to  a  want  of  proper  proportion  between  the  power  of 
expelling  the  fieces  from  the  pelvic  colon  and  rectum,  and  the  force  required  to 
do  this  completely.  It  may  therefore  be  due  to  (i)  Ittefficiint  Defecation  ;  or 
(3)  An  Obstacle  to  efficient  Defacaiion. 

I.     iNBrFiciHNT  Dkfscatiom  may  be  due  to; — 

(a).  Wflsknau  ot  the  VolnnUry  Huwiu  ol  DsfaMtton. 

This  should  always  be  suspected  when  constipation  dates  from  pregnancy, 
or  is  associated  with  ascites,  large  abdominal  tumours,  or  great  obesity. 
It  is  often  easy  to  ascertain  the  condition  of  the  abdominal  muscles  by 
simple  palpation  in  the  horizontal  position  ;  the  discovery  of  a  movable 
kidney  or  a  dropped  liver  would  also  suggest  that  the  abdominal  muscles 
are  weak.  The  patient  should  next  be  told  to  raise  her  head  from  the  couch  ; 
the  recti  muscles  contract  and  their  strength  can  be  ascertained,  and  any 
separation  between  them  recognized.  Finally,  the  patient  should  be  examined 
standing  up;  bulging  of  the  abdomen  below  the  umbilicus  (Fig.  41I  shows 
that  visceroptosia  is  present  and  that  the  abdominal  muscles  are  weak.  The 
patient  often  complains  of  abdominal  discomfort,  which  is  reliev'ed  by  lying 
down  or  by  pressing  the  lower  part  of  the  abdomen  upwards. 

In  all  cases  in  which  a  woman,  whose  bowels  have  previously  been  regular, 
becomes  constipated  after  the  birth  of  a  child,  the  condition  of  the  pelvic  floor 
should  be  investigated,  as  well  as  that  of  the  abdominal  wall.  The  anus  is 
normally  slightly  retracted  ;  the  retraction  is  increased  and  the  anus  moves 
slightly  forward  when  the  levator  ani  muscles  are  contracted  by  making  the 
movement  which  is  required  when  it  is  attempted  to  restrain  a  commencing 
delxcation.  It  they  are  weak,  the  retraction  in  the  condition  of  rest  is  absent 
or  dimmisbed,  and  on  contracting  the  levator  auv  muscles,  the  r 
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forward  movemeats  are  slight  or  absent.  On  straining,  the  whole  periaeum 
projects  much  further  than  it  should  do,  and  in  severe  cases  the  uterus  may  be 
more  01  less  prolapsed  :  in  such  cases  no  further  evidence  is  required  to  show 
that  the  dyschezia  is  partly  due  to  weakness  of  the  levator  ani  muscles. 

When  constipation  is  present  in  asthmatic  or  very  emphysematous  people, 
it  is  partly  due  to  the  fact  that  the  great  rise  in  intra-abdominal  pressure  required 
in  defxcation  cannot  be  produced  by  contracting  the  diaphragm,  as  the  latter 
is  already  ahnost  as  low  as  it  can  go. 

{b).  H^tBkl  Dltngud  of  tlM  C«U  10  DilMUlon. 

When   dyschezia   is   not   associated   with   weakness   of   the   muscles   of  the 
abdominal  wall   or  pelvic   floor,   the   history  will  generally  show  that  it  has 
resulted   Irom   habitual   disregard  of  the 
call     to     defzcation — a     very     common 

in  schoolboys  and  business  men,  who 
allow  themselves  too  little  time  between 
getting  up  and  beginning  the  day's 
work.  The  call  is  often  neglected  also  if 
for  any  reason  defecation  is  painful. 

(c).  DnlBTDDrkUe  Poftura  dnrins  Dtt»- 
MUon. 

Enquiry  should  be  made  as  to  the 
height  ol  the  seat  in  the  water-closet,  as 
when  this  is  too  high  it  is  impossible  to 
assume  the  proper  crouching  position, 
and    defxcation    may    consequently    be 

Weakness  of  the  voluntary  muscles  ol 
deixcation,  habitual  disregard  of  the 
call,  and  the  assumption  of  an  unsuit- 
able position  during  the  act,  all  lead  to 
the  same  results — the  loss  of  the  defsca- 
tion  reflex,  and  atony  and  paresis  of  the 
musculature  of  the  pelvic  colon  and 
rectum.  The  loss  of  the  deficcation  reflex 
is  shown  by  the  fact  that  the  patient 
nc\er  experiences  a  desire  to  defsecate, 
even  when  examination  shows  that  the 
rectum   is   full   of   faeces.     The   atony  of 

the  rectum   is   shown   by  its  abnormally  '*'  ''"   '^'""f  '^"■ 

targe  size  and   the  very  slight  resistance 

ofiered  when  the  flnger  presses  upon  its  walls  ;  the  atony  oi  the  pelvic  colon  is 
shown  by  the  abnormally  large  shadow  it  forms  when  examined  with  the  x-rays 
iFig,  3J,  p.  142).  The  paresis  of  the  pelvic  colon  and  rectum  is  shown  by  the 
patient's  inability  to  deixcate  by  an  effort  of  will,  when  the  rectum  is  full  of  fa^es. 

{d).  Pttmary  Wasknau  of  the  OttseaHoD  R«ll«. 

This  is  sometimes  the  cause  of  constipation  in  infants;  it  is  probably  the 
case  when  defecation  occurs  immediately  if  the  natural  stimulus  is  exaggerated 
by  the  mechanical  e<!ect  of  the  introduction  of  a  linger  into  the  rectum,  or  by  the 
combined  mechanical  and  chemical  effect  of  the  introduction  of  a  piece  of  soap. 

{e).  OrsuUe  HttToiu  DUeutt. 

When  constipation  occurs  in  the  courseof  organic  nervous  diseases,  such  asdiJei 
dorsalis,  mytlilis,  or  meHingilis,  it  is  due  to  disturbance  in  the  defecation  centre 
in  the  lumbo-sacral  cord  or  the  tracts  connecting  it  with   the  brain.      When 
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constipation  and  difficulty  in  micturition  appear  simultaneously,  the  possibility 
of  some  organic  nervous  disease,  such  as  tabes,  should  be  considered,  even  if 
no  other  symptoms  are  present. 

(/).  Hysteria. 

When  dyschezia  occurs  in  hysterical  individuals,  it  is  often  due  to  the  patient 
having  suggested  to  himself  that  he  cannot  open  his  bowels  at  all,  or  unless  he 
takes  a  purgative  or  an  enema.  The  diagnosis  can  be  confirmed  by  the  result 
of  treatment :  if  such  a  patient  can  be  persuaded  after  a  thorough  examination 
that  there  is  really  no  reason  whatever  why  he  should  not  obtain  a  daily  action 
of  the  bowels  without  artificial  aid,  he  will  have  no  difficulty  in  curing  himself 
at  once. 

2.     Obstacles  to  Efficient  DsFitcATioN  may  be  due  to : — 

(a).  Hard  and  Balky  Faees. 

When  the  faeces  are  abnormally  hard  as  a  result  of  intestinal  constipation  or 
of  the  excessive  loss  of  fluid  from  diarrhoea,  haemorrhage,  or  other  cause,  the 
force  required  to  expel  them  may  be  so  great,  especially  if  they  are  bulky,  that 
dyschezia  results.  This  condition  can  be  recognized  easily  by  a  rectal  examina- 
tion, which  shows  that  faeces  of  abnormal  hardness  are  impacted  in  the  rectum. 

(6).  Spasm  of  the  Sphincter  Anl. 

Wlien  defalcation  is  painful,  it  is  rendered  difficult  as  well  as  painful  by  reflex 
spasm  of  the  sphincter  ani.  The  anal  canal  and  rectum  should  be  examined 
after  the  introduction  of  a  cocaine  suppository,  or — if  necessary — under  a  general 
anaesthetic,  so  that  any  local  cause  of  the  pain,  such  as  an  anal  ulcer  or  inflamed 
haemorrhoids,  may  be  discovered.  In  the  absence  of  these,  the  genito-urinary 
organs  should  be  examined  thoroughly  for  reflex  causes  of  spasm. 

{c).  Organic  Stricture  of  the  Rectum  and  Anus. 

In  every  case  of  constipation  a  digital  examination  of  the  rectum  should  be 
made,  and  in  cases  of  doubtful  origin  the  rectum  and  pelvic  colon  should  be 
examined  with  a  proctoscope  and  sigmoidoscope.  Congenital  narrowness  of  the 
anal  canal  is  easily  recognized  ;  it  is  a  rare  condition,  but  may  give  rise  to  no 
symptom  until  several  jrears  after  the  child  is  born.  Fibrous  stricture  of  the 
rectum  is  an  occasional  cause  of  dyschezia,  especially  in  women ;  it  is  never  due 
to  syphilis,  but  results  from  an  inflammatory  infiltration  of  the  submucous 
tissue,  secondary  to  infection  of  an  abrasion  of  the  mucous  membrane.  The 
condition  is  generally  painful,  and  often  associated  with  active  inflammation  and 
ulceration  ;  it  can  be  distinguished  readily  from  malignant  stricture  by  means  of 
the  proctoscope.  Cancer  of  the  rectum  or  pelvic  colon  is  a  common  cause  of 
dyschezia ;  when  constipation  develops  after  the  age  of  forty  without  any  obvious 
cause,  especially  if  it  is  accompanied  by  a  sense  of  fullness  in  the  rectum  and  of 
incomplete  relief  after  defaecation,  by  loss  of  weight  and  strength,  or  by  dis- 
charge of  mucus  and  blood,  the  possibility  of  cancer  of  the  rectum  should  always 
be  considered,  and  a  thorough  examination  made  by  the  finger  and  proctoscope 
or  sigmoidoscope. 

(d).  Pressure  on  the  Rectum  from  Without. 

Pressure  on  the  pelvic  colon  and  rectum  by  a  gravid  uterus  always  produces 
some  dyschezia.  Apart  from  this,  the  possibility  of  a  pelvic  tumour,  such  as 
distended  tubes,  cancer  and  fibroid  of  the  uterus,  and  ovarian  tumours,  should  be 
remembered  in  dyschezia  occurring  in  women,  especially  if  there  is  any  pelvic 
pain.  The  presence  of  a  retroverted  but  otherwise  normal  uterus  cannot  be 
regarded  as  a  sufficient  explanation  of  dyschezia. 

(e).  Invagination. 

When  a  constipated  patient,  whose  general  health  is  so  good  that  cancer 
seems  improbable,  complains  that  after  defaecation  he  feels  as  if  something  were 
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still  present  in  the  rectum,  especially  if  mucus  and  occasionally  a  little  blood  is 
passed,  the  dyschezia  may  be  due  to  the  obstruction  caused  by  the  invagination 
of  the  mucous  membrane  of  the  upper  part  of  the  rectum  into  the  lower  part. 
The  condition  is  generally  associated  with  lumbar  pain.  On  digital  examination 
the  invaginated  mucous  membrane  can  be  felt,  especially  when  the  patient 
strains. 


II.— ACUTE    CONSTIPATION. 

Acute  constipation  may  be  (i)  Due  to  actUe  itUestinal  obstruction ;  or  (2)  A 
symptom  of  (a)  some  general  disease,  or  (6)  some  other  acute  abdominal  disease. 

I.     Acute    Intestinal    Obstruction. 

A.  The  following  points  help  in  the  distinction  between  acute  intestinal 
obstruction  and  severe  cases  of  acute  constipation  of  other  origin  : — 

(i).  Visible  and  palpable  peristalsis  or  stiffening  of  the  intestines  is  never 
present  except  in  obstruction. 

(ii).  Vomiting  is  never  faeculent,  except  occasionally  at  a  very  late  stage,  in 
non-obstructive  cases. 

(iii).  In  other  conditions  the  constipation  is  incomplete  : — 

(a).  Flatus,  and  even  a  small  quantity  of  faeces,  may  be  passed  spontaneously. 

(6).  A  purgative  may  give  a  result ;  it  is,  however,  very  unwise  to  administer 
purgatives  in  such  cases,  but  frequently  the  patients  have  already  tried  them 
on  their  own  responsibility. 

(c).  A  rectal  examination  should  always  be  made.  In  organic  intestinal 
obstruction  the  rectum  is  empty  ;  if  it  contains  faeces  there  may  be  obstruction 
due  to  faeces,  but  it  is  exceedingly  rare  for  this  to  produce  symptoms  at  all  com- 
parable in  severity  with  those  due  to  acute  obstruction.  With  this  exception, 
the  presence  of  any  quantity  of  faeces  would  show  that  there  was  no  intestinal 
obstruction. 

(d).  In  doubtful  cases  two  enemata  should  be  given,  with  an  interval  of 
an  hour  :  the  first  generally  brings  away  a  certain  amount  of  faeces,  even  if 
obstruction  is  complete  ;  the  second  only  results  in  the  passage  of  faeces  or  flatus 
if  there  is  no  complete  obstruction  or  if  the  obstruction  is  very  high  in  the  small 
intestine.  If  there  is  complete  obstruction,  the  second  enema  is  either  retained 
or  escapes  unaltered  and  with  abnormally  small  force. 

B.  Before  considering  any  other  possibility,  all  the  hernial  apertures  should 
be  examined,  even  in  the  absence  of  local  pain,  as  a  strangulated  hernia  gives 
all  the  signs  of  acute  intestinal  obstruction. 

C.  The  following  points  should  then  be  considered  in  determining  the  cause 
of  the  acute  intestinal  obstruction  : — 

(i).  Age. — Intestinal  obstruction  in  the  new-bom  is  almost  invariably  due  to  a 
congenital  malformation  :  as  this  is  generally  in  the  rectum,  the  latter  should  be 
examined  first,  and  only  after  it  has  been  found  to  be  normal  should  the 
possibility  of  congenital  obstruction  in  the  duodenum  or  ileum  be  considered. 
In  infants  the  common  cause  of  intestinal  obstruction  is  intussusception  ;  at 
a  somewhat  older  age  obstruction  may  arise  in  connection  with  a  Meckel's 
diverticulum ;  but  in  children  and  young  adults  the  most  common  cause  is 
obstruction  by  bands  or  adhesions  resulting  from  local  peritonitis,  due  to 
appendicitis,  tuberculous  peritonitis,  or  caseous  mesenteric  glands.  Acute 
obstruction  occurring  in  an  infant  or  child  under  ten  years  of  age,  in  whom 
there  is  a  history  of  constipation  and  abdominal  distention  dating  from  soon 
after  birth,  is  most  probably  due  to  Hirschsprung's  disease.  After  the  age  of 
forty  the  possibility  of  cancer  of  the  colon  should  always  be  remembered,  and 
in   fat   patients,  especially  women,  obstruction   by   gall-stones.      In    patients 
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over  sixty  acquired  diverticula  of  the  colon  are  likely  to  give  rise  to  symptoms 
and  sig^s  which  are  generally  mistaken  for  cancer. 

(ii).  History. — A  previous  attack  of  appendicitis,  or  a  history  of  tuberculous 
peritonitis  or  of  inflammatory  pelvic  disease  in  females,  suggests  the  possibilitv- 
of  obstruction  by  bands  or  adhesions  ;  the  same  diagnosis  should  be  considered 
if  the  patient  has  some  weeks  or  months  before  had  a  strangulated  hernia 
reduced.  A  history  of  biliary  colic  or  of  the  less  striking  symptoms  which  may 
result  from  cholelithiasis  indicates  that  obstruction  may  be  due  to  impaction  of 
a  gall-stone.  When  acute  obstruction  follows  a  period  of  increasing  constipa- 
tion in  middle-aged  patients,  cancer  is  probably  present. 

(iii).  State  of  the  Bowels. — The  passage  of  blood  and  mucus  without  any  faeces 
is  very  suggestive  of  an  intussusception.  In  older  patients  it  may  be  due  to 
cancer.  The  passage  of  stools  during  the  early  stages  in  spite  of  other  evidence 
of  obstruction,  indicates  that  the  latter  is  situated  in  the  small  intestine. 

(iv).  Abdominal  Examination. — 

(a).  Distention. —  Great  distention  generally  means  that  the  obstruction  is 
in  the  colon  :  if  it  is  present  very  soon  after  the  onset  of  symptoms,  it  is 
probably  due  to  cancer  or  volvulus  ;  if  it  has  been  present  to  a  less  extent 
for  some  time  before  the  onset  of  acute  symptoms,  a  growth  is  likely;  but 
if  it  has  developed  very  acutely,  a  volvulus  is  more  probable.  In  infants  and 
small  children  great  distention  suggests  Hirschsprung's  disease,  if  the  abdomen 
is  tympanitic  ;  if  it  is  partially  dull,  and  if  free  fluid  or  irregular  masses 
are  present,  tuberculous  peritonitis  is  the  probable  diagnosis.  Well-marked 
distention  in  both  flanks  suggests  origin  in  the  pelvic  colon  or  rectum  ;  if 
in  the  right  flank  only,  in  the  hepatic  flexure  or  transverse  colon  ;  if  the 
flanks  are  comparatively  undistended,  and  the  central  part  of  the  abdomen  is 
most  affected,  the  obstruction  is  likely  to  be  in  the  ileum  or  the  caicum  ;  distention 
is  slight  when  the  obstruction  is  in  the  duodenum  or  jejunum. 

(b).  Visible  Peristalsis  and  Stiffening  of  the  Intestine. — The  position  and  direc- 
tion of  visible  peristalsis  and  the  position  of  stiffening  coils  of  intestine  may  show 
the  localization  of  the  obstruction.  When  a  series  of  more  or  less  parallel  con- 
tracting coils  is  visible  in  the  central  part  of  the  abdomen,  the  obstruction  is  in 
the  small  intestine  ;  if  it  appears  to  culminate  in  the  right  iliac  fossa,  this  is 
likely  to  be  the  seat  of  disease.  Stiffening  of  a  length  of  intestine,  which  can 
be  seen  to  rise  up  and  felt  to  harden,  most  often  occurs  in  the  colon,  and  especially 
when  there  is  a  growth  near  its  lower  end.  The  most  marked  peristalsis  and 
stiffening  occur  when  acute  obstruction  is  a  sequel  of  chronic  obstruction  ;  they 
may  be  completely  absent  in  very  acute  primary  cases. 

(c).  Tumour. —  The  diagnosis  of  intussusception  can  be  made  with  certainty 
only  when  the  characteristic  sausage-shaped  tumour  situated  somewhere  in  the 
course  of  the  colon  is  felt.  In  acute  obstruction  due  to  cancer,  the  tumour  is 
often  not  palpable,  as  it  is  generally  hidden  by  the  dilated  intestine.  But  large 
tumours  are  sometimes  felt,  especially  when  present  in  the  right  or  left  iliac 
fossa  :  the  former  are  generally  due  to  cancer  of  the  caecum,  the  latter  to  cancer 
of  the  iliac  colon  and  inflammatory  thickening  round  acquired  diverticula — a 
condition  which  may  closely  simulate  cancer.    Gall-stones  can  hardly  ever  be  felt. 

(v).  Rectal  Examination. — A  growth  of  the  rectum  can  be  recognized  easily,  and 
sometimes  a  growth  of  the  pelvic  colon  can  be  felt  through  the  front  wall  of  the 
rectum.  In  infants,  the  end  of  an  intussusception  may  be  felt  in  the  lumen  of 
the  rectum,  and  more  frequently  the  tumour  can  be  felt  on  bimanual  examination. 
Obstruction  due  to  pelvic  adhesions  can  often  be  recognized  by  the  presence  of 
tender  masses  and  the  fixity  of  some  of  the  pelvic  viscera.  The  presence  of 
more  than  traces  of  faeces  in  the  rectum  in  cases  of  undoubted  obstruction 
indicates  that  its  situation  is  probably  high  up  in  the  small  intestine.     A  very 
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ballooned  rectum  suggests  obstruction  high  up  in  the  rectum  or  in  the  pelvic 
colon,  but  this  is  not  an  invariable  rule. 

(vi).  Pain. — When  the  pain  is  localized,  or  moves  in  a  definite  direction  to 
reach  its  greatest  severity  at  a  certain  point,  the  latter  is  likely  to  be  near  the 
seat  of  the  obstruction.  When  the  pain  is  situated  in  the  middle  line,  the 
obstruction  is  probably  in  the  small  intestine  if  it  is  above  the  umbilicus,  and  in 
the  colon  if  below. 

(vii).  Vomiting. — The  more  frequent  the  vomiting  and  the  earlier  the  onset  of 
faeculent  vomiting,  the  higher  in  the  intestine  is  the  obstruction  likely  to  be. 
It  is  most  severe  in  small  intestine  obstruction  due  to  bands  or  internal  hernia  ; 
its  onset  is  later  and  its  occurrence  less  frequent  and  sometimes  only  after  food 
in  cases  of  growth  and  volvulus. 

(viii).  Borborygmi  are  sometimes  most  marked  over  the  seat  of  the 
obstruction. 

(ix).  Shock  and  Collapse  are  more  marked  the  higher  the  obstruction.  They 
are  also  much  greater  when  obstruction  is  accompanied  by  strangulation  owing 
to  bands  or  hernia  than  when  strangulation  is  absent,  as  with  gall-stones  and 
cancer. 

2.   Symptomatic. 

In  Acute  General  Diseases.  —  Constipation  beginning  acutely,  is  a  frequent 
symptom  of  a  large  variety  of  acute  infective  and  other  diseases.  It  is  never 
so  severe  that  it  cannot  be  overcome  by  purgatives  or  enemata.  and  the  other 
symptoms  are  so  much  more  striking  in  the  majority  of  cases  that  the  presence 
of  constipation  has  little  influence  in  forming  a  diagnosis. 

In  Acute  Abdominal  Conditions. — Constipation  is  a  prominent  symptom  in 
most  acute  abdominal  conditions.  Other  symptoms  are  often  so  well  marked 
that  the  question  of  intestinal  obstruction  hardly  arises.  Thus,  the  diagnosis 
can  generally  be  made  by  the  early  tenderness  and  rigidity,  its  localization,  and 
the  early  pyrexia  in  acute  peritonitis  due  to  appendicitis  or  the  perforation  of 
an  ulcer  ;  the  characteristic  situation  and  radiation  of  the  pain  in  renal  and 
biliary  colic,  and  the  frequent  haematuria  in  the  former  and  jaundice  in  the  latter  ; 
the  presence  of  a  tumour  when  an  ovarian  cyst  is  twisted  ;  the  melxna  and 
occasional  hsmatemesis,  and  the  presence  of  a  primary  disease  in  the  heart  or 
abdomen  in  mesenteric  embolism  and  thrombosis  respectively.  Some  cases  of 
cLcute  pancreatitis  are  clinically  almost  indistinguishable  from  intestinal  obstruc- 
tion, but  flatus  is  generally  passed  ;  there  may  also  be  a  history  of  biliary  colic, 
and  the  patient  is  generally  fat,  middle-aged,  and  alcoholic.  The  diagnosis  is 
seldom  made  with  certainty  until  the  typical  fat-necrosis  is  seen  on  opening 
the  abdomen.  In  lead  colic  the  constipation  is  not  absolute,  and  the 
occupation  of  the  patient  and  the  blue  line  on  the  gums  suggest  the  correct 
diagnosis.  Arthur  F.  Hertz. 

CONTRACTIONS,  Athetotic,  Choreiform,  Fibrillar,  Spasmodic,  and  Tetanic— 

are  all  to  be  defined  for  present  purposes  as  involuntary  and  painless  contrac- 
tions occurring  in  the  voluntary  muscles.  From  Contractures  {q.v.)  they  may 
be  distinguished  by  their  short  duration,  longer  or  shorter  intervals  in  which 
the  affected  muscles  are  relaxed  occurring  between  the  separate  contractions. 
From  cramps  they  differ  by  being  painless,  or  comparatively  so,  and  also  by 
their  short  duration.  But  in  many  cases  it  is  impossible  and  also  unnecessary 
to  draw  any  hard-and-fast  line  showing  where,  for  example,  tetanic  contractions 
cease  and  tetanic  cramps  begin.  In  all  cases  the  occurrence  of  the  contractions 
mentioned  above  may  be  taken  to  indicate  some  disease  of  the  nervous  system, 
usually  organic  but  sometimes  functional. 
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Athetotic  Contractions,  Athetosis,  or  Mobile  Spasm. 

Athetosis  is  a  form  of  involuntary  movement  affecting  the  fingers,  hands,  and 
wrists  most  often  ;   less  often  the  toes  and  feet,  and  in  rare  instances  the  face. 
It  is  usually  unilateral,   but    in    exceptional    cases    bilateral — ^the    "  double 
athetosis "    of    French    neurologists.     The    movements    are    spontaneous    and 
incessant,  and  may  even  continue  while  the  patient  is  asleep  ;   in  other  instances 
they  tend  to  cease,  but  are  started  anew  or  exaggerated  when  voluntary  move- 
ment is  attempted.     In  the  hand,  the  movements  consist  of  a  succession  of  slow 
and  serpentine  flexions,  extensions,  hyperextensions,  and  lateral  motions,  all 
combined   to  cause  the  fingers  and   thumb   to  execute  the  most  curious  and 
complex  clutching  or  spreading  movements  [Fig.  42).     The  wrist  is  held  more  or 
less  flexed  ;  the  Angers  may  move  about  together,  or  wander  each  individually. 
Analogous  movements  are  observed  when  athetosis  occurs  in  the  lower  extremity, 
or  the  mouth  and  face.       No  great  regularity  characterizes  the  motions  of 
athetosis,  and  as  a  rule   they  are 
steady  rather  than  violent.     In  all 
cases,  a  large  amount  of  voluntary 
control  over  the  affected  parts  is 
retained  ;    mobile  spasm  must   be 
attributed   to   varying   degrees   of 
central   irritation   of  muscles  that 
are     incompletely    paralyzed    and 
somewhat  spastic. 

Primary,  idiopathic,  or  primitivt 
athetosis  is  a  rare  disease  of  child- 
hood or  of  adult  life,  in  which  bi' 
lateral  athetotic  contractions  first 
make  their  appearance  in  a  pre- 
viously healthy  person,  either  for 
no  particular  reason,  or  after  a 
chill  or  a  nervous  shock.  It  may 
or  may  not  be  associated  with 
epilepsy  or  insanity.  This  form  of 
athetosis  appears  not  to  be  con- 
nected with  any  definite  changes  in 
the  nervous  system,  and  so  is  to 
Fig.  41.— The  hnnd  in  MheicaU  be  distinguislxed  from  all  other  con- 

ditions in  which  athetosis  is  seen. 
Athetosis  is  common  in  the  various  spastic  paraplegias  0/  infants  and  children, 
which  may  be  either  congenital  or  acquired  :  Congenital  ceribral  diplegia,  also 
known  as  Little's  disease  when  the  legs  are  the  part  chiefly  affected,  is  a  condition 
in  which  the  nervous  structures  suffer  from  an  inherited  taint  (alcohoUsm, 
syphilis,  insanity),  and  either  fail  to  develop  properly,  or  degenerate  early  in 
life.  The  onset  of  Little's  disease  is  gradual,  and  usually  early,  but  it  may  be 
delayed  until  the  child  is  as  much  as  six  or  eight  years  old.  The  patient  is  found 
to  be  backward  or  mentally  deficient,  probably  unable  to  walk,  and  afflicted 
with  bilateral  spastic  paralysis.  The  paralysis  may  aSect  the  legs,  the  legs  and 
arms,  or  even  the  whole  body,  and  may  be  more  marked  and  more  spastic  on 
one  side  of  the  body  than  on  the  other  ;  speech  is  defective,  optic  atrophy 
common,  and  the  gait  is  clumsy  and  stiff,  "  cross-legged  "  or  "  scissor."  In- 
voluntary movements  occur  in  the  affected  members,  and  are  athetotic  tx 
choreiform  ;  tremor  or  intention- tremor  may  also  be  met  with  not  in- 
frequently. 
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Although  it  may  not  appear  for  some  years  after  birth,  this  form  of  cerebral 
diplegia  is  really  a  congenital  disorder  ;  and  it  is  to  be  distinguished,  for  reasons 
connected  with  its  pathological  anatomy  and  etiology,  from  certain  other  forms 
of  spastic  paralysis  in  infants  and  children  that  may  closely  resemble  it  from 
a  clinical  point  of  view.  These  are  the  acquired  cerebral  paralyses  of  infants^  the 
spastic  infantile  hemiplegias,  monoplegias,  diplegias,  triplegias,  paraplegias, 
that  result  from  more  or  less  localized  cerebral  inflammations  or  haemorrhage 
occurring  at  birth  or  in  infancy.  Porencephaly,  or  the  occurrence  of  lacunae  in 
the  tissues  of  the  cortex  or  brain,  may  be  found  in  either  the  congenital  or  the 
acquired  cerebral  paralyses  ;  it  is  really  a  post-mortem-room  term,  and  requires 
no  special  consideration  here.  The  acquired  spastic  paraplegias  fall  into  two 
categories,  according  to  their  etiology : — 

1 .  Birth  palsies  :  due  to  meningeal  or  cortical  haemorrhage  caused  by  prolonged 

labour  or  the  use  of  instruments.     Many  of  these  infants  have  been 
bom  prematurely. 

2.  Acquired  palsies  :   due  to — 

Encephalitis  occurring  after  an  acute  specific   fever,  or  suppurative 
in  origin. 

Pdlio-encephalitis,  the  cerebral  analogue  of  acute  poliomyelitis  in  the 
anterior  comua  of  the  cord. 

Cerebral  embolism. 

Cerebral  or  meningeal  haemorrhage  or  thrombosis. 
The  birth  palsies  are  due  to  injuries  received  in  the  process  of  birth,  and  the 
rupture  of  meningeal  or  cerebral  blood-vessels,  with  the  escape  of  blood  ;  they 
develop  at  once,  and  the  history  of  the  case  should  make  diagnosis  easy.  The 
diagnosis  of  the  exact  cause  of  an  acquired  spastic  paralysis  in  an  infant  or  child 
may  be  less  easy.  The  paralysis  due  to  encephalitis  generally  appears  during 
the  first  two  or  three  years  of  life,  but  may  come  on  at  almost  any  age.  Cerebral 
thrombosis  in  children,  is  said  to  happen  oftenest  at  about  the  age  of  six. 
Cerebral  embolism  is  likely  to  be  seen  in  infants  or  children  with  acquired  heart- 
disease,  the  embolus  being  derived  from  vegetations  on  the  mitral  or  aortic 
valves,  or  from  thrombi  that  have  formed  in  backwaters  of  the  dilated  left 
auricle  or  ventricle.  These  infantile  hemiplegias  or  diplegias  are  of  sudden 
onset,  and  are  characteristically  spastic.  Athetotic  movements,  with  or  without 
choreiform  contractions,  trophic  lesions,  and  tremors,  are  common  in  the  affected 
limbs  ;  the  children  often  grow  up  to  exhibit  mental  defect,  imperfect  speech, 
or  epilepsy.  As  a  rule,  the  face  is  less  involved  than  the  arm  or  leg,  and  the 
athetotic  movements,  confined  to  the  affected  parts,  may  not  be  developed  until 
years  after  the  occurrence  of  the  original  cerebral  lesion. 

Post-hemiplegic  athetosis,  which  cannot  be  sharply  marked  off  from  post- 
hemiplegic chorea  (see  p.  157)1  ^^  ^^  uncommon  sequela  of  hemiplegia  in  the 
adult ;  but  common — being  seen  in  about  a  third  of  the  cases — in  the  congenital 
and  acquired  hemiplegias  just  considered.  In  the  adult,  it  occurs  oftenest  when 
the  lesion  is  situated  near  the  posterior  part  of  the  internal  capsule  or  the  optic 
thalamus.  These  athetotic  movements  of  the  extremities  have  been  described 
already  ;  in  the  adult,  they  may  be  combined  with  choreiform  contractions 
involving  the  whole  arm  and  shoulder,  and  the  face.  The  diagnosis  should  not 
be  difficult,  as  the  history  of  a  stroke  will  be  obtained  and  the  physical  signs  of  a 
hemiplegia  will  be  present. 

Choreiform   Contractions. 

These  are  similar  to  the  contractions  seen  in  chorea.  They  are  involuntary 
and  inco-ordinated  movements,  purposive  in  character,  but  aimless  and 
ineffective   in   performance.      They   are    jerky,  rapid,  and   highly    irregular ; 
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groups  of  muscles  are  successively  put  into  action,  as  if  the  original  intention 
were  given  up,  or  changed,  as  soon  as  the  complex  movement  began.  They  may 
affect  one  side  of  the  body  only,  or  both. 

When  mild,  choreiform  movements  amount  to  no  more  than  excessive 
fidgetiness,  involving  perhaps  only  the  hands  and  arms,  or  the  hands,  arms,  and 
face,  in  wriggling  and  grimacing.  When  severe,  they  give  the  patient  no  rest ; 
he  is  tossed  about,  perhaps  with  the  utmost  violence,  by  combined  but  irregular 
contractions  in  which  any  of  the  voluntary  muscles  may  particip>ate.  Choreiform 
contractions  bear  no  resemblance  to  tremors,  whether  coarse  or  fine.  From 
intention-tremors  they  are  distinguished  by  the  facts  that  they  continue  when 
the  patient  is  at  rest,  that  they  are  purposive,  and  resemble  ordinary  voluntary 
movements  misapplied.  From  ataxia  they  are  distinguished  by  occurring  at 
rest  as  well  as  on  attempted  movement ;  the  muscular  contractions  of  ataxia 
are  merely  inco-ordinated,  apparently  ill- designed  and  clumsily  executed,  t>'p€s 
of  normal  movements. 

Choreiform  contractions  are  seen  in  the  following  conditions  : — 

Chorea,  chorea  minor,  acute  chorea,  or  St.  Vitus's  dance 

Chronic  degenerative  or  Huntington's  chorea 

Chorea  major  or  pandemic  chorea 

Hysteria 

Pre-hemiplegic  chorea 

Post-hemiplegic  chorea 

Congenital  and  acquired  spastic  paralyses  of  infants 

Cortical  sclerosis 

Chorea  electrica  (Henoch). 
Chorea,  chorsa  minor,  acute  chorea,  or  St.  Vitus's  dance,  is  an  acute  disease  of 
childhood  or  adolescence,  commoner  in  girls  than  boys,  and  closely  connected  with 
a  history  or  a  family  history  of  rheumatism,  and  with  rheumatic  endocarditis. 
It  may  also  occur  in  adults  in  connection  with  pregnancy,  when  it  is  sometimes 
of  a  severe  type  and  may  run  on  into  insanity.  The  movements  may  be  confined 
to  one  side  of  the  body — hemichorea — or  may  affect  both  sides ;  the  muscles 
are,  in  general,  weak,  speech  may  be  interfered  with,  respiration  is  often  jerky, 
and  the  patient  is  often  unduly  irritable  and  emotional.  ^  Except  in  the  severest 
cases  of  chorea,  the  movements  cease  during  sleep  ;  the  disease  tends  to  recovery 
in  the  course  of  perhaps  two  or  three  months. 

Mild  cases  of  chorea,  in  which  the  face  is  most  affected,  may  present  a  certain 
resemblance  to  the  more  chronic  and  quite  unconnected  disorder  known  as 
habit-spasm,  habit-chorea,  or  convulsive  tic  (see  Spasmodic  Contractions,  p.  159). 
A  facial  tic  is  controlled  for  a  time  by  strong  efforts  of  the  will,  whereas  the 
facial  movements  of  chorea  will  usually  be  increased  by  the  concentration  of 
the  attention  on  them  ;  the  facial  movements  of  chorea  are  irregular,  representing 
a  succession  of  various  purposive  but  uncompleted  actions,  while  the  facial  tic 
consists  in  the  repetition  of  a  single  definite  and  purposive  movement  originally 
designed,  no  doubt,  to  give  relief  to  some  local  irritation. 

Chronic,  degenerative,  or  Huntington's  chorea  is  a  rare  hereditary  disease 
coming  on  at  the  age  of  thirty  or  forty,  associated  with  slow  and  difficult 
speech  and  with  insanity.  The  involuntary  movements  are  slower  and  more 
ataxic  than  those  of  acute  chorea,  and  can  often  be  suppressed  for  a  time  by 
exercise  of  the  will.  They  affect  the  extremities  and  face,  are  continuous,  cease 
during  sleep,  and  are  accentuated  by  excitement,  so  that  at  first  sight  acute 
chorea  may  be  imitated  fairly  closely.  The  diagnosis  between  this  chronic 
chorea  and  an  acute  chorea  that  had  become  chronic,  as  sometimes  happens, 
would  turn  on  the  family  history,  mental  symptoms,  age  at  onset,  and  the 
course  of  the  disease.     Chronic  chorea  is  incurable,  and  may  take  twenty  ye^rs 
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or  more  to  run  its  course ;  mental  failure  occurs  early,  and  is  progressive; 
and  a  family  history  of  chronic  chorea  can  always  be  obtained. 

Chorea  major ^  or  pandemic  chorea^  is  an  epidemic  hysterical  manifestation 
occurring  in  the  more  emotional  races  of  Europe  under  the  influence  of  religious 
excitement.  Choreiform  movements  are  among  the  less  conspicuous  of  its  motor 
phenomena,  and  it  need  not  be  considered  further,  for  it  is  unknown  to  the  more 
phlegmatic  Northern  races. 

In  hysteria  the  motor  phenomena  are  notoriously  protean.  Should  a  hysterical 
patient  have  had  chorea  herself,  or  should  she  have  had  the  opportunity  of 
observing  it  in  others,  she  may  reproduce  its  characteristic  movements  with  the 
greatest  accuracy.  The  diagnosis  here  may  be  very  diihcult  for  a  time,  particu- 
larly if  the  patient's  previous  history  be  not  known,  and  hysteria  not  suspected. 
The  hysterical  patient's  temperament  will  probably  lead  her  to  develop  other 
signs  or  symptoms  that  will  suggest  the  true  diagnosis  in  these  cases ;  such  as 
tremors,  paralyses,  contractures,  hemi-anaesthesia,  anaesthesia  of  the  stocking 
and  glove  distribution,  exaggeration  of  the  deep  reflexes,  or  attacks  of  hysterics. 
Remission  of  the  choreiform  movements  and  of  the  local  symptoms  generally 
may  occur  when  the  hysterical  patient  thinks  she  is  no  longer  under  observation, 
or  when  her  attention  is  diverted  elsewhere.  In  a  word,  the  hysterical  patient 
simulating  chorea  or  hemichorea,  is  likely  to  overdo  the  part. 

Choreiform  movements  may  occur  in  connection  with  hemiplegia  in  two 
forms.  Pre-hemiplegic  chorea  has  been  recorded  in  a  few  cases,  twitchings  or 
even  choreiform  movements  being  initiated  in  the  limbs  of  one  side  of  the  body 
shortly  before  the  onset  of  an  apoplectic  stroke.  Post-hemiplegic  chorea  is 
commoner,  and  is  more  often  seen  in  children  than  in  adults.  After  a  hemiplegia, 
more  or  less  muscular  spasm  and  movements  of  one  kind  or  another  are  habitually 
seen  on  the  affected  side  of  the  body.  In  many  patients  these  movements  take 
the  form  of  tremors,  fine  or  coarse  ;  in  others  they  are  athetotic  ;  in  others  again 
they  are  ataxic,  occurring  only  when  voluntary  movements  are  attempted  ;  and 
in  yet  others  they  are  choreiform.  Which  of  these  forms  of  muscular  contraction 
is  likely  to  occur  in  any  given  case  it  is  impossible  to  say ;  they  are  all  due  to 
combinations  of  cerebral  irritation,  muscular  spasm,  and  muscular  paralysis, 
mixed  together  in  varying  proportions. 

The  choreiform  movements  occurring  in  the  spastic  paraplegias  of  infants 
and  children,  conditions  that  have  been  more  vaguely  described  as  cortical 
scleroses  on  the  strength  of  their  post-mortem  appearances,  are  to  be  regarded  as 
variants  of  the  athetotic  contractions  already  considered  above.  Henoch's 
chorea  electrica  is  considered  below  :  it  is  the  muscles  of  the  neck  and  shoulder 
that  are  chiefly  involved  in  this  rare  disorder. 

Fibrillar   Contractions. 

Fibrillar  contractions  of  the  muscles,  or  fascicular  muscular  twitchings,  are 
small  spontaneous  contractions  visible  on  the  surfaces  of  muscles,  rhythmical 
or  irregular,  involving  not  the  whole  muscle,  but  only  single  muscular  bundles 
in  it.  They  may  be  confined  to  a  few  of  the  bundles,  or  may  occur  irregularly 
in  any  of  the  bundles  composing  a  muscle.  They  are  almost  always  too  small 
and  feeble  to  produce  any  visible  movements  at  the  joints.  These  muscular 
flickerings  are  increased  in  fatigue,  and  when  the  muscle  is  mechanically 
stimulated.  Similar,  but  coarser,  twitchings  may  be  seen  in  normal  muscles 
when  they  are  over-fatigued,  or  on  exposure  to  cold. 

The  finest  fibrillar  contractions  are  said  to  occur  only  in  cases  of  organic 
disease  in  the  central  nervous  system.  They  are  seen  most  freely  in  muscles 
that  are  degenerating  or  undergoing  atrophy,  or  are  shortly  about  to  atrophy, 
as  the  result  of  disease  in  the  lower  motor  neuron  ;    they  cease  to  api>ear  when 
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the  muscle  is  much  wasted.  They  are  most  evident  in  the  extremities  and 
tongue,  and  no  doubt  are  due  to  irritation  of  motor  nerve-cells  in  the  cord  or 
bulb  that  are  hyper-excitable  because  they  are  degenerating. 

From  a  diagnostic  point  of  view,  fibrillar  contractions  are  important,  because 
for  practical  purposes  they  do  not  occur  in  the  myopathies  or  primary  muscular 
dystrophies  that  are  due  to  lesions  in  the  muscles  themselves  and  not  in  the 
spinal  cord.  In  only  a  few  recorded  cases  have  these  fibrillations  been  seen  in 
cases  of  myopathy  where  lesion  of  the  central  nervous  system  could  be  excluded. 
Neurologists  and  myologists  have  devoted  much  attention  to  primitive  myopathy, 
with  the  result  that  it  has  become  burdened  with  a  highly  elaborate  classification 
and  nomenclature.     Thus  ^e  condition  generally  has  been  described  as — 

Primary  progressive  myopathy 

Progressive  muscular  dystrophy  (Erb) 

Idiopathic  muscular  atrophy  and  hypertrophy 

Primitive  progressive  myopathy 

Muscular  dystrophy 

Myopathy. 
Special  forms  of  it  have  been  raised  to  the  dignity  of  "  types,"  the  chief  of 
which  are  the — 

Simple  atrophic  (Erb) 

Pseudo-hyper  trophic 

Juvenile  (Erb) 

Facio-scapulo-humeral  (Landouzy  and  Dejerine) 

Distal  (Gowers) 

Myotonia  atrophica 

Mixed  and  transitional 

(Leyden  and  Moebius) 
(Zimmerlin). 
Distinctions  between  these  various  forms  must  be  sought  in  special  manuals. 
Their  importance  for  present  purposes  consists  in  this — that  fibrillary  contractions 
may  occur  as  a  rare  exception  in  most  of  them. 

Contrariwise,  fibrillar  contractions  are  habitually  observed  in  the  course  of 
the  progressive  muscular  atrophies  of  neuropathic  origin,  variously  known  under 
such  names  as — 

Chronic  anterior  poliomyelitis 

Amyotrophic  lateral  sclerosis  (Charcot) 

Progressive  bulbar  paralysis 

Progressive  muscuUur  atrophy 

Toxic  degeneration  of  the  lower  motor  neuron 

Werdnig- Hoffmann  progressive  muscular  atrophy  of  infants, 
according  to  their  special  characters.  In  all  of  these,  liie  lower  motor  neurons 
are  primarily  at  fault,  exhibiting  slow  or  rapid  degeneration  ;  in  many  cases 
the  upi>er  motor  neurons  are  also  affected,  either  simultaneously,  or  before  or 
after  the  lower.  As  a  rule,  no  cause  for  the  degeneration  can  be  discovered  ; 
but  many — ^perhaps  a  half — of  the  patients  have  previously  had  acute  polio- 
myelitis. Occurring  in  infants  or  children,  this  neuropathic  muscular  atrophy 
is  generally  of  the  Werdnig-Hoffmann  type,  affecting  the  legs  first,  and  spreading 
upwards  to  the  body  and  arms ;  the  hands  and  feet  are  affected  late,  and  the 
deep  reflexes  vanish.  The  condition  may  at  first  sight  resemble  rickets,  but  in 
rickets  there  is  no  real  muscular  atrophy,  the  deep  reflexes  are  retained,  and 
fibrillar  contractions  do  not  occur.  It  may  be  indistinguishable  from  one  of  the 
primary  myopathies  considered  above  ;  but  the  occurrence  of  fibrillar  contrac- 
tfons  would  make  the  diagnosis  of  neuropathic  muscular  atrophy  the  more 
projbabJe. 
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In  adults  the  disease  may  conform  to  one  of  several  types,  according  to  the 
distribution  of  the  atrophy.  In  some  instances,  the  lower  motor  neurons  of 
the  hand,  arm,  and  neck  are  attacked,  when  the  Claw- hand  (q.v.)  may  result ; 
in  others,  the  lower  extremities  may  first  show  the  degeneration.  Charcot's 
amyotrophic  lateral  sclerosis  is  characterized  by  spasticity  of  the  legs  combined 
with  atrophy  of  the  muscles  of  the  hands  and  arms.  In  making  the  diagnosis 
of  neuropatiiic  muscular  atrophy,  it  must  be  remembered  that  the  onset  is 
gradual,  that  fibrillar  contractions  are  present,  that  the  atrophy  proceeds  pari 
passu  with  the  loss  of  power,  and  that  sensation  and  the  sphincters  are  not 
involved.  The  electrical  changes  in  the  muscles  are  of  assistance,  too,  the 
partial  Reaction  of  Degeneration  (q.v.)  being  exhibited  ;  the  nerves  react 
normally  to  faradism,  and  to  galvanism  so  long  as  there  are  muscle  fibres  left  to 
respond  to  the  stimulation,  while  the  muscles  react  sluggishly,  and  A.C.C  is  often 
greater  than  K.C.C. 

Bulbar  paralysis  is  due  to  lesions  of  the  medulla  oblongata,  and  the  nerves 
mainly  affected  are  the  motor  part  of  the  fifth,  the  seventh  (facial),  the  eleventh 
(spinal  accessory)  and  twelfth  (hypoglossal).  In  other  cases,  ophthalmoplegia 
is  observed  as  well.  It  is  only  in  the  chronic  cases  of  bulbar  paralysis  that 
fibrillar  contractions  are  seen,  and  they  are  particularly  well  shown  in  the  tongue, 
which  has  been  described  as  looking  "  like  a  bag  half  full  of  worms."  The  main 
symptoms  will  be  difficulty  in  articulation,  phonation,  mastication,  and,  most 
of  all,  in  swallowing. 

Spasmodic   Contractions. 

In  general  parlance,  the  epithet  "  spasmodic  "  implies  suddenness  and  short 
duration.  These  characteristics  are  not  implied  by  the  word  as  it  is  used 
clinically.  Hence  it  is  necessary  to  distinguish  between  spasmodic  contractions 
or  muscular  spasms  of  three  kinds,  according  as  they  are  : — (1)  Short  and 
single — the  muscular  twitch  ;  (2)  Short  and  repeated — clonus  or  clonic  spasms  ; 
(3)  Tetanic — commonly  and  improperly  known  as  tonic  spasms  ;  these  are 
long-sustained. 

I.  Single  Spismodie  Contrietioiis  of  a  muscle  or  group  of  muscles,  over  in 
a  fraction  of  a  second,  may  occur  in  normal  persons  who  are  suffering  from  great 
fatigue,  overwork,  or  nervous  exhaustion.  For  no  apparent  reason,  and  fre- 
quently just  as  the  person  is  going  off  to  sleep,  a  sudden  violent  twitch  in  one 
or  more  of  the  limbs  occurs,  and  wakes  him  up.  In  other  cases  these  sudden 
starts  may  occur  when  the  patient  is  resting  by  day.  In  abnormally  nervous 
or  excitable  patients  such  sudden  spasms  are  more  frequently  seen,  and  often 
result  from  some  sudden  and  unexpected  sensory  impression — a  sound,  sight, 
or  touch.  The  diagnosis  of  such  spasms  in  nervous  or  jumpy  patients  should 
not  be  difficult,  the  affection  being  very  chronic,  and  no  doubt  familiar  to  the 
patient  and  the  patient's  entourage.  Coming  on  suddenly,  this  jumpiness  may 
be  a  minor  sign  of  various  nervous  disorders,  such  as  hysteria,  acute  chorea, 
delirium  tremens,  general  paralysis,  Graves'  disease,  and  so  forth. 

Single  twitches  of  muscles  or  of  groups  of  muscles,  form  the  outstanding 
feature  of  the  simpler  forms  of  a  series  of  affections  known  as  habit  spasms  or 
spasmodic  tics.  A  habit  spasm  consists  in  the  involuntary  repetition  of  some 
ordinary  co-ordinated  purposive  act.  In  many  instances,  the  tic  was  at  first 
a  natural  reflex  act,  designed  to  allay  some  transient  irritation.  Thus  a  blinking 
tic  may  have  been  initiated  by  the  pain  caused  by  a  foreign  body  in  the  eye,  or 
conjunctivitis ;  a  sniffing  tic  by  some  temporary  itching  about  the  nares ;  a 
shoulder-shrugging  tic  by  some  irritation  of  the  neck  due  to  a  tight  or  rough 
collar.  By  voluntary  repetition  such  an  act  ultimately  becomes  automatic, 
when  it  is  spoken  of  as  a  habit  spasm  or  tic.     These  motor  tics  exist  in  great 
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variety,  oftenest  affecting  the  face,  less  often  the  jaws,  neck,  or  limbs  ;  they  are 
so  common  as  to  escape  comment  in  their  minor  manifestations — mannerisms 
and  stereotyped  acts — being  set  down  merely  to  "  individuality."  Most  tics 
can  be  controlled  by  mental  effort  with  some  distress,  are  increased  by  emotion, 
cease  during  sleep,  and  are  curable  only  with  great  difficulty  when  well  established. 
In  all  cases,  the  patient  is  supposed  to  exhibit  a  certain  psychical  weakness. 

More  violent  and  shock-like  muscular  spasms  are  seen  in  the  rare  condition 
known  as  myoclonus  or  paramyoclonus  mtUtiplex.  Myoclonic  movements  are 
particularly  sudden  and  violent,  occurring  bilaterally,  or  first  on  one  side  of 
the  body  and  then  on  the  other  ;  they  are  painless,  but  may  give  rise  to  much 
inconvenience  by  their  violence.  They  are  increased  by  emotion  and  cease 
during  sleep.  They  may  be  single,  but  more  often  are  clonic,  repeated  perhaps 
fifty  or  a  hundred  times  in  a  minute.  In  paramyoclonus  multiplex  there  are 
no  mental,  sensory,  or  sphincter  changes.  In  hysteria,  myoclonus  is  excep- 
tionally seen,  and  is  accompanied  by  other  hysterical  manifestations.  In 
certain  rare  forms  of  epilepsy,  the  so-called  myoclonic  epilepsy,  these  paroxysmal 
asynchronous  bilateral  lightning-like  movements  have  been  recorded ;  the 
diagnosis  will  be  easy  here,  as  the  patient  exhibits  the  phenomena  of  major 
epilepsy — ^loss  of  consciousness,  relaxation  of  the  sphincters,  etc. — in  addition 
to  the  sudden  and  forcible  myoclonic  movements. 

In  certain  cases  of  minor  epilepsy  or  petit  mal,  the  affection  may  take  the 
form  of  spasmodic  twitches  of  the  muscles  of  a  limb,  or  of  the  face. 

2.  Clonic  Spasmodic  Contractions,  clonic  spasms,  or  clonus,  are  in  reality 
interrupted  tetanic  contractions,  consisting  in  the  rhythmical  and  more  or  less 
rapid  repetitions  of  the  single  brief  muscular  spasm  or  twitch.  A  typical  clonus 
of  muscles  in  the  arms  or  legs  may  often  be  produced  in  health  by  the  adoption 
and  maintenance  of  some  strained  position.  Thus  ankle-clonus  is  soon  produced 
if  a  normal  person  sits  in  a  chair  and  strains  the  heels  up  while  the  toes  are  held 
pressing  on  the  floor.  Such  clonus  is  physiological,  being  due  to  heightening  of 
the  muscle  tone  or  normal  state  of  tonic  muscular  contraction  by  the  application 
of  mechanical  tension  to  the  calf  muscles. 

Pathologically,  clonic  spasms  are  typically  seen  in  the  second  or  clonic  stage 
of  major  epilepsy,  where  they  succeed  the  initial  tetanic  (or  tonic)  stage.  Here 
they  are  universal  and  bilateral  as  a  rule,  although  one  side  of  the  body  may  be 
more  involved  than  the  other,  or  the  arms  more  than  the  legs.  Consciousness 
is  lost,  and  the  sphincters  are  often  relaxed  in  the  second  stage  of  epilepsy  ;  very 
similar  convulsive  seizures  may  be  met  with  in  patients  with  chronic  nephritis 
[urcemic  convulsions)  and  in  pregnant  women  (eclampsia).  The  clonic  stage  of 
epilepsy  may  be  imitated  unconsciously  by  patients  with  hysteria,  or  frankly 
mimicked  by  the  malingerer.  In  hysteria  the  onset  of  the  fit  is  gradual,  not 
sudden  ;  consciousness  is  impaired,  not  lost ;  the  pupil  reacts  to  light,  and  is 
not  immobile  as  in  epilepsy ;  screaming  and  purposive  movements  occur 
throughout,  and  the  fit  is  often  protracted  ;  the  sphincters  are  not  relaxed,  and 
the  tongue  is  not  bitten.  The  malingerer  is  red  and  heated  by  the  effort  of 
producing  the  clonic  spasms,  his  consciousness  is  fully  preserved,  and  he  reacts 
at  once  to  the  application  of  painful  stimuli  that  leave  the  epileptic  unmoved. 
Both  the  hysterical  patient  and  the  malingerer  show  quivering  of  the  eyelids, 
and  are  likely  to  resist  attempts  to  open  the  eyes. 

Mild  and  limited  clonic  spasms  of  a  few  muscular  groups,  without  loss  of 
consciousness  and  lasting  for  only  a'  few  seconds,  may  be  seen  in  patients  with 
major  epilepsy,  and  are  often  described  by  them  s^s  "warnings."  Such  attacks 
are  identical  with  those  of  minor  epilepsy.  In  certain  patients  they  seem  to  be 
to  some  extent  under  control,  so  that  their  threatened  onset  can  be  prevented 
jf  the  patient  can  sit  or  lie  down,  for  example,  oi  catipTessoti  or  constrict  the 


venosily  of  the  blood,  druKs  such  as  digitalis  or  veratria)  ;  and  parily  by  nervous 
impulses  that  reach  the  muscles  more  or  less  continuously  from  the  motor  ileurons 
oi  the  central  nervous  system.  This  central  element  of  muscular  tonus  is  really 
of  reflex  origin  and  due  to  posture,  the  maintenance  of  the  erect  attitude  ;  the 
motor  impulses  descending  in  answer  to  ascending  impulses  Tecei\'ed  by  the 
central  nervous  system  from  the  muscles  and  joints  concerned.  But  the  clinician 
appLes  the  terms  "tonus"  and  "tonic  contractions"  to  the  severe  and 
pathological  muscular  contractions  seen,  for  example,  in  the  first  stage  of  major 
epilepsy,  which  are  physiologically  and  scientifically  speaking  tetanic,  not  Ionic, 
Thi?  clinical  misuse  of  the  word  "  tonic  "  is,  of  course,  well  established  and  time- 
honoured,  but  only  ser'.'es  to  promote  confusion.  The  terms  "  tonic  spasm  " 
and  "  tonic  contraction  "  should  be  reserved  for  states  of  muscle-tone  that  are 
raised  only  within  physiological  limits,  and  are  not  pathological.  The  contrac- 
tions or  spasms  that  the  clinician  calls  "  tonic  "  are  almost  always  pathological, 
and  in  the  interests  of  uniformity  should  be  described  as  "  tetanic,"  not  "  tonic." 
Exaggerated  states  of  physiological  tone  and  the  milder  degrees  of  pathologically 
heightened  muscular  tonicity  are  described  clinically  as  spastic  states  or 
spasticity,  falling  short  of  tetanus  in  degree,  and  ditlering  from  both  tetanus 
and   cramp  by  being  painless.     They   are    detailed   under   the    heading   Con- 

TkACTL-RES    (j.B,). 

T\-picaI  tetanic  (or  tonic)  spasms  are  seen  in  lelanus.     Here  the  patient  has 
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become  infected  by  Bacillus  tetani  {Plate  XII ^  Fig.  T),  through  some  known  (7^ 
unknown  wound.     He  first  notices  stiff  ness  of  the  neck  and  jaws;  soon,  increasing 
tetanic  spasm  of  the  muscles  of  mastication  brings  on  trismus  or  lockjaw.     Spasm 
of  the  facial  muscles  next  brings  on  the  painful  grin  known  as  the  risus  sardonicus, 
and  presently  paroxysmal  tetanic  spasms  of  great  violence  occur  in  practically  all 
the  voluntary  muscles.     If  the  spasms  are  strongest  in  the  extensors  of  the  back, 
the  body  is  arched  backwards  till,  perhaps,  the  heels  touch  the  head  (opistho- 
tonus).     If  the  flexors  contract  most  powerfully,  the  body  is  bent  forwards 
(emprosthotonus) ;    in  some  cases  the  body  remains  straight  and  stiff  (orthotonus) 
when  the  flexors  and  extensors  are  balanced.     These  acutely  painful  paroxysms 
last  for  perhaps  a  few  seconds,  and  recur  at  varying  intervals  on  any  kind  oi 
stimulation  ;    they  may  cause  death  by  asphyxia  or  heart-failure.      In  the 
intervals  between  these  severe  paroxysms,  a  milder  but  still  painful  tetanic  (the 
so-called  tonic)  contraction  of  the  muscles  is  maintained  ;    or,  in  milder  cases, 
nothing  more  than  an  exaggerated  physiological  muscle-tone  may  be  observed 
between  whiles.     In  mild  or  chronic  cases  of  tetanus,  the  signs  and  symptoms 
will  be  far  less  severe  than  those  described  above  ;  but  trismus  and  painful 
muscular  contractions  will  still  occur.    In  some  chronic  cases,  the  chief  sign  may 
be  a  recurring  but  transient  risus  sardonicus,  perhaps  with  some  stiffness  of  the 
neck  ;  not  a  few  of  these  patients  have  been  treated  for  habit-spasm  or  hysterical 
grimacing  for  a  time,  until  the  suspicion  of  tetanus  arose,  or  spread  of  the  tetanic 
spasms  to  the  trunk-muscles  made  the  diagnosis  more  obvious.     The  diagnosis 
of  tetanus  may  have  to  be  made  in  other  instances  from  impacted  wisdom  tooth 
or  from  muscular  rheumatism,  which  may  cause  stiff-neck  but  is  hardly  likely 
to  set  up  trismus  ;   or  from  spinal  meningitis,  in  which  there  is  fever,  while  the 
tetanic  spasms  occur  on  exertion,  and  do  not  primarily  affect  the  muscles  of  the 
jaws,  and  great  pain  is  felt  on  moving  the  head  and  neck. 

The  spasms  of  tetanus  must  be  distinguished  from  those  of  strychnine  poisoning. 
In  this,  trismus  is  absent  or  occurs  very  late,  the  extremities  are  first  and  most 
markedly  affected,  the  muscles  are  quite  relaxed  between  the  paroxysms,  and 
the  symptoms  develop  rapidly — within  an  hour  or  two  of  the  administration  of 
the  drug.  In  tetany  the  distribution  and  duration  of  the  tetanic  contrac- 
tions should  suffice  to  prevent  any  confusion  with  tetanus.  In  hydrophobia 
there  should  be  a  history  of  a  bite  by  some  animal,  most  often  a  dog  ;  mental 
symptoms  are  prominent,  and  the  spasms  affect  the  muscles  of  respiration  ^nd 
deglutition  most,  while  trismus  is  absent.  In  hysteria  a  patient  may  exhibit 
trismus,  tetanic  spasms,  and  opisthotonus ;  but  no  true  picture  of  tetanus 
will  be  presented,  and  no  doubt  abundant  evidences  of  hysteria  will  be  found 
on  examination  of  the  patient,  or  will  develop  if  the  case  be  kept  under- 
observation.  A.  /.  J  ex-Blake. 

CONTRACTURES— are  lasting  bodily  deformities  resulting  from  a  great 
variety  of  causes.  For  clinical  purposes  they  may  be  roughly  divided  into  two 
classes,  according  as  they  are  (i)  Active,  or  (2)  Passive.  The  division  between 
the  two  is  not  sharp,  as  active  contractures  when  long  established  tend  to 
become  passive. 

I.  Active  Contractures  :  resulting: — 

(a) .  From  lesions  of  the  upper  motor  neuron  : 

Cortical  lesions  Subacute  combined  degeneration 

Hemiplegia  Lateral  sclerosis 

Friedreich's  ataxia  Spastic  ataxia 

Myelitis  Spastic  paraplegia 
Transverse  lesions  of  the  cord 
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(6).  From  lesions  of  the  lower  motor  neuron  : 
Acute  poliomyelitis  Neuritis 

Chronic  poliomyelitis  Trauma  of  nerves 

Progressive  muscular  atrophy 

{c).  From  disuse  : 

Hysteria  Torticollis 

2.  Passive  Contractures  :  seen  in  : — 

Late  stages  of  the  active  contractures 

Local  organic  diseases  of  the  bones,  joints,  muscles,  fasciae,  etc. 

I.  Active  or  Spastic  Contractures. — In  these,  certain  groups  of  muscles  are 
thrown  into  a  permanent  state  of  contraction,  or  else  the  balance  of  power 
between  antagonistic  sets  of  muscles  is  upset.  In  either  case  bodily  deformity 
(flexion,  extension,  curvature)  results  ;  but  the  deformity  can  be  redressed 
temporarily  either  by  steadily  maintained  mechanical  traction,  or  by  the  forcible 
electrical  stimulation  of  the  weaker  set  of  the  antagonistic  muscles  involved. 
In  passive  contractures,  on  the  other  hand,  no  amount  of  electrical  or  other 
stimulation  avails  to  correct  the  deformity,  nor  can  the  application  of  force 
without  rupture  of  the  tissues. 

Active  contractures  must  be  distinguished  from  certain  other  forms  of  muscular 
contractions,  particularly  cramps  and  tetanic  (or  so-called  tonic)  contractions 
or  spasms  of  the  voluntary  muscles.  Cramps  may  resemble  contractures 
by  their  relatively  long  duration  ;  thus  the  cramps  of  tetany  have  been  known 
to  persist  for  days  and  even  weeks.  But  pain  is  a  constant  feature  of  cramp, 
whereas  it  has  no  connection  at  all  with  contractures  per  se.  Tetanic  contractions 
of  muscles  (see  Contractions) — commonly  called  tonic  by  the  misuse  of  a  word 
that  already  has  a  definite  and  different  physiological  meaning — resemble  cramps 
by  being  painful,  and  differ  from  them  only  by  being  more  generalized.  The 
normal  resting  muscle  is,  physiologically  speaking,  in  a  constant  state  of  tonic 
contraction,  and  exhibits  a  certain  reflex  tone  or  tonus  (muscle- tone)  due  to  the 
combined  action  of  two  factors,  one  local  and  one  nervous.  The  local  or 
j>eripheral  component  is  inherent  in  the  muscle-tissue,  and  may  be  increased 
by  such  influences  as  mechanical  tension  of  the  muscle-fibres,  augmented  venosity 
of  the  blood,  the  action  of  drugs  like  digitalis  or  veratria.  The  nervous  or  central 
factor  consists  of  efferent  nervous  impulses  from  the  motor  neurons,  sent  down 
no  doubt  in  response  to  afferent  impulses  coming  up  from  the  muscles  and  joints, 
and  determined  largely  in  man  by  the  habitual  maintenance  of  the  erect  posture. 
Any  muscular  spasm,  rigidity,  or  spasticity  set  up  by  increase  of  this  normal 
tone  within  physiological  limits,  may  properly  be  referred  to  as  a  condition 
of  tonic  contraction.  But  when  a  spasticity  is  pathological,  as  are  all  the 
"  tonic  contractions  "  of  the  clinician,  it  should  no  longer  be  referred  to  as  a 
state  of  tonic  contraction,  especially  as  it  corresponds  satisfactorily  with  the 
physiological  "  tetanic  contraction  "  or  "  tetanus."  A  typical  pathological 
spasticity  or  active  contracture  is  seen  in  Sherrington's  "  decerebrate  rigidity," 
the  extensor  spasm  observed  in  the  limbs  of  the  cat  or  rabbit  after  removal 
of  the  cerebral  hemispheres  and  basal  ganglia.  This  rigidity  lasts  for  several 
days,  and  is  due  to  the  removal  of  the  inhibitory  impulses  normally  reaching 
the  cord  from  the  cortex  and  thalamus.  A  similar  rigidity,  though,  of  course, 
with  a  different  distribution,  is  seen  in  such  disorders  as  hemiplegia,  cortical 
losses,  lateral  sclerosis.  Friedreich's  ataxia,  subacute  combined  degeneration, 
and  transverse  lesions  of  the  cord. 

The  active  contractures  following  hemiplegia  or  cortical  lesions  in  the  motor 
area  are  confined  to  the  affected  side  of  the  body,  and  should  not  be  difl&cult  to 
diagnose.     Gowers  described   three  varieties  of  rigidity  after  hemiplegia,   but 
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only  the  last  of  these  is  usually  described  as  a  contracture  :  (i)  Initial  rigidity, 
present  at  the  outset  and  lasting  only  for  a  few  hours  ;  (2)  Early  rigidity, 
beginning  within  a  few  days  of  the  stroke  and  lasting  for  a  week  or  a  few  weeks, 
possibly  due  to  the  irritation  ot  blood-clot  at  the  site  of  the  cerebral  lesion  ; 
(3)  Late  rigidity  or  contracture,  first  appearing  several  weeks  or  months  after 
the  stroke,  and  due  to  the  fact  that  while  all  the  muscles  are  spastic,  certain 
groups  of  them  are  stronger  than  their  antagonists.  Thus  the  thumb  is  flexed 
and  pressed  into  the  palm  ;  the  fingers  are  clenched  ;  the  wTist  and  elbow  are 
flexed,  the  forearm  is  pronated,  and  the  arm  is  adducted.  The  thigh  is  adducted, 
the  knee  extended ;  the  heel  is  drawn  up,  the  foot  inverted,  and  a  characteristic 
spastic  gait  results.  The  deep  reflexes  are  increased  on  the  hemiplegic  side, 
where,  too,  ankle-clonus  and  Babinski's  extensor  reflex  can  be  obtained.  The 
lapse  of  years  converts  these  active  contractures  into  passive,  as  has  been  noted 
already,  in  consequence  of  structural  changes  in  the  muscles  and  fasciae,  and 
in  the  joints. 

Contractures  are  highly  characteristic  of  the  congenital  and  the  acquired 
cerebral  diplegias  or  hemiplegias  due  to  cortical  lesions,  cortical  sclerosis,  or 
porencephalus  (see  Contractions,  Athetotic).  The  patients  show  bilateral 
spastic  paralysis  ;  one  side  is  sometimes  more  severely  affected  than  the  other. 
If  the  legs  only  are  affected,  the  condition  is  known  as  Little's  disease,  and  the 
gait  is  "  cross-legged  "  or  "  scissor,"  the  feet  being  pointed  and  inverted,  and  the 
thighs  adducted.  Kyphosis  is  often  seen,  and  the  arms,  if  involved,  are  held 
in  the  position  of  a  hemiplegic  arm  (see  above).  In  the  acquired  cases  the 
spastic  pare&is  is  oftener  unilateral  than  bilateral ;  the  nutrition  of  the  affected 
limb  suffers  conspicuously,  and  its  growth  is  retarded  and  incomplete. 

In  Friedreich's  disease,  a  familial  disorder  beginning  usually  between  the  ages  of 
seven  and  seventeen,  and  seen  oftenest  in  males,  characterized  by  ataxia,  inten- 
tion-tremor, nystagmus,  and  hesitating  or  syllabic  speech,  active  contracture  sets 
up  scoliosis  or  scoliokyphosis,  pes  varus  or  equino- varus,  and  "main  bote" — an 
analogous  deformity  of  the  hand  with  hyperextension  of  the  terminal  phalanges. 
These  contractures  are  partly  due  to  muscular  atrophy,  partly  (in  the  case  of 
the  foot)  to  overuse  of  certain  muscles  in  attempts  at  equilitn'ation  ;  the  heel 
is  drawn  up,  the  dorsum  of  the  foot  arched,  the  sole  hollowed  out.  the  toes  flexed 
at  the  1*.  ccrphalangeal  joints  and  hyperextended  at  the  metatarsophalangeal  ; 
hypertrophy  of  the  prominent  extensor  longus  hallucis  has  been  found. 

In  subacute  combined  degeneration,  in  which  may  be  included  lateral 
sclerosis  if  the  degeneration  mainly  affects  the  upper  motor  neurons,  there  will 
be  contractures.  The  earliest  symptoms  are  connected  with  sensation  ;  but  the 
patient,  usually  an  anaemic  adult  in  the  second  half  of  life,  presently  develops 
spasticity  in  his  legs.  The  limbs  tend  to  draw  up  as  he  lies  in  bed,  from  flexor 
spasm  ;  the  gait  becomes  spastic,  and  walking  is  soon  impossible — the  condition 
becoming  one  of  spAstic  paraplegia.  The  deep  reflexes  are  increased,  and 
Babinski's  sign  is  present ;  segmental  areas  of  anaesthesia  can  be  made  out.  and 
control  over  the  sphincters  is  weakened.  After  some  months,  this  spastic  stage 
gives  place  to  flaccidity,  control  over  the  sphincters  is  lost,  and  the  patient 
rapidly  runs  down  bill.  In  cases  of  transverse  myelitis  or  transverse  lesiofts  of 
the  cord,  spasticity  with  increased  deep  reflexes,  loss  of  sensation,  and  loss  of 
control  over  the  sphincters  is  the  rule.  The  diagnosis  is  facilitated  by  the  fact 
that  no  symptoms  occur  in  parts  of  the  body  innervated  from  above  the  cord 
lesion  ;  at  the  level  of  the  lesion  there  is  evidence  of  nerve-irritation  (girdle 
pain,  hyperaesthesia).  In  these  cases  the  flexors  of  the  leg  overp>ower  the 
extensors  ;  the  limbs  draw  themselves  up  again,  sooner  or  later,  as  often  as  they 
are  extended  for  the  patient. 

So  far,  the  active  contractures  considered  have  all  been  due  to  lesions  of  the 
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upper  motor  neuron.  A  second  class  contains  those  resulting  from  lesions 
of  the  lower  motor  neuron  and  the  subsequent  muscular  atrophy.  These 
contractures  arise  either  from  the  unbalanced  action  of  the  muscles  that  normally 
antagonize  those  that  have  atrophied,  or  from  late  shrinkage  of  the  paralyzed 
muscles  themselves ;  and  a  spinal  curvature  may  come  on  from  the  adoption 
of  some  posture  that  facilitates  locomotion  or  the  occupations  of  life  when  the 
spinal  muscles  are  intact. 

Acute  and  chronic  poliomyelitis,  neuritis,  and  lesions  of  the  nerves  have 
to  be  discussed  in  this  connection.  Acute  poliomyelitis,  or  infantile  paralysis, 
begins  suddenly  with  malaise,  pains,  and  an  acute  febrile  attack  ;  the  flaccid 
paralysis  appears  early,  and  contractures  begin  to  show  themselves  within 
a  few  months,  as  a  rule.  The  limbs  are  most  involved,  isolated  muscles 
or  groups  of  muscles  being  paralyzed  ;  and  it  should  be  noted  that  the 
paralysis  is  distributed  in  accordance  with  the  nuclear  grouping  of  the 
muscles  in  the  anterior  cornual  regions  of  the  cord.  Sensation  is  affected  only 
in  the  rarest  instances.  If  many  muscles  in  a  limb  are  paralyzed,  its  growth 
is  much  impaired.  Contractures  are  common  in  chronic  poliomyelitis  and 
the  various  forms  of  progressive  muscular  atrophy  of  neuropathic  origin  (see 
Contractions,  Fibrillar),  the  hands  and  feet  being  mainly  involved,  with 
the  production  of  various  forms  of  club-foot  and  claw-hand.  All  the  muscles 
are  involved  together,  and  there  is  no  selection  of  certain  groups  for  paralysis 
as  is  the  case  in  acute  poliomyelitis.  In  addition,  fibrillar  contractions  can  be 
seen  in  the  degenerating  muscles,  provided  that  they  are  not  too  thickly  covered 
with  subcutaneous  tissue.  The  onset  is  insidious,  and  the  disease  occurs  most 
often  in  middle  age  ;  the  commonest  type  is  that  in  which  the  hands  are  first 
and  most  involved,  but  in  other  cases  the  legs,  and  in  others  the  upper  arm  and 
shoulder,  first  give  evidence  of  the  disease.  Contractiu-es  are  seen  occasionally 
in  alcoholic  neuritis  of  the  motor  type,  and  more  frequently  in  arsenical  neuritis, 
talipes  equinovarus  or  flexor  contracture  of  the  wrist,  with  excessive  muscular 
hyperesthesia,  being  noted  ;  such  deformities  are  rare  in  other  forms  of  neuritis, 
such  as  those  due  to  lead,  diabetes,  influenza,  diphtheria,  etc.  For  example, 
secondary  contracture  of  the  muscles  on  the  affected  side  in  Bell's  facial  paralysis 
may  occur,  and  gives  rise  to  the  impression  that  the  sound  side  ol.the  face  is 
paralyzed  while  the  face  is  at  rest,  for  the  face  as  a  whole  is  pulled  t,r^er  to  the 
affected  side  :  on  voluntary  movement,  however,  the  healthy  side  will  be  found 
to  move  normally,  while  the  paralyzed  side  remains  comparatively  still. 
Contractures  usually  follow  severe  trauma  of  nefves,  unless  satisfactory  healing 
of  the  wound  and  regeneration  of  the  nerve- trunks  take  place. 

Active  contractures  from  disuse  may  occur  in  otherwise  healthy  subjects  who 
for  any  reason  may  have  been  kept  too  long  in  one  position.  Patients  who 
have  lain  on  their  backs  in  bed  for  long  periods  may  have  a  temporary  talipes 
equinus  when  they  get  up — an  active  contracture  due  to  the  weight  of  the 
bedclothes  resting  on  the  toes  and  keeping  the  feet  extended.  Fractured  or 
injured  limbs  that  have  been  splinted  and  kept  too  long  in  one  position,  often 
exhibit  active  contractures  when  the  splints  are  removed  (e.g.,  Volkmann's 
ischa»mic  contracture  of  the  forearm,  Fig.  43).  In  some  cases,  the  contracture 
is  due  to  fixation  of  the  muscles,  tendons,  or  muscle-sheaths  by  inflammatory 
products  that  have  become  organized,  in  others  to  adhesions  or  bony  deposits 
that  have  formed  themselves  in  or  about  the  joints,  while  in  others  mere  disuse, 
without  inflammatory  changes,  may  be  supposed  to  underlie  these  contractures  : 
all  of  these  would  be  avoided  by  the  timely  use  of  massage  and  movement. 

Paralyses  occur  in  perhaps  25  per  cent  of  all  patients  with  hysteria,  in  two 
main  tj'pes  :  the  rarer  flaccid,  the  commoner  spastic,  and  often  marked  enough 
to  produce  active  contracture.     In  hysterical  contracture  the  affected  muscles 
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be  diagnosed  as  new  growth,  the  palpable  tumour  vanishing  only  when  the 
patient  has  been  anaesthetized  and  is  on  the  operating- table  awaiting  incision, 

T-'riicollis,  which  tnay  be  regarded  as  a  functional  disease,  and  is  a  form  of 
tic.  is  characterized  in  its  later  stages  by  contracture  of  the  affected  muscles  of 
the  neck.  lis  clonic  variety  is  easy  to  diagnose  ;  but  where  the  spasms  are 
tetanic  (or  tonic)  rather  than  clonic,  the  diagnosis  must  be  made  from  such 
conditions  as  cervical  caries,  rheumatic  myositis,  or  deep  inflammation  in  the 
glands  of  the  neck.  Congenital  lotticoilis  dates  from  birth,  usually  aflects  the 
right  stemomastoid  muscle,  and  is  often  associated  with  facial  asjinmetry — when 
it  is  perhaps  due  to  congenital  defect  of  the  centres  in  the  bulb.  The  face  is 
smaller  on  the  side  of  the  aflected  stemomastoid. 

i.  Puil*i  CoDtraMoiM  are  those  due  to  aSections  of  the  bones,  joints, 
or  soft  tissues,  that  mechanically  obstruct  correction  of  the  deformities  they 
produce.  The  contracted  limbs  can  only  be  straightened  by  surgical  measures, 
or  by  manipulations  severe  enough  to  rupture  the  obstructions. 


/■ig.  «.— Dupuylren-.  Contr.T.li.ic. 

Passive  contractures  often  result  from  long  ccmtiHuance  of  the  active  con- 
liactutes  considered  above,  by  a  gradual  process  of  transition :  these  will 
n:>t  be  considered  further. 

Passive  contractures  may  result  from  the  most  varied  local  organic  diseases 
of  the  afiected  parts.  Dupuylren's  Contracture  of  the  palmar  fascia,  leading  to 
deformity  of  the  little  and  ring  fingers  {Fig.  44)  is  so  characteristic  that  it 
can  seldom  be  mistaken.  It  is  prone  to  occur  in  gouty  subjects  and  in  those 
who  use  the  palms  of  their  hands  most,  as  in  the  case  of  coachmen  and  those 
who  use  spades,  etc.  In  diseases  of  the  joints,  such  as  rheumatism,  rheumatoid 
arthritis,  spondylitis  deformans,  tuberculosis,  gonorrhcea.  etc..  the  patient  may 
lie  in  bed  or  go  about  for  weeks  or  months  in  some  bent  or  contorted  position 
that  involves  the  minimum  of  discomfort ;  ankylosis  of  the  affected  joints  often 
results,  from  the  growth  of  adhesions,  ecchondroses,  or  exostoses  in  and  about 
the  edges  of  the  joints,  that  permanently  limit  their  range  of  movement.  Corres- 
psnding  shortening  will  take  place  in  the  muscles  that  are  relaxed,  and  a,  passive 


COSTRACTURES 

e  results.  The  growth  ol  a  tumour  in  or  about  a.  joint  may  produce 
identical  results.  Traumatic  or  inflammatory  lesions  about  the  muscles  or  their 
tendons  may  establish  inflammatory  products  locally  that  permanently  limit  the 
movements  of  these  structures.  Large  superficial  scats  due  to  extensive  burns 
or  losses  of  skin  and  the  superlicial  tissues,  being  composed  mainly  of  fibrous 
tissue,  may  contract,  and  so  bring  about  marked  contractures  (see  Fig.  45). 


The  diagnosis  of  the  cause  o£  a  passive  contracture  will  obviously  depend  upon 
the  results  of  the  physical  examination  of  the  affected  part,  and  upon  the  success 
with  which  a  true  history  of  the  onset  and  course  of  the  case  can  be  elicited. 

A.  }.  Jtx-BM, 

CONVULSIONS,  or  CONVOLSIVE  SEIZURES,  are  paroxysms  of  involuntary 
muscular  contractions.  They  may  be  divided  into  two  classes,  according  as 
they  are  locai  or  general ;  local  convulsions  have  been  considered  under  the  heading 
Contractions,  Sfasuodic  (q.v.j,  and  the  following  account  will  deal  tnainly 
with  general  convulsions.  The  general  convulsions  without  loss  of  consciousness 
that  constitute  Rigors  are  described  under  that  heading  {g.v.)  ;  with  this 
exception,  general  convulsions  are  almost  always  accompanied  by  loss  of  con- 
sciousness, excepting  in  some  few  cases  of  partial  epilepsy  and  of  hysteria. 

In  most  cases  of  convulsions,  both  sides  of  the  body— face,  neck,  arms,  trunk, 
and  legs— are  convulsed  equally.  But  it  sometimes  happens  that  though 
their  cause  is  apparently  a  general  one.  the  movements  are  unilateral  or  are 
much  more  marked  on  one  side  of  the  body  than  the  other  ;  for  present  purposes 
such  convulsions  may  still  be  termed  general.  Usually  convulsions  are  clonic, 
less  often  tetanic  or  tonic. 

'■  Fits  "  may  bedefinedroughly  as  any  sudden  paroxysms  or  seizures  occurring 
in  thecourseof  any  disease.  In  common  usage,  however,  a  "  fit  "  is  a  convulsive 
lit,  or  fit  of  convulsions,  and  if  unqualified,  the  term  usually  means  an  epileptic 
fit,  but  not  always. 

Certain  clinical  features  are  common  to  almost  all  convulsive  seizures  in 
which  consciousness  is  lost.  If  the  on^et  is  sudden,  as  it  usually  is.  the  patient 
is  apt  to  (all  down  and  injure  liimself  unless  already  recumbent.  If  the  muscles 
of  the  mouth  and  jaws  are  involved  and  saliva  is  freely  secreted,  the  mouth 
foams  :   if  the  tongue  or  cheeks  are  bitten,  the  foam  becomes  stained  with  blood. 
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Clenching  of  the  jaws  will  make  the  breathing  laboured,  stertorous,  and  ineffec 
tual.  If  the  muscles  of  respiration  are  greatly  affected,  much  cyanosis,  with 
congestion  of  the  face,  neck,  and  exposed  parts,  will  be  observed.  The  convulsive 
movements  are  typically  clonic,  limited  in  range,  purposeless,  and  accompanied 
by  more  or  less  rigidity.  If  the  rigidity  is  marked,  the  amplitude  of  the  move- 
ments will  be  correspondingly  reduced,  so  that  the  condition  may  even  become 
one  of  stiffness  and  tetanic  (or  so-called  tonic)  spasm.  It  is  characteristic  of 
epilepsy  that  the  fit  should  consist  of  a  brief  tetanic  stage  followed  by  a  longer 
stage  of  clonus.  Control  over  the  organic  reflexes  of  micturition  and  defalcation 
is  often  lost,  with  the  result  that  the  bladder  and  rectum  may  be  emptied  involun- 
tarilv.  As  a  rule  the  reflexes  cannot  be  obtained  while  the  convulsions  last, 
and  are  lost  or  diminished  for  some  hours  after  they  are  over,  or  are  unequal 
on  the  two  sides  of  the  body.  WTien  the  fit  is  over  and  the  patients  have  re- 
covered consciousness  they  often  complain  of  headache  and  lassitude,  showing 
diminished  sensibility  to  all  impressions,  mental  hebetude,  and  great  sleepiness. 
Less  often,  the  patient  becomes  excited  or  terrified  after  a  fit,  or  even  maniacal, 
and  he  may  also  exhibit  automatism  for  hours  or  even  days ;  in  none  of  these 
conditions  will  he  be  responsible  for  his  actions.  The  duration  of  general  con- 
vulsions is  commonly  to  be  measured  in  seconds  or  minutes ;  but  in  severe 
cases  they  may  go  on  for  hours  if  untreated,  and  in  the  status  epifepticus  may 
last  for  days  with  only  brief  intermissions.  Prolonged  convulsions  due  to  any 
cause  may  raise  the  temperature  several  degrees  ;  when  they  are  unilateral, 
the  temperature  is  raised  more  on  the  affected  side  than  on  the  other.  Albu- 
minuria after  a  fit  is  very  common,  and  may  last  for  a  day  or  two  ;  it  is  in  no 
way  cN-idcnce  that  the  fit  was  due  to  renal  disease  and  uraemic  in  character. 

The  morbid  conditions  in  which  local  or  partial  convulsions ,  and  in  rarer 
instances  general  convulsions  also,  occur  without  loss  of  consciousness,  have  been 
sufl5ciently  considered  under  Contractions,  Spasmodic  (q.v.),  but  for  the  sake 
of  clearness  may  be  recapitulated  : — 


Fatigue 

Nervous  exhaustion 

Habit  spasm 

Spasmodic  tic 

Myoclonus 

Hvsteria 


Jacksonian  epilepsy 

Chorea  electrica  (Henoch) 

Tetany 

Tetanus 

Hydrophobia 

Strychnine  poisoning 


Malingering. 

The    convulsions   commonly  accompanied   by  loss  of  consciousness   will   be 
considered  here  under  the  following  heads  : — 

I.  General  Convolsloiis  of  Infants  and  Children,  seen  in  : — 


Drug  poisoning 

Enlarged  thymus 

Idiocy 

Rickets 

Epilepsy,  minor  and  major. 


Hereditary  syphilis 
Congenital  heart  disease 
Cerebral  paralysis 
Onset  of  acute  fevers 
Meningitis 

2.  General  Convulsions  of  Adolescents  and  Adults,  seen  in  : — 

Epilepsy,  minor  and  major  Cerebral  lesions  : — 

Jacksonian  epilepsy  Apoplexy 

Epileptiform  convulsions —  Meningitis 

Urajmia  ;               Intracranial  growth 

Pregnancy  General  |)aralysis 

Severe  heart  disease  Chronic  alcoholism 

Asphyxia  Cerebral  syphilis 

Stokes-Adams'  disease  Hysteria 

Malingering. 
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3.  Unilateral  Convulsions,  seen  in  : — 

Apoplexy 

Intracranial  growth 
Meningitis 


Epilepsy,  major  and  minor 
Jacksonian  epilepsy 
Disseminated  sclerosis. 


I.  General  Convulsions  of  Infants  and  Children. — Among  the  commonest  of 
all  convulsive  seizures  are  those  occurring  in  children  of  tender  age,  known  as 
infantile  convulsions.  The  sexes  are  affected  equally  ;  about  a  third  of  the  cases 
take  place  during  the  first  year  of  life,  two-thirds  during  the  first  two  years  ; 
and  they  are  rare,  apart  from  epilepsy,  after  the  age  of  five  or  six.  They  are 
of  more  serious  import  in  infants  under  six  months  than  in  older  children, 
and  also  in  anaemic  and  weakly  infants.  In  hereditary  syphilis  convulsions  often 
prove  fatal  during  the  first  few  weeks  of  life.  For  the  rest,  in  about  half  the 
patients  rickets  is  the  predisposing  cause  ;  in  many  of  the  others  some  local 
irritation,  such  as  inflammation  of  the  gums  in  dentition^  diseases  of  the  nose  or 
ears,  the  presence  of  irritating  food  or  worms  in  the  intestine,  renal  or  vesical 
calculus,  or  phimosis,  can  be  found ;  while  convulsions  at  the  onset  of  acute 
infectious  diseases^  such  as  scarlet  fever,  pneumonia,  measles,  whooping-cough,  or 
during  their  course,  and  in  nephritis,  are  not  infrequent.  Overdosing  with  drugs 
— strychnine,  atropine,  santonin,  morphia,  etc. — or  with  alcohol,  may  bring  on 
convulsions.  Fright  and  over-strong  emotions  are  included  among  the  causes 
of  infantile  convulsions ;  how  far  inheritance,  the  neurotic  or  neuropathic 
taint,  is  responsible  for  them  is  uncertain.  They  occur  in  children  with  enlarge- 
ment of  the  thymus  gland,  the  so-called  status  lymphaticus,  and  in  these  not 
infrequently  a  fit  has  a  fatal  issue.  Finally,  it  must  be  remembered  that 
in  any  child  they  may  be  early  evidence  of  epilepsy,  or  of  organic  disease  of  the 
brain.  Their  diagnosis  demands  a  very  careful  examination  of  the  child,  and 
also  of  its  diet  and  the  hygiene  of  its  daily  life.  They  may  be  due  to  congenital 
heart  disease,  when  there  will  be  enlargement  of  the  heart,  a  cardiac  murmur  or 
murmurs,  and  some  degree  of  cyanosis.  In  children  with  organic  disease  of 
the  brain  {poretu^ephalus,  congenital  or  acquired  cerebral  paralysis,  spastic  para- 
plegia, etc.)  there  will  be  paralysis,  spasm,  and  muscular  atrophy,  and  probably 
mental  defect.  If  the  convulsions  are  due  to  the  onset  of  some  acute  infectious 
disorder,  they  will  come  on  suddenly  in  a  child  previously  well,  and  will  be 
accompanied  by  high  fever  and  followed  by  the  characteristic  rash ;  a  history 
of  exposure  to  infection  is  often  unobtainable.  Similar  convulsions  and  fever 
may  occur  in  meningitis,  usually  towards  the  end  of  the  disease.  They  are 
not  rare  in  whooping-cough,  particularly  in  rachitic  infants,  being  precipitated 
by  the  asph3^ia  resulting  from  the  whooping,  and  not  rarely  causing  death. 
The  diagnosis  of  fits  due  to  drugs  or  alcohol,  taken  either  by  the  child,  or  by  the 
mother  if  the  child  is  being  suckled,  will  depend  upon  obtaining  an  adequate 
history  of  the  case.  In  what  way  enlargement  of  the  thymus  brings  about  con- 
vulsions is  not  known ;  the  condition  is  fortunately  rare,  and  is  hardly  ever 
diagnosed  during  hfe.  The  fits  occurring  in  hydrocephalus  and  the  various 
degrees  of  mental  defect  need  only  be  mentioned. 

It  is  to  rickets  that  one  must  look  for  the  explanation  of  most  convulsions 
occurring  between  the  ages  of  three  months  and  four  or  five  years.  The  nervous 
system  is  unstable  in  all  young  children,  the  power  of  cerebral  inhibition  not 
being  acquired  for  several  years.  In  rickets  this  instability  is  much  increased, 
and  finds  expression  in  irritability,  fits  of  screaming,  restlessness,  the  inability 
to  sleep  well  at  night,  and  in  the  more  serious  troubles  of  tetany,  laryngismus 
stridulus,  and  convulsions.  Any  child  with  fits  should  be  scrutinized  for  evidence 
0/  rickets — for  exaggerated  curvatures  in  the  long  bones,  the  rickety  rosary, 
a  Harrison's  sulcus  on  the  sides  of  the  chest,  the  \ai%e  and "buY^viv^ lickist^  head. 
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thinness  of  the  hair  on  the  back  of  the  head  (due  to  head-rolling),  a  tumid  and 
Aaccid  abdomen,  lateness  in  the  closure  of  the  anterior  fontanelle,  and  general 
muscular  debility.  Enquiry  should  be  made  for  other  symptoms  common  in 
rickets  that  will  come  under  the  observation  of  the  mother  or  nurse — tenderness 
of  the  bones  and  skull  on  handling  and  washing,  head-rolling  due  to  tenderness 
of  the  skull,  much  sweating  about  the  head  in  sleep,  broken  slumber,  proneness 
to  gastro-intestinal  upsets,  constipation  and  mucous  stools  or  constipation 
alternating  with  diarrhoea,  unusual  liability  to  cor>'za  and  bronchitis  (or 
"  catching  cold  ").  The  feeding  and  hygiene  of  the  child  must  be  gone  into  : 
in  low  life,  rickets  is  mainly  due  to  deficiency  of  fat  and  protein  in  the  diet,  with 
excess  of  carbohydrate  food,  whereas  in  high  life  the  diet  is  more  likely  to  err  by 
lack  of  freshness  due  to  too  careful  sterilization  or  to  the  use  of  patent  foods  ; 
rickety  children  all  suffer  from  want  of  enough  exposure  to  fresh  air  and  sun- 
shine. But  if  rickets  is  the  main  predisposing  cause  of  infantile  convulsions, 
it  must  be  remembered  that  they  are  actually  brought  on  by  some  secondary 
exciting  causey  such  as  a  gastro-intestinal  disturbance  with  diarrhoea  or  vomiting, 
or  reflex  irritation  of  any  sort.  "^Tiether  dentition  is  in  itself  enough  to  account 
for  convulsions  is  extremely  doubtful,  although  that  "  teething-fits  "  do  occur  is 
one  of  the  things  that  every  woman  knows. 

Epilepsy  is  one  of  the  last  causes  of  infantile  convulsions  that  should  be 
thought  of,  except  when  the  fits  occur  for  the  first  time  in  tolerably  healthy 
children  more  than  three  or  four  years  old.  A  bad  family  history  of  fits  or 
of  insanity  in  the  parents  or  the  brothers  and  sisters  would  make  epilepsy  more 
probable  ;  so  would  the  occurrence  of  an  aura  before  the  fit,  and  the  division  of 
the  fit  into  a  tonic  and  a  clonic  stage,  with  biting  of  the  tongue  or  cheeks.  The 
repetition  of  fits  for  which  there  is  no  local  or  general  cause,  such  as  those 
described  above,  would  be  in  favour  of  epilepsy,  particularly  if  they  extended 
over  a  long  period  of  time.  But  one  fit  undoubtedly  facilitates  the  occurrence 
of  another  soon  afterwards,  so  that  the  recurrence  of  convulsions  for  a  few  days 
or  weeks  in  a  rickety  child  is  not  enough  to  justify  the  diagnosis  of  epilepsy. 

2.  Gfoeral  Convulsions  of  Adoleseents  and  Adults. — The  convulsions  of  epilepsy, 
including  both  the  major  and  the  minor  forms,  are  very  variable  in  extent 
and  duration.  In  the  minor  degrees,  or  petit  mal,  there  is  usually  brief  tonic 
or  tetanic  spasm,  with  loss  of  consciousness,  but  without  clonus  or  con- 
vulsions. In  severer  cases  this  is  known  as  tetanoid  epilepsy,  a  tetanic  spasm 
convulsing  the  patient  for  some  seconds,  or  even  for  a  minute  or  two,  with  great 
risk  of  death  by  asph>'xia.  In  partial  epilepsy  the  convulsions  are  confined  to 
part  of  the  body — the  face,  perhaps,  or  the  arms  and  face.  Midway  between 
minor  and  major  epilepsy  Gowers  places  **  epilepsia  media,  in  which  there  is 
muscular  spasm  of  tonic  character,  without  the  clonic  spasm  which  follows  when 
the  tonic  spasm  is  more  severe."  In  major  epilepsy  the  typical  picture  is  as 
follows :  after  experiencing  an  aura  or  warning  of  some  sort  for  a  few  seconds, 
the  patient  is  seized  with  a  general  tetanic  spasm,  cries  out,  and  falls  to  the 
ground,  this  tetanic  or  tonic  stage  lasting  for  from  five  to  thirty  seconds.  This 
then  gives  place  to  the  clonic  stage,  or  convulsions,  with  foaming  at  the  mouth, 
and  clonic  jactitations  that  are  often  unequal  on  the  two  sides  of  the  body. 
After  a  few  minutes  the  clonus  dies  away  and  the  patient  is  left  comatose  or 
stupefied,  with  a  headache  that  is  slept  off  in  the  course  of  the  next  few  hours. 
Consciousness  is  always  lost  in  true  epilepsy  ;  the  extent  and  duration  of  the 
convulsions,  however,  are  highly  variable.  The  fits  of  J acksonian  epilepsy 
are  rarely  generalized ;  the  condition  is  considered  below.  In  true  epilepsy  there 
is  no  known  organic  lesion  of  the  brain  ;  the  loss  of  consciousness  and  the 
convulsions  are  due  to  some  unknown  functional  disturbance  of  its  action.  But 
apparently  identical  fits  may  occur  in  the  course  of  a  number  of  diseases  in 
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which  organic  lesions  are  present,  either  in  the  brain  or  elsewhere,  and  to  these 
the  name  epileptiform  convulsions  is  given.  They  are  seen  most  often  in  urcpniiay 
in  which  the  kidneys  are  severely  diseased  and  toxaemia  results  ;  the  patient 
exhibits  the  characteristic  picture  of  advanced  renal  disease,  with  headache, 
high  blood-pressure,  hypertrophied  heart,  albuminuria,  probably  retinal 
changes,  and  anaemia.  It  must  not  be  forgotten  that  transient  albuminuria 
is  commonly  present  after  fits  due  to  any  cause  whatever.  In  the  interval? 
between  uraemic  convulsions  the  patient  may  remain  unconscious. 

The  convulsions  occurring  in  connection  with  pregnancy  are  known  as  eclamptic 
fits,  the  condition  as  eclampsia.  The  majority  of  such  convulsions  come  on 
before  labour,  some  during  labour,  and  15  or  20  per  cent  during  the  first  week 
after  parturition  ;  any  fits  occurring  after  this  are  probably  due  to  some  cause 
— uraemia,  for  example — other  than  pregnancy  or  parturition.  In  many  cases 
the  fits  occur  suddenly  and  without  any  warning,  or  after  no  more  than  a  brief 
period  of  headache  or  restlessness,  or  after  vomiting.  Eclampsia  appears  to  be 
an  auto-intoxication  accompanied  by  a  profound  disturbance  of  the  protein 
metabolism  ;  its  primary  cause  is  to  be  sought  in  the  placenta,  and  it  is  brought 
about  by  the  increased  activity  of  the  placental  and  other  proteolytic  enzymes. 
Its  diagnosis  can  rarely  be  a  matter  of  difficulty.  There  is  nearly  always 
albuminuria,  and  some  observers  regard  puerperal  eclampsia  as  one  variety  of 
uraemia. 

Epileptiform  convulsions  may  occur  in  severe  heart  or  lung  disease,  and, 
indeed,  in  the  terminal  stages  of  many  disorders,  due  in  part  to  asphyxia,  in 
part  to  toxaemia.  Like  certain  obstinate  infantile  convulsions,  they  may  often 
be  stopped  by  the  administration  of  oxygen  to  breathe. 

In  Stokes-Adams'  disease,  epileptiform  or  apoplectiform  convulsive  seizures 
occur  from  time  to  time,  no  doubt  due  to  the  asphyxia  and  cerebral  anaemia 
resulting  from  temporary  cessation  of  the  heart's  action.  The  pulse  is  habitually 
slow  in  this  disorder,  beating  about  thirty  times  to  the  minute  ;  the  cardiac 
auricles,  on  the  other  hand,  beat  at  the  normal  rate.  The  patients  are  usually 
arteriosclerotic  people  in  the  second  half  of  life  ;  if  they  are  seen  in  their  con- 
vulsions, the  diagnosis  of  apoplexy  will  probably  be  made,  only  to  be  corrected 
later  when  it  is  found  that  the  attack  leaves  no  paralysis  or  paresis  behind  it, 
that  similar  seizures  have  occurred  before,  and  that  the  pulse  is  slow. 

General  convulsions  due  to  direct  irritation  or  to  disease  of  the  brain  may 
occur  in  a  large  number  of  cerebral  lesions,  whether  these  are  unilateral  or  bilateral, 
though,  of  course,  most  commonly  in  the  latter  case.  In  most  of  these  there 
will  be  other  well-marked  signs  or  symptoms  of  disease,  especially  optic  neuritis, 
that  should  suffice  to  clear  up  the  diagnosis.  Such  convulsions  may  be  seen  in 
meningeal,  subdural,  or  arachnoid  hemorrhage ;  in  meningitis  due  to  the  B. 
tuberculosis,  Weichselbaum's  meningococcus,  or  other  microbes  ;  in  cerebritis, 
or  inflammation  of  the  brain  ;  in  congenital  anomalies  of  the  brain  such  as 
porencephalus,  hydrocephalus,  and  the  abnormalities  met  with  in  idiots  and 
mentally  defective  children  generally ;  and  in  cerebral  or  cerebellar  abscess, 
tumour,  or  aneurysm,  when  sufficient  growth  has  taken  place  to  raise  the  intra- 
cranial pressure  generally.  In  another  group  may  be  placed  those  cases  in 
which  extensive  degenerative  changes  have  taken  place  in  the  brain  ;  fits  are 
common  in  the  second  and  third  stages  of  general  paralysis  of  the  insane,  when 
other  signs,  such  as  defective  memory  and  judgment,  grandiose  ideas,  inequality 
or  reflex  immobility  of  the  pupils,  blurred  speech,  tremors  of  the  tongue  and 
face,  loss  or  exaggeration  of  the  deep  reflexes,  and  muscular  weakness  may  be 
looked  for ;  in  the  insanity  of  chronic  alcoholism,  with  its  tremors  and  inco- 
ordination,  its  marked  sensory  perversions,  and  its  paramnesia  or  illusions  of 
memory ;    and  in  cerebral  syphilis,  where  the  \es\otvs  X£\a.Y  be  either  vascular, 
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gummatous,  meningeal,  diffuse,  or  a  combination  of  any  or  all  of  these,  and  the 
main  symptoms  are  headache,  insomnia,  attacks  of  aphasia  and  hemiplegic  or 
epileptiform  convulsions,  paralysis  of  cranial  nerves,  and  in  addition  dementia 
in  the  diffuse  cases.  Chronic  plumbism  may  produce  cerebral  symptoms  of 
the  most  varied  kind  {saturnine  encephalopathy)^  from  simple  headache  to  acute 
mania,  and  amongst  the  phenomena,  convulsions  of  epileptiform  type  may  be 
prominent.  The  diagnosis  is  based  upon  the  history,  the  occupation,  the  other 
symptoms  of  lead  poisoning,  and  perhaps  upon  analysis  of  the  urine. 

Lastly  must  be  mentioned  the  general  convulsions  of  the  hysterical  and  of 
malingerers.  In  hysteria j  the  fits  are  noisy  and  protracted  performances,  the 
movements  are  more  or  less  purposive  and  quite  unlike  clonus ;  the  patient 
becomes  red  in  the  face  rather  than  blue  or  white  ;  consciousness  is  not  lost, 
attempts  to  open  the  eyes  are  resisted,  pressure  into  the  supra-orbital  notch 
causes  withdrawal  of  the  head,  the  sufferer's  hand  is  withdrawn  if  pressure  is 
made  between  a  nail  and  its  matrix  ;  the  sphincters  are  not  relaxed,  and  the 
tongue  or  cheeks  are  rarely  bitten.  The  convulsions  are  brought  on  by  some 
emotional  upset,  and  tend  to  cease  when  unsympathetically  received.  The 
malingerer  may  display  no  little  art  and  skill  in  his  convulsions,  which  are 
modelled  on  those  of  epilepsy  ;  here  again,  the  sufferer  is  red  in  the  face  rather 
than  blue,  although  he  may  breathe  stertorously,  and,  with  the  help  of  a  little 
soap,  foam  at  the  mouth  ;  consciousness  is  not  lost,  the  corneal  reflex  is  present, 
the  head  and  hand  are  withdrawn  from  painful  impressions  ;  the  sphincters 
arc  not  relaxed  ;  p>erspiration  is  usual ;  it  is  said  that  in  epilepsy,  if  the  hands 
are  clenched,  the  thumb  is  buried  in  the  palm,  whereas  the  malingerer  clenches 
it  outside  the  fingers  ;  and  on  the  detection  of  its  character,  the  simulated  fit 
ends  as  suddenly  as  it  began. 

3.  Unilateral  Convulsions.  —  The  convulsions  in  apoplexy  are  habitually 
limited  to  one  side  of  the  body.  The  onset  of  apoplexy,  more  often  gradual 
than  sudden,  is  generally  preceded  by  headache,  dizziness,  and  tingling  or  weak- 
ness in  some  part  of  the  body  ;  and  it  is  more  marked  in  cerebral  haemorrhage 
than  in  embolism  or  thrombosis.  The  loss  of  consciousness  comes  on  earlier 
and  persists  longer  in  cerebral  haemorrhage  than  in  the  other  two  conditions  ; 
in  all  cases  where  it  occurs — 50  to  75  per  cent — it  is  brought  about  by  cerebral 
anaemia.  When  the  convulsions  are  prominent  the  case  is  described  as  one  of 
epileptiform  apoplexy.  The  diagnosis  of  apoplexy  is  discussed  under  Coma 
iq.v.)  ;  it  is  sufficient  to  say  that  cerebral  hcemorrhage  is  commoner  in  middle- 
life,  in  persons  with  high  blood-pressure  and  hypertrophicd  hearts,  and  in  the 
subjects  of  arteriosclerosis  ;  cerebral  embolism  is  associated  with  endocarditis 
or  intracardiac  thrombosis,  and  occurs  oftenest  in  young  patients  with  heart- 
disease  ;  cerebral  thrombosis  is  seen  in  syphilitic  patients,  and  in  those  with 
vascular  disease,  and  is  characteristically  of  slow  onset  after  premonitory 
warnings. 

In  cerebral  abscess  and  cerebral  tumour  convulsions  are  not  very  common, 
and  usually  appear  only  after  the  diagnosis  has  been  made  clear  by  the  occurrence 
of  such  cardinal  symptoms  as  headache,  vomiting  on  change  of  position,  optic 
neuritis  (choked  disc),  and  localizing  signs  pointing  to  intracranial  tumour. 
But  it  may  happen  that  an  epileptiform  fit  with  unilateral  or  bilateral  convul- 
sions is  the  first  sign  that  an>i:hing  is  wrong,  or  at  any  rate  may  be  the  first 
thing  that  makes  the  patient  consult  a  medical  man.  The  headache  that  follows 
a  convulsive  seizure  is  likely  to  be  very  severe  and  prolonged  if  the  fit  is  clue  to 
intracranial  new  growth  or  abscess,  and  vomiting  and  choked  disc  will  probably 
be  observed,  with  localizing  signs.  Of  the  two,  cerebral  abscess  is  the  more 
likely  in  patients  with  chronic  suppurative  disease  of  the  ear  or  nose,  or  of  the 
facial  and  frontal  sinuses.     Meningitis — especially  tuberculous   meningitis  in  its 
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later  stages — often  exhibits  unilateral  or  bilateral  convulsions  ;  squint  and 
other  local  paralyses,  more  or  less  coma  or  mental  apathy,  gastro-intestinal 
symptoms,  Cheyne-Stokes  breathing,  and  irregularity  of  the  pulse  and  tem- 
perature, are  likely  to  be  noted  in  these  cases. 

The  unilateral  convulsions  of  Jacksonian  epilepsy  are  rarely  difficult  to  diagnose. 
The  patient  usually  gives  a  history  of  head  injury,  and  often  a  cranial  scar  or 
irregularity  is  to  be  found.  There  is  no  loss  of  consciousness  during  the  attack, 
except  in  very  severe  and  inveterate  cases ;  usually  only  one  limb  is  involved, 
and  an  aura  of  some  sort  usually  precedes  the  convulsions,  which  exhibit  a 
characteristic  "  spread  " — ^beginning  in  a  single  muscle  or  group  of  muscles, 
and  spreading  thence  to  the  muscles  whose  cortical  areas  of  representation 
adjoin  that  of  the  muscle  first  involved.  In  Jacksonian  epilepsy  there  is 
almost  always  an  irritative  lesion  of  the  motor  cortex  or  its  immediate  vicinity, 
due  to  trauma,  syphilitic  meningitis,  or  new  growth  ;  paresis  or  paralysis  of 
the  affected  muscles  follows  the  convulsions,  and  in  the  course  of  time  becomes 
marked.  The  "  spread  "  is  frequently  characteristic ;  if  the  face  is  involved 
first,  the  arm  follows,  and  then  the  leg ;  if  the  hand  is  attacked  first,  the  con- 
vulsions spread  up  the  arm,  then  to  the  face,  last  to  the  leg.  In  the  severer 
cases,  where  the  whole  side  of  the  patient  is  convulsed,  consciousness  is  lost, 
and  then  the  convulsions  may  become  bilateral. 

It  is  not  often  that  unilateral  convulsions  occur  in  epilepsy  or  infantile  con- 
vulsionSy  or  epileptiform  convulsions,  and  when  they  do  there  is  a  danger  lest 
the  diagnosis  of  apoplexy  or  some  focal  organic  lesion  of  the  brain  be  made. 
There  is  nothing  in  the  character  or  distribution  of  the  convulsions  in  these 
cases  that  enables  a  diagnosis  to  be  made,  and  it  is  only  after  they  are  over,  and 
when  it  is  found  that  no  evidence  of  organic  cerebral  mischief  is  left  behind,  that 
their  functional  nature  can  be  established.  They  are  not  followed  by  any 
permanent  paresis,  paralysis,  or  atrophy  of  the  muscles  on  the  affected  side. 
It  must  be  remembered  that  unilateral  convulsions,  the  so-called  "  apoplecti- 
form "  convulsions,  may  occur  exceptionally  in  a  number  of  the  conditions 
detailed  under  Group  2. 

In  disseminated  sclerosis,  hemiplegic  apoplectiform  attacks  like  those  seen  in 
general  paralysis  are  not  rare,  often  accompanied  by  aphasia.  These  attacks 
are  both  transient  and  recurrent.  The  patients  are  likely  to  exhibit  other 
evidences  of  disseminated  sclerosis — a  childish  and  optimistic  mental  attitude, 
optic  atrophy,  nystagmus,  impaired  articulation,  intention  tremor,  undue 
muscular  fatigability ;  the  deep  reflexes  are  commonly  increased,  Babinski's 
extensor  plantar  reflex  is  present,  sensation  is  but  Uttle  affected,  and  control 
over  the  sphincters  is  rarely  lost  until  late  in  the  disease.  A.  J.  J  ex-Blake. 

CORYZA. — (See  Discharge,  Nasal.) 

COUGH. — Cough  is  a  signal  that  something  is  irritating  a  branch  of  the  vagus 
nerve  or  the  cough  centre,  and  is,  in  fact,  nature's  effort — often  ill  directed — to 
remove  that  something.  Hence,  to  diagnose  the  cause  of  a  cough  it  is  necessary 
to  know  the  branches  of  the  vagus  ;   they  are  as  follows  : — 

1.  A  small  meningeal  branch,  of  no  interest  as  causing  cough,  though  it  may 
possibly  account  for  vomiting  in  meningitis. 

2.  Arnold's  branch  to  the  ear — a  cause  of  cough,  though  a  rare  one,  due  to 
affections  (wax,  eczema,  etc.)  of  the  external  ear. 

3.  Pharyngeal  branch — a  frequent  source  of  cough. 

4.  Superior  laryngeal  branch — sensory  to  base  ol  tongue,  larynx,  etc.,  the 
most  frequent  source  of  cough,  with  or  without  visible  changes. 

5.  Inferior  laryngeal  branch — motor  for  action  of  coughing,  not  a  cause  of 
cough,  but  of  ine&ciency  and  other  peculiarities  in  the  act  of  coughing. 
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G.  Cardiac  branches — indirect  causes  through  circulatory  failure. 

7.  Pulmonary  branches — concerned  in  the  cough  of  gross  pulmonary  or 
pleural  diseases. 

8  and  9.  GBsophageal  and  pericardial  branches — possible  but  most  rare  causes. 

10.  Gastric  branches — occasionally  dyspepsia  causes  a  cough. 

The  irritants  to  which  the  surfaces  of  the  distribution  of  these  nerves  are 
exposed  may  be  classified  into  : — 

1.  Foreign  bodies,  e.g.,  dust,  food,  tobacco  smoke,  etc. 

2.  Excess  of  natural  secretion. 

3.  Pressure  and  inflammation. 

4.  Acute  or  chronic  simple  debility  or  increased  irritability,  e.g.,  after 
influenza,  etc. 

In  dealing  with  the  treatment,  there  is  no  better  division  of  coughs  than  into 
those  which  are  helpful  and  those  which  are  not,  and  the  same  division  is  most 
useful  in  arriving  at  a  diagnosis  of  the  cause  of  a  cough,  for  if  the  cough 
succeeds  in  its  object — the  removal  of  the  ofiending  material — we  can  see,  or 
at  leist  enquire  about,  its  nature,  and  this  will  at  once  give  a  strong  clue  to 
the  locality  of  the  irritable  point,  and  very  possibly  also  to  the  morbid  process 
going  on.  Hence  the  first  questions  to  ask  a  patient  with  a  cough  are  :  "  Do 
you  bring  anything  up  ?  "     "  What  do  you  bring  up  ?  " 

Cough  without  Expeetoration. — If  the  answer  to  the  first  question  be,  "  No, 
the  cough  is  just  a  troublesome  dry  cough  with  no  expectoration  at  all,"  we  at 
once  begin  to  think  of  some  of  the  purely  reflex  coughs  produced  by  an  irritant 
which  the  cough  itself  is  powerless  to  remove,  and  though  we  may  very  often 
make  a  short  cut  to  a  diagnosis  by  other  means  of  investigation,  or  observation 
of  the  general  condition,  the  following  routine  should  be  followed  if  no  prominent 
clue  offers  itself : — 

1.  Examine  the  external  ear  for  wax,  eczema,  etc.,  although  this  is  a  com- 
paratively rare  cause  of  cough,  except  in  the  special  experience  of  aurists. 

2.  Enquire  whether  any  ordinary  irritant,  such  as  tobacco  smoke,  etc.,  brings 
it  on  ;  this,  of  course,  at  once  raises  the  suspicion  that  the  nasopharynx  or 
larynx  is  unduly  sensitive,  and  should  lead  to  a  careful  examination  of  the 
region,  whereupon  a  cause  may  be  detected  directly,  such  as  chronic  inflammation 
of  any  sort,  or  a  long  pendulous  uvula,  somewhat  oedematous,  or  showing  other 
signs  of  acute  inflammation.  Conditions  of  undue  irritability  without  anything 
to  see  occur  after  influenza  or  whooping-cough,  and  indeed  remain  long  after  the 
acute  trouble  has  passed  away  from  the  regions  ;  therefore  enquiry  must  be 
made  for  some  such  illness.  Such  a  cough  is  often  seen  when  convalescents  go 
into  a  cold  bedroom,  or  get  into  cold  sheets  at  night. 

3.  Ask  the  patient  to  cough  voluntarily  ;  the  curious  barking  or  rough  cough 
of  laryngitis  and  of  pressure  on  the  trachea  from  aneurysm  or  growth,  also  the 
ver\'  striking  cough  of  paralysis  of  the  vocal  cords,  at  once  betray  themselves. 

4.  Examine  the  chest  carefully  for  heart  disease  or  early  phthisis  ;  the  cough 
of  both  these  conditions  is  commonly  dry  ;  so  too  is  the  cough  of  the  early 
hours  of  an  oncoming  bronchitis  or  pneumonia,  but  these  can  scarcely  fail  to 
give  other  indications. 

5.  If  iio  cause  reveals  itself  by  now,  the  stomach  must  be  thought  of,  and  its 
functional  and  physical  conditions  enquired  into  and  examined,  and  only  ufter 
negative  results  from  all  these  enquiries  and  procedures  may  we  think  of  a 
simple  hysterical  cough. 

Coagh  with  Expectoration. — Expectoration  generally  makes  the  task  of  dia- 
gnosis much  easier,  and  from  the  simple  inspection  of  a  spittoon  it  is  frequently 
possible  to  make  an  almost  complete  diagnosis  of  a  case  :  the  very  sticky 
sputum  of  any  acute  inflammation  in  its  early  stages,  the  rusty  sputum  of 
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pneumonia,  the  stink  of  abscess  or  gangrene  of  the  lung  and  of  bronchiectasis, 
the  nummulation  of  phthisical  sputa,  the  frothy  sputum  of  bronchitis,  are  very 
commonly  quite  t>'pical  and  unmistakeable.  Small  blood-clots  make  us 
apprehensive  of  early — but  well-marked — phthisis,  or  of  pharyngeal  conditions  ; 
sta'eaks  of  blood  point  to  acute  laryngitis  or  bronchitis ;  profuse  haemoptysis 
almost  diagnoses  acute  phthisis  in  the  absence  of  signs  of  an  aneurysm  or  growth. 
Pus  is  a  factor  common  to  all  inflammations  of  mucous  membranes,  and  there- 
fore in  itself  is  of  but  little  diagnostic  value,  though  its  quantity,  colour,  and 
odour  may  be  very  suggestive  of  abscess  or  excavation,  or  of  an  hepatic  abscess 
ruptured  into  the  lung,  of  gangrene,  or  stinking  empyema.  With  hepatic  abscess 
the  sputum  sometimes  has  an  almost  pathognomonic  anchovy-sauce  appearance. 

In  any  case  of  cough  with  sputum  it  is  wise  to  have  a  microscopical  examination 
of  the  latter,  particularly  for  tubercle  bacilli. 

The  Age  of  the  Patient. — In  babies  and  quite  young  children  most  of  the  more 
unusual  causes  of  cough  can  be  at  once  excluded  on  the  mere  fact  of  age,  but 
the  presence  of  a  foreign  body  in  the  larynx  is  one  of  the  unusual  ones  to  be 
remembered,  especially  if  the  cough  has  come  on  suddenly  in  the  midst  of  health. 
Bronchitis,  bronchopneumonia,  tubercle,  pneumonia,  whooping  -  cough,  and 
diphtheria,  are  far  and  away  the  most  common  causes  in  these  young  subjects, 
and  owing  to  the  absence  of  expectoration  they  do  not  reveal  their  presence 
.without  careful  examination  of  the  chest  and  throat.  From  infancy  to  middle 
life,  the  age  of  the  patient  gives  but  little  assistance  in  determining  the  dia- 
gnosis ;  but  about  middle  age  chronic  bronchial  troubles,  quiet  pleurisies, 
growths,  aneurysms,  etc.,  become  increasingly  obtrusive,  giving  rise  to  a 
persistent  cough,  and  only  careful  routine  examination  of  the  chest  will  reveal 
their  presence.  An  enlarged  caseous  gland  may  be  thought  of  in  youth,  but  1 
doubt  if  it  can  ever  be  diagnosed  certainly. 

How  long  have  you  had  the  cough  ?  Much  information  may  be  derived  from 
the  answer  to  this  question,  for  a  cough  that  has  only  lasted  a  few  days,  but 
in  that  time  has  become  sufficiently  severe  to  cause  the  patient  to  seek  advice, 
is  practically  certain  to  belong  to  the  group  caused  by  acute  trouble,  easily 
detectable  when  the  chest  is  carefully  examined  ;  whereas,  on  the  contrary,  a 
cough  that  has  lasted  some  months,  and  yet  seems  to  the  patient  uncertain  in 
its  causation,  is  very  likely  to  be  due  to  some  of  the  obscurer  conditions,  pressures 
of  aneurysms  or  glands,  etc.,  which  need  care  to  discover.  The  Rontgen  rays 
are  of  considerable  value  in  detecting  thoracic  aneurysms  and  new  growths,  and 
they  are  also  of  service  in  demonstrating  phthisical  and  other  lesions  in  many 
cases  ;  skiagraphic  evidence  must  never  be  relied  upon  by  itself,  however ;  it 
should  always  be  interpreted  in  terms  of  the  other  clinical  data  and  physical  signs. 

When  does  the  cough  come  on  ?  A  cough  in  the  morning  only,  is  suggestive  of 
bronchial  catarrh  with  slight  accumulation  of  secretion  during  sleep.  A  cough 
on  getting  into  bed  suggests  laryngeal  irritability  or  a  long  pendulous  uvula  ; 
but  one  that  wakes  the  patient  after  he  has  gone  to  sleep  makes  one  apprehensive 
of  phthisis,  in  the  absence  of  other  indications  of  obvious  acute  chest  changes. 
A  cough  on  exertion  suggests  heart  weakness,  and  in  determining  the  presence  of 
this,  the  finest  discrimination  is  required  in  auscultation,  for  these  are  typically 
the  cases  of  morbus  cordis  without  a  bruit  in  which  frequency  of  rhythm  and 
good  differentiation  of  the  first  and  second  sounds  arc  all  important  for  a 
diagnosis.  Shortness  of  breath  will  generally  be  a  marked  symptom  associated 
with  the  cough  in  these  cases  (see  Breath,  Shortness  of). 

Has  the  voice  altered  since  the  cough  appeared  ?  Laryngeal  inflammations  or 
paralysis  of  a  vocal  cord  are  suggested  by  an  affirmative  answer,  and  the  larynx 
must  be  carefully  examined,  the  more  carefully  the  more  nearly  the  patient  is 
approaching  to  the  period  of  life  when  growths  are  more  common. 

Fred,  J.  Smith, 
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CRACKLIIIG,  EOO-SHBLL. — ^This  is  a  condition  closely  allied  to  Crepitus 
iq.v.)  ;  H  subcutaneous  emphysema,  arthritis,  and  tenosynovitis  can  be  excluded, 
it  is  nearly  always  a  symptom  either  of  osteosarcoma,  if  it  occurs  in  connection 
with  a  long  bone,  or  of  hydrocephalus  or  craniotabes  in  the  case  of  the  occipital 
or  other  cranial  bones.  The  ;r-rays  may  often  assist  the  diagnosis  ;  if  there  is  a 
tumour  connected  with  the  end  of  a  long  bone  which  exhibits  egg-shell  crackUng 
with  or  without  pulsation,  it  is  almost  certainly  an  osteosarcoma. 

Herbert  French. 

CRAMPS. — These  are  involuntary  tetanic  muscular  contractions  accompanied 
by  sharp  pain  in  the  voluntary  muscles  involved.  Temporary  paralysis  of  move- 
ment, partial  or  complete,  is  often  associated  with  cramp.  Similar  painful 
spasms  of  the  involuntary  muscles  are  referred  to  as  colic. 

In  most  instances,  cramps  result  from  over-exertion  of  the  affected  muscles. 
The  cramp  comes  on  at  once,  or  after  a  short  delay,  or  when  the  attempt  is  next 
made  to  use  the  muscles  involved.  The  most  striking  example  of  this  is 
swimmer's  cramp  ;  in  this  the  victim  is  suddenly  overtaken  by  painful  spasm 
and  paralysis  of  the  muscles  of  the  leg  or  legs,  or  of  the  legs  and  arms.  If  in 
deep  water  he  is  likely  to  drown  unless  help  is  speedily  forthcoming.  Similar 
but  less  extensive  cramps  are  not  rarely  experienced  by  persons  taking  part 
in  the  more  violent  of  outdoor  games — football,  hockey,  lacrosse,  etc.  In 
these,  any  particu^^y  sudden  or  violent  muscular  effort  may  be  followed 
by  cramp  in  one  or  more  of  the  thigh-  or  calf-muscles.  Cramps  of  the 
legs  are  not  rare  in  rowing  men,  whose  pleasure  it  is  to  perform  very  heavy 
muscular  work  while  seated  in  positions  of  great  confinement  and  constraint. 
Ballet-dancers  who  are  constantly  on  tip-toe  are  very  prone  to  cramps  in  the 
calves  of  the  legs.  Certain  people  seem  to  have  a  great  proclivity  to  cramp, 
which  seems  to  return  with  less  and  less  provocation  the  more  often  it  is 
experienced.  The  diagnosis  of  cramps  due  to  over-exertion,  directly  associated 
as  they  are  with  a  definite  history  of  muscular  strain,  should  not  be  difficult. 
They  rarely  become  so  severe  as  to  prevent  their  victims  from  continuing  to 
take  part  in  the  occupations  that  provoke  their  occurrence. 

It  is  quite  otherwise,  however,  with  patients  who  are  afflicted  with  the 
so-called  professional  cramps  or  occupation  neuroses,  that  result  from  chronic 
strain  and  over-use  of  certain  groups  of  muscles.  They  occur  in  such  persons 
as  writers,  typists,  telegraph  operators,  compositors,  painters,  tailors,  seam- 
stresses, dairymaids  (from  milking  cows),  pianists,  flute- players,  violinists, 
'cellists,  drummers,  blacksmiths,  cigarette-rollers,  and  so  forth.  In  all  these 
employments,  the  muscles  of  the  arms,  forearms,  or  fingers  are  in  constant 
and  special  employment.  If  they  are  overworked,  they  may  become  the  seat 
of  cramps  and  aching  pains — professional  cramps — as  soon  as  they  are  used  ; 
their  movements  lose  their  delicacy,  and  become  inco-ordinated  and  spasmodic. 
A  fine  tremor  is  very  commonly  to  be  observed  in  the  affected  limb. 

It  is  probable  that  over-use  alone  is  not  enough  to  set  up  these  cramps. 
Anxiety,  ill-health,  local  injury  or  disease,  and  the  inheritance  of  a  neurotic 
temperament,  all  contribute  to  the  establishment  of  professional  cramps.  These 
cramps  have  also  been  recorded  in  other  occupations,  and  as  affecting  other 
groups  of  muscles  :  in  treadler's  cramp  the  hamstring  muscles  and  glutei  are 
affected  ;  in  cornet  player's  the  tongue,  in  watchmaker's  the  orbicularis  oculi, 
may  be  attacked.  As  a  rule,  the  diagnosis  of  a  professional  cramp  is  not  hard, 
but  it  is  necessary  to  make  sure  that  neither  organic  nervous  disorder  nor  local 
disease  is  present.  Thus  the  physical  signs,  though  hardly  the  symptoms, 
of  writer's  cramp  may  be  present  in  such  diseases  as  paralysis  agitans,  dissemin- 
ated sclerosis,  tabes,  general  paralysis  ;  brachial  neuralgia  might  simulate  the 
neuralgic  forms  of  occupation  neurosis,  but  it  is  free  from  cramps.  Again, 
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affections  of  the  joints  or  of  the  tendons  at  the  wrists,  such  as  chronic  rheumatism, 
rheumatoid  arthritis,  tenosynovitis,  tuberculous  infection,  may  all  give  rise  to 
pain  in,  and  interfere  with  the  movements  of,  the  hand.  Again,  writer's  cramp 
may  be  so  much  feared  by  nervous  patients,  that  their  right  hand  may  become 
so  stiff,  or  weak,  or  painful,  that  they  can  no  longer  write  :  objective  signs  of 
the  cramp,  however,  are  lacking  in  such  cases,  which  are  cured  by  the  re- 
establishment  of  the  patient's  self-confidence. 

Cramps  are  the  main  feature  of  tetany,  a  disease  characterized  by  the  occurrence 
of  paroxysmal  or  continued  tetanic  spasms  of  the  extremities  (see  Fig.  i,  p.  3), 
and  increased  excitability  of  the  nerves  and  muscles  to  electrical  or  mechanical 
stimulation.  Tetany  occurs  in  many  different  conditions,  and  at  any  age.  In 
infants  and  young  children  it  is  a  complication  of  rickets  and  improper  feeding. 
In  children  it  may  result  from  acute  gastro-intestinal  disorders,  either  with  or 
without  diarrhoea  and  vomiting.  Epidemics  of  tetany  in  young  adults,  probably 
resulting  from  food-poisoning,  have  been  described  as  occurring  on  the  Con- 
tinent, though  not,  apparently,  in  Great  Britain.  In  nursing  women,  tetany 
may  follow  prolonged  lactation  ;  or  it  may  develop  during  pregnancy  and  recur 
in  successive  pregnancies.  It  may  result  from  the  removal  of  too  much  or  all 
of  the  thyroid  gland  in  either  sex  ;  this  may  be  regarded  either  as  a  consequence 
of  thyroid  insufficiency,  or  as  evidence  of  parathyroid  insufficiency,  for  there 
can  be  no  doubt  that  the  parathyroid  glands  are  lost  when  the  bulk  of  the 
thyroid  is  removed.  Tetany  complicates  a  certain  proportion  of  the  cases  of 
gastrectasis,  occurring  whether  the  dilated  stomach  has  been  washed  out  or  no. 
A  few  instances  are  on  record  in  which  tetany  followed  the  acute  specific  fevers, 
enteric  fever,  or  poisoning  by  chloroform,  lead,  or  ergot.  In  fine,  it  may  be 
said  that  tetany  is  usually  due  to  acute  or  chronic  digestive  troubles,  the  painful 
spasms  being  evidence  of  the  absorption  of  some  toxin  from  the  gastro-intestinal 
tract  in  most  cases.  The  cramps  of  tetany  are  mainly  in  the  extremities  and 
paroxysmal ;  they  may  continue,  however,  for  hours  or  days,  and  are  very 
painful.  During  the  spasms,  the  fingers  are  extended  at  the  terminal  and  flexed 
at  the  metacarpophalangeal  joints  and  pressed  together,  while  the  thumb  is 
adducted  and  flexed  into  the  palm,  so  that  the  so-called  "  accoucheur's  hand  " 
is  produced.  The  wrist  and  elbow  are  flexed,  the  arms  being  usually  folded 
over  the  chest ;  exceptionally  the  elbow  may  be  stiffly  extended.  The  toes  are 
drawn  together  and  flexed,  the  foot  is  arched  and  turned  inwards,  and  the  ankles 
and  knees  are  held  extended.  Usually  only  the  limbs  are  involved  ;  but  in 
severe  cases,  cramps  occur  in  the  face,  neck,  and  even  the  trunk,  when  respiration 
may  be  seriously  embarrassed.  The  rigid  muscles  are  very  tender  to  the  touch. 
Three  special  signs  are  present  in  the  intervals  between  the  attacks  of  tetany, 
and  are  valuable  in  diagnosis :  these  are  Trousseau's  sign,  or  reproduction 
of  the  paroxysm  by  compression  of  the  nerves  or  blood-vessels  supplying  the 
affected  parts  ;  Erb's  sign,  or  hyperexcitability  of  the  motor  nerves  to  electrical 
currents  (0-5  to  20  milliamperes)  ;  and  Chvostek's  sign,  or  reproduction  of  the 
spasm  in  the  facial  muscles  by  tapping  either  on  the  muscles  themselves  or  on 
the  facial  nerve.  Tetany  must  be  diagnosed  from  tetanus,  in  which  the  spasms 
begin  in  the  head  and  neck,  while  trismus  is  an  early  symptom  ;  and  from 
strychnine  poisoning,  where  the  spasms  are  clonic  rather  than  tetanic,  and 
affect  the  whole  body  and  not  the  extremities  primarily  or  principally.  In 
the  carpO'pedal  spasms  of  rickety  children  or  of  infants  with  severe  gastro- 
intestinal catarrh,  the  cramps  are  similar  to  those  of  tetany,  but  are  transient, 
and  perhaps  affect  the  hands  only,  or  the  hands  and  arms.  Such  spasms  may 
justly  be  regarded  as  identical  with  those  of  mild  tetany.  Hysterical  tetany 
occurs,  and  is  to  be  distinguished  from  true  tetany  by  its  association  with  other 
Jiysterical  stigmata,  on  the  one  hand,  and  on  the  other  by  the  absence  of  Trousseau's 
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and  Chvostek's  signs.  Hysterical  tetany  may  also,  perhaps,  be  distinguished  by 
its  failure  to  respond  to  the  exhibition  of  calcium  salts ;  the  most  recent  view 
of  true  tetany  regards  it  as  the  expression  of  the  hyperexcitability  of  the  nerve- 
cells  due  to  lack  of  calcium  salts,  and  connects  it  with  the  parath3nroid  glands 
by  supposing  that  they  control  the  calcium-metabolism  of  the  body. 

Reference  may  again  be  made  to  the  fact  that  cramps  are  prone  to  occur  in 
patients  debiUtated  by  the  acute  fevers  or  enteric  fever  ;  severe  cramps  in  the 
legs  and  arms  are  often  a  highly  troublesome  feature  of  the  convalescence  from 
cholera.  In  many  chronic  diseases  nocturnal  cramps  may  give  rise  to  no  little 
distress,  or  may  intei  fere  seriously  with  sleep  :  in  gout,  chronic  Bright' s  disease, 
alcoholic  neuritis,  and  almost  any  chronic  wasting  disorder,  complaint  of  cramp 
is  not  infrequent.  But  in  such  instances  more  serious  signs  or  symptoms  of 
disease  will  no  doubt  have  made  themselves  evident.  A.  /.  J  ex-Blake. 

CREPITUS  is  a  term  generally  used  to  denote  the  grating  or  crackhng  sensation 
and  noise  produced  when  two  ends  of  a  broken  bone  grate  together.  It  is  the 
most  conclusive  sign  of  a  fracture  ;  but  it  causes  the  patient  so  much  pain  that, 
whenever  the  jr-rays  can  be  employed,  attempts  to  obtain  crepitus  should  not  be 
made  with  any  vigour.  Apart  from  fracture  of  a  bone,  crepitus  is  also  to  be  felt 
and  heard  in  joints  affected  by  dendritic  synovitis,  or  still  more  so  in  cases  of 
osteo-arthritis ;  the  term  "  silken  crepitus  "  has  been  used  for  the  sensation  felt  on 
moving  such  a  joint,  comparable  to  the  rubbing  together  between  the  fingers  of 
two  pieces  of  stout  silken  ribbon.  Tenosynovitis,  especially  around  the  flexor 
tendons  at  the  wrist,  may  also  produce  a  very  marked  feeling  of  crepitus, 
especially  in  cases  where  the  tendon  sheaths  contain  melon-seed  bodies. 

WTien  there  is  an  enlargement  of  a  bone  without  fracture,  and  when  on  palpation 
a  feeUng  of  crepitus  or  egg-shell  crackling  is  obtained,  it  is  an  indication  that  the 
tumour  is  a  rarefying  osteosarcoma,  which  may  sometimes  be  felt  to  pulsate 
also.  The  diagnosis  may  be  assisted  by  the  use  of  the  ;r-rays  (see  figures  in 
article  on  Swelling  on  a  Bone). 

Rarefaction  of  the  bones  of  the  skull,  either  as  the  result  of  syphilitic  lesions 
in  adults,  or  of  hydrocephalus  or  craniotabes,  especially  in  the  occipital  region 
of  congenital  syphiUtic  and  rickety  infants,  may  make  the  skull  bones  so  thin 
that  they  readily  bend  on  pressure,  and  sometimes  the  result  is  a  sensation  of 
crepitus.     The  diagnosis  is  generally  obvious. 

Quite  apart  from  bony,  arthritic,  or  synovial  changes,  a  characteristic  feeling 
of  crepitus  may  be  felt  beneath  the  skin  when  gas  or  air  has  accumulated  in  the 
subcutaneous  tissues  as  the  result  of  surgical  Emphysema  {q.v.).     Herbert  French. 

CROSSED  PARALYSIS (See  Hemiplegia.) 

CRUSTS  ON  THE  SKIN.— (See  Scabs.) 

CUD-CHEWING.~(See  Merycism.) 

CURSCHMANN'S  SPIRALS  consist  of  a  highly  re- 
fractile  central  fibre,  and  a  sinuous  wavy  sheath  of 
mucus  {Fig.  46).  They  may  be  half  an  inch  in  length, 
but  they  are  very  slender.  They  occur  in  the  sputum 
of  patients  suffering  from  true  spasmodic  asthma,  and 
they  may  be  associated  with  eosinophile  corpuscles 
and  Charcot- Leyden  crystals.  They  are  best  seen  in  fresh  sputum,  and  arc 
pretty  objects ;  but  their  diagnostic  significance  is  very  limited,  first  because 
they  are  so  often  absent  in  cases  of  undoubted  asthma,  and  secondly  because 
they  have  been  found  in  bronchiolitis  without  asthma.     They  seem  to  be  casts 


/•'/]<,'.  46.  —  Curschtiiann's 
spirals       from       aMliiiiutic 
.<>putum    (low   power). 
(From  Afedical  Laboratory 

Afet/iot/s,     Dr.     Herlwrl 

French.) 
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of  the  finest  bronchioles.  It  is  probable  that,  if  there  were  doubt  as  to  whether 
a  given  case  were  one  of  primary  emphysema  and  bronchitis,  or  of  spasmodic 
asthma  that  had  led  to  emphysema  and  bronchitis,  the  occurrence  of  typical 
Curschmann's  spirals  would  point  to  the  latter.  There  are,  however,  other 
means  of  arriving  at  the  same  conclusion,  particularly  the  history,  the  age  at 
which  the  first  attack  began,  and  the  presence  or  absence  of  Eosinophilia  (q.v.) 

Herbert  French. 

CURVATURE,  SPINAL — In  the  diagnosis,  the  first  thing  is  to  distinguish 
between  lateral  and  antero-posterior  deformities ;  but  in  a  good  many  cases 
scoliosis  or  lateral  curvature  is  complicated  by  antero-posterior  deformity, 
kyphosis,  or  lordosis  as  well,  and  in  a  few  instances  of  angular  kyphosis  due 
to  caries,  there  is  some  lateral  deviation,  which  is  generally  much  more  abrupt 
than  is  the  curve  of  scohosis.  A  good  way  of  demonstrating  lateral  curvature 
is  to  pencil  the  skin  over  the  spinal  processes. 

Lateral    Curvature. 

The  following  are  the  most  important  causes  of  lateral  curvature  : — 

1.  Inequality  in  the  lengths  of  the  lower  limbs. 

2.  Weakness  of  the  muscles  of  the  back  associated  with  bad  habits  of  standing 
or  sitting. 

3.  Carrying  heavy  weights  with  one  arm  or  on  one  shoulder. 

4.  Rickets. 

5.  Paralysis  of  the  muscles  of  the  back,  as  in  infantile  paralysis,  peripheral 
neuritis,  especially  that  following  diphtheria,  and  some  of  the  muscular 
dystrophies. 

6.  Shrivelling  of  one  side  of  the  chest  as  the  result  of  empyema  or  fibroid  lung. 

7.  Wry-neck,  or  other  causes  of  asymmetry  of  the  head  and  shoulders,  such 
as  Sprengel's  shoulder. 

8.  Hysteria. 

Inequality  of  the  lengths  of  the  lower  limbs  is  one  ot  the  commonest  causes  of 
lateral  curvature ;  therefore  it  is  very  important  to  find  out  at  once  if  the  legs 
are  equal.  The  most  reliable  and  easy  method  of  determining  this  is  to  get  the 
patient  to  stand  up  with  both  knees  straight  and  without  resting  a  hand  ui>on 
anything.  The  observer  then  stoops  in  front  of  the  patient  and  places  his 
thumbs,  with  their  extremities  upwards,  exactly  upon  the  prominence  of  each 
anterior  superior  spine.  The  eye  can  then  detect  the  slightest  difference  in  the 
level  of  the  two  spines.  This  method  is  far  more  reliable  than  measurement 
from  the  anterior  superior  spines  to  the  malleoli.  Moreover,  the  latter  method 
does  not  show  the  shortening  that  is  due  to  the  flexion  and  adduction  of  the 
hip  joint.  Further,  the  foot  may  be  fixed  in  a  position  of  talipes  equinus,  which 
may  make  a  short  limb  apparently  longer  than  its  fellow,  so  that  the  anterior 
spine  on  the  corresponding  side  may  be  elevated.  When  the  anterior  spines 
are  on  a  different  level,  the  body  leans  towards  the  lowest  spine,  but  in  order  to 
maintain  the  erect  position,  the  upper  part  of  the  body  becomes  flexed  to  the 
opposite  side.  Thus,  the  spine  in  the  lumbar  region  develops  a  curve  with  its 
convexity  to  the  side  of  the  short  limb.  Lateral  curvature  due  to  a  shortened 
limb,  in  its  early  stages,  is  at  once  corrected  by  compensating  the  shortened 
limb,  and  it  also  disappears  when  the  patient  sits  on  a  flat  level  surface.  In 
the  absence  of  inequality  of  the  limbs,  muscular  weakness  is  by  far  the  most 
common  cause  of  lateral  curvature.  The  spine  does  not  become  straight  when 
the  patient  sits  on  a  flat  level  surface  ;  but  in  the  early  stages  of  the  deformity 
the  shape  can  be  somewhat  corrected  by  muscular  effort. 
Asymmetry  of  the  chest  foIJowing   upon  empyema  or  fibroid  lung  is  easily 


of  the  back  on  to  the  lower.  The  curve  may  be  (a)  Angular,  and  limited  to  a 
small  portion  of  the  back  ;  ot  it  may  be  (fc)  Diguse,  at  even  general,  extending 
from  the  coccyx  to  the  cranium. 

(a)  Angular  Kyphosis. —The  causes  of  angular  kj-phosis  are  :— (i)  Tuberculous 
caries  of  the  vertebra  ;   (ii)   Growth  of  the  spine  ;    (iii)   Hydatid  disease  of  the 

(i).  Caries  is  by  far  the  commonest  cause,  and  it  is  very  important  to  recognize 
the  disease  before  the  deformity  becomes  well  marked.  Unfortunately,  it  may 
be  treated  for  a  long  time  as  stomach-ache  or  intercostal  neuralgia,  because  the 
pain  is  referred  to  the  abdomen  and  the  intercostal  regions.  During  its  active 
stages  it  is  easy  to  recognize  it  from  its  classical  symptoms  and  signs.  The 
patient  avoids  all  jerky  movements,  walks  with  a  stooping  gait,  and  grasps  with 
the  hands  any  convenient  article  of  furniture.  The  spine  is  tender  on  percussion. 
also  on  pressure  upon  the  head  or  shoulders.  Local  rigidity  of  the  back  is 
noticed  when  the  patient  attempts  to  stoop.  In  later  cases,  paralysis  of  the 
legs  may  complicate  the  deformity.  In  the  quiescent  stages,  the  diagnosis  is 
based  on  the  characteristic  local  deformity  and  rigidity.  Skiagrams,  especially 
those  taken  from  side  to  side,  may  afford  material  help  by  showing  evidence 
of  destruction  of  the  bodies  of  the  vertebri.  In  some  cases,  lateral  curvature 
may  complicate  or  follow  caries,  and  then  the  diagnosis  is  not  easy.  The  disease 
may  have  affected  the  bodies  of  the  vertebra  unevenly,  leading  to  some  lateral 
deviation,  which  is  usually  rather  abrupt  and  associated  with  the  local  rigidity 
characteristic  ot  caries. 

(ii).  Growth  of  the  spine  is  a  rare  cau.w  of  angular  curvature.  RapidV^ 
devek>ped  carvatute  in  a  patient  alter  middle  age  may  be  due  to  secoTidw^ 
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a  the  bodies  ol  the  vertebrae,  and  bearing  this  possible  c 
the  surgeon  should  go  carefully  into  the  history,  and  examine  e 
source  of  primary  carcinoma,  particularly  the  breast.  Primary 
sarcoma  may  also  lead  to  deformity  of  the  spine,  and  in  some  ci 
examination  may  give  evidence  of  the  development  of  new  bone  ii 
or  of  the  absorption  of  the  vertebras. 

(iii).  Hydatid  disease  is  a  very  rare  cause  of  spinal  curvature,  and 
not  limited  to  the  spine. 


(6).  Diffuse  KyphoUs.—The  back  may  be  bent  forwards  in  a  uniform  curve 
extending  from  the  coccyx  to  the  cranium.  This  variety  is  common  in  rickets, 
owing  to  the  premature  assumption  of  the  sitting  position  when  the  bones  are 
soft  and  the  muscles  of  the  back  are  weak.  When  the  patient  is  lying  prone,  the 
deformity  can  easily  be  corrected  by  raising  the  legs.  Moreover,  there  are  other 
signs  of  rickets,  such  as  enlargement  of  the  lower  end  of  the  radius,  beading  of 
the  ribs,  and  delay  in  the  eruption  of  teeth.  A  similar  deformity  arises  from 
muscular  weakness  due  to  other  causes,  such  as  idiocy  and  congenital  spastic 
paraplegia.     In  all  of  these  there  is  an  entire  absence  of  rigidity  ol  the   spine. 
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An  extensive  and  uniform  curve,  atlecting  the  cervico- dorsal  region  is  common 
during  adolescence,  and  is  due  to  muscular  weakness,  lazy  habits,  and  the  carry- 
ing of  heavy  weights.  In  its  early  stages  the  deformity  is  easily  reducible,  and 
as  a  rule  is  compensated  by  a  marked  lordosis  in  the  lumbar  region,  and  some 
tiltiag  baclcwards  of  the  occiput.  It  is  often  associated  with  lateral  curvature, 
and  in  some  cases  may  be  partly  due  to  shortness  of  sight.  The  condition  is 
distinguished  from  caries  by  the  diffuscness  of  the  curvature,  the  absence  of 
pain  and  local  tenderness,  and  the  comparative  suppleness  of  the  back. 

Kyphosis  due  to  spondylitis  de/ormans  or  to  osletlis  deformans  {Figs.  47  and  48) 
is  of  a  more  uniform  character  without  complicating  lordosis,  and  the  deformity 
if  irTedncible.     There  is  generally  evidence  of  the  disease  in  other  parts,  such  as 
osteo-vthritis,  or  the  bending  of  the  legs,  and  increase  of  the  size  of  the  head, 
which  are  due  to  oiteitia  deformans.     Porters  carrying 
be«vy  weights  on  the  upper  part  of  the  back,  prema- 
tardy  develop  the  kyphosis  which  is  usually  associated 
witli  old  age.     They  frequently  have  a  bursa  over  the 
■eventli  donal  spinous  process. 

3.  Lwiorii,  HcMow-Biek This    deformity   is    only 

ooBunon  in  the  lumbar  and  lower  dorsal  region.  The 
DMitnral  hollow  of  the  loin  is  exaggerated,  and  usually 
tbere  ia  either  primary  or  compensatory  kyphosis  in  the 
cervico-darsal  region  [Fig.  49).  Lwdosis  is  rarely 
primary,  but  it  may  be  so  in  the  early  stage  of  lumlw 
or  Inmbo-dorsal  caries  in  children,  when  the  real  cause 
□f  the  deformity  is  apt  to  be  overlooked.  The  abdomen 
ia  very  pmniiiient,  and  the  back  is  not  only  hollow,  but 
ri^d  and  tender.  Pressure  upon  the  head  also  causes 
p«in  in  the  back.  In  some  cases  the  deformity  is  . 
exaggerated  by  induration  or  suppuration  in  the  psoas 
moscle,  which  complicates  this  disease.  Lordosis  is  not 
miconiinonly  due  to  wealiness  or  paralysis  of  the  musiUs 
of  the  beck  [Fig.  49).  It  is  particularly  important  to 
look  for  other  evidence  of  primary  muscular  dystrophy. 
The  upper  part  of  the  back  is  then  thrown  backwards  to 
facilitate  the  maintenance  of  the  erect  position.  Lordo- 
sis is  often  secondary  to  the  flexion  of  hip  disease, 
which  most  not  be  overlooked.  Limitation  of  move- 
ment— especially  of  rotation  of  the  hip  jomt — and 
wasting  of  the  thigh,  serve  to  demonstrate  the  existence 
of  this  disease.     Lordosis  and  the  waddling  gait  may  f,.- 

be  the  first  indications  of  congenilal  dislocation   of  the  Myopaihic  loidmii. 

hip.      In   this  condition,  which   is  almost   confined   to 

the  female  sex,  the  erect  position  is  maintained  only  by  throwing  the  shoulders 
backwards  to  an  unusual  degree  in  order  to  bring  the  trunk  in  a  line  with  the 
heads  of  the  femora,  which  are  dislocated  backwards.  The  suspicion  of  con- 
genital dislocation  of  the  hip  may  be  confirmed  by  skiagraphy,  by  the  gliding 
movements  of  the  head  of  the  femur  upon  the  pelvis,  the  unnatural  lyidth  of  the 
hips,  the  hollow  appearance  of  Scarpa's  triangle,  and  by  palpation  of  the  head 
of  the  femur  upon  the  dorsum  ilii  when  the  thigh  is  flexed,  strongly  adducted, 
and  inverted.  Cotitortionisis  usually  have  a  good  deal  of  lordosis  owing  to  the 
unnatural  suppleness  of  the  lumbar  spine  and  the  elongation  of  the  hamstrings. 
In  all  these  conditions,  the  back  is  supple,  and  can  be  restored  to  its  natural 
shape  by  placing  the  patient  in  the  supine  position  and  flexing  the  thighs. 

R.  P.  Rowlands. 
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CYANOSIS,  EXTRKMB.— Extreme  cyanosis,  blueness,  or  Uvidity,  is  gcDerally 
most  marked  in  the  face  ;  next  most  clearly  in  the  extremities,  especially  the 
hands,  feet,  ears,  and  penis ;  and  least  marked  in  the  trunk.     Cases  in  which  it 
is  a  prominent  symptom  may  be  divided  into  two  main  groups  according  as  thp 
cyanosis  was  present  at  or  soon  after  birth,  or  occurred  later  in  the  life  of  a  patient 
who  was  originally  quite  free  from  it.      Congenital  cyanosis  of  extreme  degree 
is  nearly  always  due  to  malformation  of  the  heart,  particularly  pulmonary  slenoiis 
{Fig,  50).      Patent  septum  venlriculorum  may  also  produce  the  symptom,  though 
not  in  so  marked  a  degree,  whilst  patent  ductus  arteriosus,  when  it  occurs  by 
itself,  is  generally  not  associated  with  cyanosis  at  all.     These  three  conditions 
all  give  rise  to  loud  universal  bruits,  of  which  that  due  to  pulmonary  stenosis 
is  purely  systoUc,  with  its  maximum  intensity  in   the   second  left  intercostal 
space  close  to  the  sternum  ;   that  due  to  patent  septum  ventriculorum  is  also 
systolic,  but  has  its  maximum  intensity  lower  down  the  sternum,  usually  between 
the   t«o    third   spaces    or   fourth    ribs ; 
whilst  the  bruit  of  patent  ductus  arterio- 
sus is  not  purely  systolic,  but  continues 
through  both  systole  and  diastole,  with 
its  maximum  intensity  at  the  time  of  the 
second  sound,  and  it  is  best  heard  in  the 
third   left   intercostal   space,  about  half 
an  inch  out  from  the  sternum  ;  all  these 
bruits  may  or  may  not  be  accompanied 
by    a    corresponding    thrill,    the    latter 
generally  being  least  marked  with  patent 
septum  ventriculorum.     Extreme  Club- 
liiNG  OF  THE  Fingers  (qv.)  and  of  the 
toes  accompanies   the  cyanosis  in  most 
cases  (Fig.  31,  p.  129}.     In  addition  to 
these   three    t3rpes   of   congenital    heart 
disease,   there   are   other  cases  in  which 
extreme  cyanosis,  with  or  without  club- 
bing of  the  fingers,  occurs  without  any 
definite  bruits,  and  the  diagnosis  of  the 
nature  of  the  lesion  can  only  be  guessed 
at.     There    may  or  may  not  be   trans- 
f       .  position  of  the  great  vessels  or  of   the 

genff«l'°pulmoM%"  jwnojfe  "^li'Viir™       viscera  at  the   same  time.      Sometimes 
'y»n»i>-  there  is   a  single  large   vessel,  the  pul- 

monary artery  coming  oS  from  the 
aorta;  or  there  may  be  only  one  ventricle,  or  a  single  auricle.  It  is  almost 
impossible  to  decide  between  the  various  possible  lesions,  unless  there  is  one  ol 
the  definite  bruits  just  described.  Anomalous  cases  seldom  survive,  but  some 
cases  of  pulmonary  stenosis  or  patent  septum  ventriculorum  survive  to  adult  life, 
and  patent  ductus  arteriosus  often  gives  little  inconvenience  to  the  patient  at  all. 
It  is  to  be  remembered  that  patent  foramen  ovale  is  quite  undiagnosable,  that  it 
causes  no  symptoms,  and  is  present  in  a  large  percentage  of  normal  people. 

Cyanosis  developing  in  children  or  adults  who  have  hitherto  been  healthy, 
is  generally  due  either  to  laryngeal  obstruction,  to  lung  lesions,  cardiac  failure, 
obstruction  to  the  superior  vena  cava, or  to  some  alteration  of  the  blood  itself, such 
as  is  found  in  splenomegalic  polycythacmia,  methsemogkjbinKmia,  sulph-hamo- 
gtobimmia,  or  the  later  stages  of  diseases  associated  with  extreme  loss  of  fluid 
Irom  the  tissues,  especially  cholera  maligna.  The  difierential  diagnosis  is  usually 
eisy  up  to  a  certain  point.     The  fact  of  laryngeal  obitniciion  is  generally  obvious 


disease  has  sometimes  caused  similar  symptoms,  due  to  acute  ceilema  of  the 
larynx,  and  potassium  iodide  may  do  the  same  in  those  who  are  particularly 
prone  to  iodism.  Knee-jerks  should  be  tested,  and  the  pupils  examined,  lest 
acute  attacks  oj  dyspncea  with  cyanosis  simulating  laryngeal  obstruction,  are 
due  to  the  laryngeal  crises  of  locomotor  ataxy. 

GroictMs  oj  the  lung,  particularly  if  they  give  rise  to  pleuritic  eflusion  or  to 
obstruction  of  a  bronchus,  may  cause  progressive  cyanosis  ;  the  diagnosis  is  not 
as  a  rule  easy  in  the  earlier  stages,  but  if  there  is  evidence  of  progressive  inter- 
ference Hith  the  structures  within  the  thorax,  with  ultimate  stenosis  of  the 
superior  vena  cava,  and  the  results  of  this,  namely,  tcdema  of  the  face  and  arms, 
together  with  cyanosis  of  these  parts  out  of  proportion  to  any  similar  change 
in  the  legs,  the  diagnosis  lies  between  growth,  aneurysm,  and  mediastinal  fibrosis. 
The  jt-ra>'s  will  sometimes  be  of  material  assistance  in  deciding. 

Phthisis,  in  the  later  stages,  particularly  when  it  advances  rapidly  and  leads 
to  generalized  caseous  bronchopneumonia,  causes  extreme  cyanosis  in  some 
instances.  The  diagnosis  will  generally  have  been  made  long  previously,  from 
the  symptoms,  such  as  haemoptysis,  cough,  and  wasting ;  from  the  abnormal 
physical  signs  which  started  at  the  apices  of  the  lungs  and  were  progressive : 
and  from  the  discovery-  of  tubercle  bacilh  and  elastic  fibres  in  the  sputum, 

Pneumothorax  (ju.),  when  it  comes  on  suddenly  in  a  patient  who  has  had  no 
symptoms  hitherto,  leads  to  acute  dyspnoea  and  cyanosis,  which  presently  pass 
ofl  ;  the  physical  signs  are  pathognomonic,  and  the  cause  is  generally  tubercle. 

Embolism  o/  the  lung,  if  the  artery  occluded  is  of  large  size,  may  cause  sudden 
death  so  rapidly  that  the  patient  hardly  has  time  to  become  cyanosed  ;  "«\icti 
the  embolus  blocks  a  smailer  vessel,  lividity,  dyspncea,  intrathoracic  plin,  and 
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haemoptysis  are  the  most  prominent  symptoms ;  the  diagnosis  is  suggested  by 
the  suddenness  of  the  onset  in  a  case  in  which  there  is  a  cause  for  embohsm, 
particularly  either  thrombosis  of  a  vein  such  as  the  femoral  or  iliac,  or  a  recent 
surgical  operation  in  the  neighbourhood  of  a  large  vein  such  as  those  in  the 
abdomen,  or  otitis  media  with  a  possibiUty  of  lateral  sinus  thrombosis,  or  a  cardiac 
lesion  such  as  infective  endocarditis  of  the  right  side  of  the  heart.  There  may  be 
no  abnormal  physical  signs  at  all ;  but  when  the  embolus  is  large,  it  generally 
results  in  an  infarct  which  may  be  detected  by  the  impairment  of  percussion 
note,  the  deficient  vesicular  murmur,  and  the  development  of  a  rub  over  it. 

In  childhood,  the  commonest  lung  affection  to  produce  extreme  cyanosis  is 
bronchopneumonia  ;  the  diagnosis  is  generally  obvious,  though  it  is  not  always 
easy  to  determine  whether,  in  a  case  in  which  there  is  some  evidence  of  lar>Tigitis 
at  the  same  time,  the  cyanosis  is  due  mainly  to  the  laryngeal  obstruction  or  to  the 
intra-pulmonary  lesions.  Each  may  cause  extreme  sucking  in  of  the  intercostal 
spaces  and  convulsive  movements  of  the  chest  as  a  whole  ;  but  the  best  measure 
of  the  degree  of  lamygeal  obstruction  is  the  violence  of  the  up-and-down  move- 
ments of  the  larynx  itself.  There  may  or  may  not  be  empyema  associated  with 
bronchopneumonia;  but  the  degree  of  cyanosis  will  not  help  to  distinguish 
between  these  two  ;  exploratory  needUng  of  the  chest  will  probably  be  resorted 
to  when  there  is  sufficient  cUnical  ground  for  supposing  that  empyema  may  be 
present.  Severe  bronchitis  and  emphysema  in  middle  age  often  lead  to  very 
severe  cyanosis  and  orthopncea,  owing  no  doubt  to  the  failure  of  the  right  side 
of  the  heart  to  which  the  lung  trouble  gives  rise.  The  over-distended  condition 
of  the  chest,  its  great  girth,  its  small  difference  between  maximum  inspiratory 
and  maximum  expiratory  girths,  the  deficiency  of  the  vesicular  murmur,  the  occur- 
rence of  sibilant  or  sonorous  rhonchi  all  over,  and  perhaps  non-consonating  r^es 
at  the  bases,  would  indicate  the  diagnosis,  particularly  if  the  patient  has 
inelasticity  of  the  skin  of  the  back  of  the  hands,  and  has  suffered  from  similar 
attacks  for  some  years  past,  especially  in  the  winter.  The  chief  difficulty  will  be 
to  determine  whether  the  cause  of  the  cyanosis  is  pulmonary  or  cardiac  (see 
below).  Lobar  pneumonia^  as  a  cause  of  acute  cyanosis,  is  diagnosed  chiefly  by 
a  history  of  sudden  onset,  the  continuance  of  p3rrexia  for  a  week  or  ten  days 
and  ending  by  crisis,  the  rapid  respiration-rate  in  proportion  to  the  temper- 
ature, the  viscid  rusty  character  of  the  sputum,  and  the  herpes  labialis. 
Sometimes  the  diagnosis  is  made  when  no  abnormal  physical  signs  can  be 
detected ;  but  if  over  a  large  portion  of  a  lobe  there  is  at  the  same  time  impair- 
ment of  note,  with  bronchial  breathing,  bronchophony,  pectoriloquy,  without 
r&les  at  the  height  of  the  malady,  but  with  fine  crepitations  at  the  beginning  of 
the  attack,  and  with  redux  crepitations  as  the  bronchial  breathing  disappears 
after  the  crisif;*  the  diagnosis  will  be  obvious,  especially  if  during  the  fever  there 
is  a  great  deficiency  or  complete  absence  of  chlorides  from  the  urine. 

Asthma  is  sometimes  very  difficult  to  distinguish  from  bronchitis  and  emphy- 
sema, because  it  ultimately  gives  rise  to  both  the  latter.  It  may  produce 
extreme  cyanosis  during  an  attack. 

Cardiac  causes  for  extreme  cyanosis  include  any  of  the  conditions  which  lead 
to  chronic  failure  of  the  right  side  of  the  heart.  These  may  be  classed  into  one  or 
other  of  four  main  groups,  namely  :  primary  valvular  disease  of  the  heart ;  affection 
of  the  muscle  of  the  heart  or  pericardium  ;  failure  of  the  heart  as  the  result  of 
chronic  lung  lesions^  especially  emphysema,  bronchitis,  fibroid  lung  and  bronchi- 
ectasis ;  and  cardiac  failure  when  the  heart  is  unable  to  maintain  the  high  blood- 
pressure  due  to  granular  kidney  or  arteriosclerosis.  When  a  late  stage  in  the 
failure  of  compensation  has  been  reached,  it  is  often  difficult  to  determine 
whether  the  primary  condition  is  kidney,  heart,  lungs,  or  arteries ;  the 
differential  diagnosis  between  these  is  considered  on  page  i8. 
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Cyanosis  due  to  splenomegalic  polycythamia  is  slowly  progressive,  and  the 
diagnosis  is  arrived  at  by  finding  in  the  patient  a  big  spleen  with  Poly- 
cythemia {q.v.)j  and  no  other  very  definite  lesion. 

Cyanosis  due  to  inspissation  of  the  blood  as  the  result  of  loss  of  fluid  from  the 
tissues  in  fevers,  such  as  cholera,  dysentery,  yellow  fever  or  typhus,  is  a  late 
symptom  in  a  disease  that  will  generally  have  been  diagnosed  upon  other 
grounds. 

MethiBmoglobinatnia  and  sulph-hamoglobinamia  are  diseases  which  have 
been  grouped  together  under  the  term  enterogenous  cyanosis.  Both  are  exceed- 
ingly rare.  The  tint  of  the  skin  is  distinctive,  and  by  itself  suggests  the 
diagnosis,  being  altogether  different  from  that  of  ordinary  cyanosis,  and  yet 
not  to  be  mistaken  for  pigmentary  affections  such  as  Addison's  disease,  argyria, 
ochronosis,  or  haemochromatosis.  There  is  no  polycythemia.  The  diagnosis  is 
established  by  spectroscopic  examination  of  the  patient's  blood,  a  suitably 
diluted  specimen  exhibiting  a  well-defined  absorption  band  in  the  red  {Fig.  22, 
p.  95)  in  addition  to  the  two  bands  of  oxyhemoglobin  between  the  D  and  £ 
lines  {Fig  17,  p.  93) ;  the  distinction  between  sulph-haemoglobin  and  methaemo- 
globin  is  not  easy  except  in  the  hands  of  experts  in  blood  chemistry  and 
spectroscopy.  Some  cases  arise  without  any  obvious  external  cause,  and  are  to 
be  distinguished  from  cases  in  which  the  blood-changes  are  directly  attribut- 
able to  the  effect  of  taking  chlorate  of  potash,  aniline  derivatives,  and  possibly 
other  drugs.  Herbert  French. 
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CYSTINURIA  is  the  term  used  to  indicate  the  presence  of  cystin  (C.jHg  NSO„)2 
in  the  urine.  The  urine  is  usually  pale,  turbid,  and  oily  in  appearance  when 
passed,  of  a  shghtly  acid  reaction,  with  a 
pleasant  aromatic  odour  resembling  sweetbriar  ; 
after  standing,  alkaUne  decomposition  may 
take  place,  with  the  formation  of  sulphuretted 
hydrogen  and  a  change  in  colour  from  yellow 
to  green.  It  forms  a  light-yellowish  deposit, 
which  on  microscopical  examination  is  seen  to 
consist  of  colourless  hexagonal  plates  {Fig.  51). 
The  condition  is  hereditary,  and  merely  indi- 
cates a  p>eculiarit>'  of  metabolism.  The  crystals 
have  occasionally  given  rise  to  calculi,  which 
are  of  a  Hght  fawn  colour  when  first  |>assed  or 
removed,  changing  to  green  when  they  are 
exposed  to  the  air.  Cystin  is  not  dissolved  on 
heating  the  urine  or  by  adding  acetic  acid,  but 
it    is    by    mineral    acids    and    by    ammonia ; 

from  the  latter  it  can  be  recovered  by  evaporation  :  a  chemical  test  that 
has  been  recommended  is  to  boil  some  urine  with  acetate  of  lead  and  caustic 
p>otash  ;  if  cystin  be  present,  a  dark  precipitate  should  form,  as  the  result  of 
the  formation  of  lead  sulphide.  The  best  evidence  of  the  condition,  however, 
is  the  discovery  of  the  typical  crystals  in  the  urine  microscopically. 

Herbert  French. 

DEAFNESS.^ — This  is  the  most  constant  symptom  of  disease  of  the  ear.  It 
may  be  present  in  one  or  both  ears,  and  may  vary  from  a  slight  deficiency, 
which  may  be  unnoticed  by  the  patient,  to  a  complete  loss  of  hearing.  The 
causes  of  defective  hearing  are  many.  In  some  cases  it  can  be  easily  relieved ; 
in  others  the  prognosis  may  be  absolutely  hopeless. 

The  organ  of  hearing  consists  of  two  main  parts.  The  first  is  a  conducting 
portion  consisting  of  the  external  ear — external  auditory  meatus,  tympanum, 


^'^•5^' — Cystin  crystals  (high  p4^wer). 
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drum  and  ossicles — the  function  of  which  is  to  collect  the  sound  waves  and 
transmit  the  vibrations  to  the  endolymph  of  the  internal  ear.  The  second 
portion  contains  the  labyrinth,  consisting  of  cochlea,  vestibule,  and  semi- 
circular canals,  in  which  are  situated  the  terminations  of  the  auditory  nerve. 
Deafness  may  be  caused  by  some  lesion  either  of  the  conducting  portion  of 
the  auditory  apparatus,  or  of  the  internal  ear,  which  contains  the  receptive 
mechanism.  The  lattier — known  as  labyrinthine  or  nerve  deafness — is  the  more 
serious  and  usually  the  more  severe,  but  the  former  is  much  the  more  common. 
Rarely,  deafness  may  be  due  to  some  disease  of  the  auditory  nerve  or  to  some 
tumour  of  the  brain  involving  the  fibres  of  the  nerve  in  their  intracerebral 
course. 

Tests  for  Hearing. — In  the  examination  of  a  deaf  patient,  a  careful  investi- 
gation of  the  sense  of  hearing  is  necessary,  for  two  reasons  :  (a)  To  estimate 
the  severity  of  the  deafness ;  (6)  To  ascertain  whether  the  lesion  is  situated  in 
the  conducting  apparatus,  or  in  the  labyrinth  or  auditory  nerve.  Before  carry- 
ing  out  these  tests  it  is  well  to  examine  the  external  auditory  meatus  with  a 
speculum,  to  make  sure  that  the  deafness  is  not  due  to  the  presence  of  a  plug 

of  cerumen,  in  which  case  elaborate 
hearing  tests  are  unnecessary.  The 
following  are  the  tests  usually 
applied  : — 

1.  The  Whispered  Voice  Test, — 
This  consists  essentially  in  noting 
the  distance  at  which  whispered 
words  are  heard.  Vowel  sounds 
are  usually  heard  better  than  con- 
sonants. The  examiner  must  culti- 
vate a  whisper  of  uniform  intensity, 
and  the  patient's  eyes  should  be 
covered  to  avoid  the  possibility  of 
"lip  reading."  Each  ear  must  be 
tested  separately,  the  other  external 
auditory  meatus  being  covered  by 

^'■'JP-  52- — Politxer's  acoumeter.  2^   finger. 

2.  The  Watch  Test. — Here,  the 
distance  is  measured  at  which  the  ticking  of  a  watch  is  heard.  The  same 
precautions  must  be  taken  as  in  the  voice  test.  The  observer  must  first 
measure  the  distance  at  which  it  can  be  heard  by  a  normal  person.  Suppose 
this  to  be  30  in.,  and  the  patient  hears  it  at  a  distance  of  12  in.  The  patient's 
hearing  is  then  described  as  ^J.  Instead  of  a  watch,  Politzer's  acoumeter 
{Fig.  52),  an  instrument  which  produces  a  uniform  tapping  sound,  may 
be  used. 

3.  Tuning-fork  Tests  are  of  the  greatest  importance,  since  it  is  chiefly  by  these 
that  labyrinthine  or  nerve  deafness  can  be  distinguished  from  deafness  due  to 
a  lesion  of  the  external  or  middle  ear.  In  the  latter  case,  the  sound  waves  are 
obstructed  on  their  way  to  the  receptive  apparatus,  and  cannot  be  heard  when 
the  fork  is  near  to,  but  not  in  contact  with,  the  ear ;  whilst,  if  the  base  of  the 
fork  is  applied  to  the  mastoid  process,  forehead,  or  chin,  the  vibrations  are  readily 
heard,  because  they  are  now  conveyed  to  the  normal  receptive  mechanism  directly 
through  the  bone.  In  nerve  or  labyrinthine  deafness,  on  the  other  hand,  though 
the  vibrations  are  transmitted  by  the  bone,  the  sound  is  heard  poorly  or  not  at 
all,  for  the  receptive  apparatus  is  at  fault  and  is  unable  to  respond  properly 
to  the  stimulus  of  the  sound  waves,  whether  they  reach  it  via  the  external  and 
middle  ear,  or  through  the  bone. 
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The  tuning-fork  used  should  be  one  which  vibrates  336  tiines  per  second  (Cij. 
It  should  have  a  flat  foot-piece  (Fig.  53),  so  that  it  can  be  applied  conveniently 
to  the  bone,  and  it  may  with  advantage  be  fitted  with  a  contrivance  to 
prevent  the  occurrence  of  overtones.  In  addition,  tuning-forks  vibrating  64 
tunes  per  second  and  102S  times  per  second  should  be  at  hand,  for  testing  the 
perception  for  high  and  low  tones.  In  an  elaborate  investigation,  still  higher 
pitched  tuning  forks  may  be  necessary.  The  following  are  special  tests  used 
in   testiag-bone  conduction  in  a  deaf  patient : — - 

I.  Rinne's  Test, — The  tuning-fork  is  struck  lightly,  and 
tbe  flat  foot-piece  is  held  steadily  against  the  mastoid  pro- 
cess. Directly  the  patient  ceases  to  hear  the  sound,  he 
raises  his  hand,  and  the  fork  is  then  held  close  to  the 
external  auditory  meatus.  If  the  sound  is  heard  again,  the 
result  is  positive  ;  if  it  is  inaudible,  the  result  is  negative. 
The  test  may  also  be  carried  out  by  holding  the  fork  opposite 
the  external  auditory  meatus  first,  and  then,  when  it  is  no 
longer  audible,  applying  it  to  the  mastoid.  A  useful  modifi- 
cation of  this  test  is  for  the  examiner  to  wait  until  the  fork 
is  no  longer  heard  by  the  patient  through  the  mastoid,  and 
then  to  transfer  it  to  his  own  mastoid.  In  this  way  the 
bone  conduction  of  the  patient  is  compared  with  the  bone 
copduction  of  a  normal  individual. 

I.  H'ebet's  Test. — This  is  especially  useful  in  unilateral 
deafness.  The  vibrating  fork  is  applied  by  the  flat  foot-piece 
to  the  middle  of  the  forehead  The  patient  is  then  asked  in 
which  ear  the  sound  is  heard  best.  If  the  deafness  is  in  the 
external  or  middle  ear,  the  sound  will  be  best  heard  on  the 
deaf  side  (positive) ;  if  due  to  a  lesion  o'  the  internal  e 
auditory  nerve,  it  will  be  heard  m  the  good  ear  (negative). 
Great  care  ha.s  to  be  exercised  in  this  test  to  get  the  correct 
reply  from  the  patient,  as  there  is  often  unwillingness  to  admit  hearing  in  the 
affected  ear. 

3.  CelU's  Test. — The  air-pressure  is  increased  in  the  external  auditory  meatus 
by  means  of  a  Siegle's  speculum.  The  vibrating  fork  is  then  applied  to  tbe 
mastoid,  or  to  the  middle  of  the  forehead.  In  a  normal  person,  bone  conduction 
is  diminished.  When  it  is  un- 
affected it  is  generally  considered 
that  the  foot  of  the  stapes  is 
fixed. 

The   hearing   of    high   or   low 

tones    is    ascertained    by    using 

tuning-forks  of  a  rapid  or  low  rate 

oi    vibration,       Galton's  whistle 

(f'g-   54),   which  produces  very 

f'lr-  51.— (Jalions  wWsilt  jjigh   notes,  is  also  used  for  this 

purpose. 

To   sum   up,   labyrinthine  deafness  is   indicated   when   bone   conduction    is 

diminished  markedly,  i.e.,  when  Rinne's  test  is  positive  and  Weber's  is  negative. 

Generally  speaking,  in    this  form   of  deafness   the  perception  of   high-pitched 

sounds  is  diminished. 

Deafness  due  to  some  error  in  the  conducting  apparatus  is  indicated  when 
bone  conduction  is  good,  i.e.,  when  Rinne's  test  is  negative  and  Weber's  positive- 
There  is  also  likely  to  be  poor  perception  of  low-pitched  notes. 

In  carrying  out  these  tests,  however,  it  must  be  remembered  that,  in  a  patient 
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over  fifty,  bone  conduction  is  normally  diminished,  so  that  the  tests  are  often 
inconclusive  in  an  elderly  patient. 

Deafness  dae  to  a  Lesion  of  the  Soand-eondaeting  Apparatus. — When  this  is 
the  case,  the  external  ear  or  middle  ear  may  be  at  fault.  An  examination  with 
the  speculum  will  readily  reveal  the  presence  of  a  plug  of  cerumen,  polypi,  or  a 
foreign  body,  such  as  a  mass  of  wool,  which  is  not  infrequently  inserted  and 
forgotten  by  the  patient. 

The  cause  of  middle-ear  deafness  will  be  diagnosed  by  considering  other 
symptoms  which  may  be  present,  such  as  pain  and  tinnitus,  together  with  an 
examination  of  the  tympanic  membrane,  and  of  the  nose  and  naso- pharynx. 
Deafness  is  more  or  less  marked  in  all  inflammatory  diseases  of  the  middle  ear, 
acute  or  chronic,  suppurative  or  nonsuppurative.  It  must  be  remembered  that 
there  is  not  necessarily  a  correspondence  between  the  intensity  of  the  deafness 
and  the  abnormal  appearance  of  the  membrane.  The  latter  may  be  destroyed 
and  hearing  may  remain  fairly  good,  while  with  a  small  perforation,  or  in  chronic 
non-suppurative  otitis  media,  the  deafness  may  be  very  profound. 

Catarrh  of  the  Eustachian  tube,  or  obstruction  to  this  passage  by  the  presence  of 
adenoids  or  enlarged  tonsils,  is  a  common  cause  of  deafness,  especially  in  children. 

In  some  cases  of  middle-ear  deafness,  especially  in  otosclerosis,  where  the 
foot-plate  of  the  stapes  is  fixed,  the  patient  may  hear  ordinary  speech  better 
in  a  noisy  place  than  in  a  quiet  room.     This  is  known  as  paracusis  Willisii. 

In  disease  of  the  conducting  apparatus,  the  patient,  though  deaf,  not  infre- 
quently hears  his  own  voice  very  loudly,  and  also  noises  in  the "  nasopharynx 
such  as  occur  on  swallowing.     This  is  known  as  autophonia. 

Hyperesthesia  acustica  is  a  term  applied  when  sounds  produce  an  actual 
painful  sensation  in  the  ear.  It  may  be  present  in  acute  inflammation  of  the 
middle  ear,  fevers,  and  migraine. 

In  Nerve  or  Labyrinthine  Deafness  it  is  of  the  greatest  importance  to  ascertain 
the  cause  of  the  trouble.  It  may  be  due  to  a  lesion  of  the  auditory  nerve  itself, 
which  may  be  involved  in  a  growth  of  the  temporal  bone,  or  may  show  degenera- 
tive changes  in  locomotor  ataxy.  It  may  also  result  from  a  definite  intra- 
cranial lesion  such  as  a  tumour  of  the  mid-brain  or  pons.  A  diagnosis  in  these 
cases  will  be  made  from  the  coexistence  of  other  nervous  symptoms  associated 
with  cerebral  tumour. 

In  labyrinthine  deafness  the  following  actual  pathological  changes  have  been 
found  : — 

1.  Degenerative  changes  in  the  organ  of  Corti. 

2.  Haemorrhages. 

3.  Organized  inflammatory  products. 

4.  Some  cases  are  probably  due  to  a  rise  in  pressure  in  the  endolymph. 
The  following  are  the  chief  causes  of  labyrinthine  deafness  : — 

1.  Extension  from  disease  of  the  middle  ear,  suppiu^ative  (pyo-labyrinthitis) 
or  non-suppurative  (occasionally  in  otosclerosis). 

2.  Apoplectic  deafness  or  Meniere's  disease,  which  may  be  due  to  haemor- 
rhage or  a  sudden  rise  of  intracranial  pressure. 

3.  Following  the  specific  infectious  fevers,  especially  mumps,  but  also 
influenza,    typhoid,   measles,  scarlet  fever,   and   others. 

4.  Syphilis.  In  the  acquired  disease,  deafness  may  occur  almost  at  any 
stage.  The  onset  is  usually  sudden,  and  may  have  all  the  characters  of  Meniere's 
disease.     The  trouble  is  usually  unilateral. 

In  congenital  syphilis  the  trouble  usually  begins  between  the  ninth  and 
sixteenth  years.  Eustachian  obstruction  and  retracted  membranes  are  fre- 
quently present,  but  the  deafness  progresses  and  is  labyrinthine  in  character. 
Other  signs  of  congenital  syphilis  will  be  present  to  assust  in  the  diagnosis. 
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5.  In  Bright 's  disease,  leukaemia,  pernicious  and  other  anaemias.  A  haemor- 
rhage is  frequently  the  cause  of  the  trouble  here. 

6.  Certain  drugs  cause  transient  deafness  of  labyrinthine  character  :  notably 
quinine,  and  sodium  salicylate ;  possibly  alcohol  and  tobacco.  Mercury  and 
lead  also  are  stated  to  cause  deafness  sometimes. 

7.  Traumatic.  Labyrinthine  deafness  may  follow  blows,  falls,  or  fracture 
of  the  base  of  the  skull. 

8.  Occupations,  such  as  caisson  workers,  or  workers  in  a  continuous  loud 
noise  (boiler- makers'  deafness). 

9.  In  certain  diseases,  such  as  meningitis,  especially  cerebrospinal  meningitis ; 
and  occasionally  in  epilepsy. 

Deafness  may  also  occur  in  hysterical  individuals.  This  may  usually  be 
recognized  by  the  manner  and  aspect  of  the  patient,  and  by  the  absence  of  any 
abnormal  physical  signs  on  examination. 

Lastly,  it  must  be  remembered  that  deafness  is  occasionally  complained  of 
by  a  malingerer.  In  this  case  the  fraud  is  usually  exposed  by  contradictory 
replies  to  hearing  tests  with  the  eyes  bandaged,  or  by  speaking  into  the  chest- 
piece  of  a  bimanual  stethoscope  with  the  tube  to  the  sound  ear  plugged  with 
wool.  The  probability  is  that  the  patient  will  say  he  hears  words  spoken  into 
the  stethoscope,  but  on  removing  this  and  covering  the  sound  ear  with  the 
finger,  he  will  say  that  he  hears  nothing.  Philip  Turner, 

DEFORMITY  OF  THE  CHEST.— In  considering  the  differential  diagnosis  of 
alterations  m  the  form  of  the  chest,  it  must  be  remembered  that  there  are  many 
slight  deviations  from  its  typical  form  which  are  not  produced  by  disease.  A 
long  narrow  chest  {alar  chest)  ^  or  one  flattened  anteriorly  {flat  chest)  is  often  found 
in  persons  predisposed  to  phthisis ;  but  these  also  occur  in  individuals  who  are 
never  affected  by  this  disease.  A  long  neck  and  sloping  shoulders  are  also 
associated  with  this  condition,  while  a  short,  thick  neck  with  high  shoulders  is 
found  in  persons  subject  to  apoplexy. 

The  alterations  in  the  form  of  the  chest  which  may  result  from  disease  are  very 
numerous,  and  are  best  considered  under  the  following  headings  :^ 

(i).  Deformities  the  result  of  rickets  ; 

(2).  General  changes  in  the  form  of  the  chest  :  (a)  The  barrel-shaped,  (6)  Uni- 
lateral enlargement,  (c)  Unilateral  shrinking  ; 

(3).  Local  changes  :   {a)  Bulging,  {b)  Retraction. 

1.  Rickets. — The  following  deformities  of  the  chest  in  an  infant  are  due  to 
rickets.  The  chest  is  somewhat  pear-shaped  on  transverse  section,  and  a  long 
vertical  groove  is  often  seen  on  each  side  of  the  sternum.  Beading  of  the 
sternal  ends  of  the  ribs  takes  place,  giving  rise  to  the  rickety  rosary.  The 
pigeon  chest,  in  which  the  ribs  are  flattened  on  each  side  in  front,  so  that  the 
sternum  becomes  unusually  prominent,  making  the  chest  appear  somewhat 
triangular  on  transverse  section,  is  always  due  to  rickets  {Fig.  57).  Harrison's 
sulcus,  which  is  a  horizontal  groove  in  the  lower  part  of  the  rickety  chest,  is 
due  to  the  sinking  in  of  the  ribs  above  the  attachment  of  the  diaphragm.  This 
groove  is  exaggerated  because  the  lower  ribs  are  pushed  out  by  the  increase 
in  size  of  the  abdominal  viscera.  All  these  deformities  of  the  chest  are  usually 
associated  with  other  signs  of  rickets  in  the  child,  which  make  the  diagnosis  easy. 

2.  General  Changes. — {a).  The  Barrel-shaped  Chest  is  found  in  patients  suffering 
from  pulmonary  emphysema  {Fig.  59).  The  chest  is  enlarged  in  all  directions, 
and  gives  the  appearance  which  is  assumed  by  the  normal  chest  only  after  deep 
inspiration.  The  an tero- posterior  diameter  is  greatly  increased.  The  shoulders  are 
higher  than  in  health,  and  the  intercostal  spaces  are  enlarged  and  bulging,  while 
the  dorsal  curve  of  the  spine  is  exaggerated  and  the  back  rounded.     The  move- 
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ments  of  the  chest  during  respiration  are  extremely  restricted  on  account  of  the 
rigidity  of  the  costal  ligaments,  which  become  ossified.  There  is  very  little 
expansion  of  the  chest  during  inspiration,  but  there  is  elevation  of  the  chest  as  a 
whole.  The  epi-sternal  fossa  is  deep,  the  clavicles  stand  out  prominently  unless 
the  patient  is  stout,  and  the  neck  appears  abnormally  short.  The  apex  beat  of 
the  heart  cannot  be  felt,  as  it  is  covered  by  the  lung.  Vocal  fremitus  is  diminis  hed . 
On  percussion,  the  note  over  the  lungs  is  hyper-resonant,  the  cardiac  dullness  is 
greatly  diminished  and  often  obliterated,  and  the  upper  level  of  the  hepatic 
dullness  is  lowered.  The  breath-sounds  upon  auscultation  are  enfeebled,  and 
expiration  is  markedly  prolonged.  If  bronchitis  be  present  also,  adventitious 
sounds  are  heard,  especially  sonorous  and  sibilant  rhonchi,  and  coarse  bubbling 
rdJes.  The  heart-sounds  are  obscured,  the  pulmonary  second  sound  is  accen- 
tuated, and  there  are  signs  of  engorgement  of  the  right  side  of  the  heart. 


^'/^:  55' — Rickety  chest — 
child,  aged  15  months. 
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J^i^.  57. — Pigeon  chest- 
child,  aged  14  months. 
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Fig-.  56. — Normal  adult  chest. 


1     S'/z 

t%  \ 

i  '            • 
1  1 
I  1 

v  % 
\  \ 

\\ 

\\ 

\\ 
X  *» 

-"i 

^    J] 

Fig.  58.— Fibrosis  of  the  left  lung — man,  Fig,  59.— Emph>'sematous  chest, 

aged  30  years. 

CVRTOMETRIC  TrACI.VGS  OF   VARIOUS    FORMS  OF   ChEST 

Transverse  sections  of  various  forms  of  chest  at  the  level  of  the  sterno-xiphoid  articulation,  reduced 
from  cyrtometric  tracings.  The  dotted  lines  indicate  the  natural  shape  at  the  same  age.  The  figures 
represent  the  measurements  in  inches.    (Sawyer's  Physical  Signs^  X908.) 


Whenever  any  loss  of  symmetry  in  the  two  sides  of  the  chest  is  found,  the 
vertebral  column  must  be  carefully  examined,  as  the  alteration  may  be  due  to 
a  spinal  curvature. 

(h).  A  Unilateral  Enlargement  of  the  chest  can  be  produced  by  an  extensive 
pleuritic  effusion,  a  large  empyema,  pneumothorax,  and  when  an  intrathoracic 
tumour  afiects  the  greater  part  of  one  side  of  the  chest.  The  cause  of  the  enlarge- 
ment is  ascertained  by  the  physical  examination  ;  thus,  with  pleuritic  effusion, 
either  serous  or  purulent,  the  movements  of  the  affected  side  during  respiration 
are  restricted,  while  those  of  the  opposite  side  are  exaggerated.  Dullness  is 
found  over  the  effusion,  while  above  the  effusion  the  percussion  note  is  usually  of 
/uglier  pitch  than  normal,  and  often  skodaic.    Vocal  fremitus  and  resonance  are 
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absent  over  the  dull  area,  and  the  breath-sounds  are  diminished  or  absent, 
.^gophony  may  be  present  at  the  upper  level  of  the  fluid,  most  frequently  in  the 
neighbourhood  of  the  inferior  angle  of  the  scapula.  The  lung  is  compressed  by 
the  effusion,  so  that  the  breath-sounds  are  frequently  tubular  at  the  upper  level 
of  the  fluid.  The  presence  of  the  fluid  is  further  confirmed  by  finding  the  heart 
pushed  over  to  the  opposite  side,  and  the  liver  depressed  when  the  right  pleura 
is  involved.  When  a  pneumothorax  is  present,  there  is  usually  a  history  of  a 
sudden  onset,  accompanied  by  a  severe  pain  in  the  chest.  The  affected  side  does 
not  move  as  freely  as  the  other  with  respiration.  The  heart  is  displaced  towards 
the  opposite  side,  and  vocal  fremitus  and  resonance  are  diminished  or  absent. 
The  note  over  a  pneumothorax  may  be  resonant,  provided  the  distention  is  not 
great ;  but  if  the  distention  is  excessive,  and  the  cavity  contains  serum  or  pus, 
in  addition  to  air,  the  note  is  usually  dull  or  greatly  impaired  at  the  base  of 
the  lung,  with  hyper-resonance,  but  absence  of  breath-sounds  above.  When 
much  fluid  is  present,  the  note  changes  considerably  with  the  position  of  the 
patient.  Signs  of  compression  of  the  lung  are  present  as  in  pleuritic  eflusion. 
The  metallic  tinkling  of  Laennec  is  heard  over  a  pneumothorax,  and  coughing 
is  generally  required  for  its  production.  It  resembles  the  sound  which  occurs 
when  "  a  drop  of  water  falls  on  the  surface  of  a  fluid  contained  in  a  half-filled 
decanter."  The  bell  sound  or  the  "  bruit  d'airain  "  is  very  characteristic  of  a 
pneumothorax.  To  hear  it,  auscultation  is  performed  over  a  portion  of  the 
pneumothorax,  and  a  coin  is  placed  on  another  portion  and  is  struck  with  a 
second  coin  ;  the  sound  has  a  ringing  metallic  quality  like  that  of  the  tinkling 
of  a  small  bell,  or  like  the  ring  that  accompanies  hammering  upon  a  blacksmith's 
anvil.  Hippocratic  succussion  may  also  be  obtained  when  the  observer's  ear 
is  applied  to  the  chest,  while  the  patient's  body  is  shaken  or  jolted. 

{c).  Shrinking  of  the  whole  of  one  side  of  the  chest  is  due  to  contraction  of  one 
lung,  either  as  the  result  of  a  previous  compression  by  a  large  pleuritic  effusion^ 
and  especially  by  an  empyema y  or  on  account  of  fibrosis  of  the  lung  (Fig.  58).  The 
history  of  the  patient  often  indicates  clearly  the  cause  of  the  contraction  of  the 
lung  ;  a  large  effusion  may  have  been  aspirated,  or  an  empyema  may  have  been 
drained  by  surgical  means,  leaving  the  scar  of  the  operation.  In  other  cases,  the 
empyema  may  have  burst  into  the  lung,  and  there  may  be  a  history  of  a  large 
amount  of  pus  having  been  expectorated.  With  fibrosis  of  the  lung,  the  affected 
side  is  retracted  and  shrunken,  the  intercostal  spaces  are  very  narrow,  and  the 
ribs  may  even  overlap.  The  shoulder  is  lower  on  the  affected  side,  and  the 
vertebral  column  is  deviated  towards  the  diseased  lung.  The  heart  is  drawn  over 
to  the  affected  side,  in  which  there  is  very  little  movement  during  respiration.  If 
the  left  lung  be  affected,  the  heart  will  be  less  covered  by  lung  than  normally, 
and  so  there  may  be  a  large  area  over  which  cardiac  pulsation  is  visible.  The 
note  over  the  contracted  lung  is  dull,  while  on  the  opposite  side  it  is  hyper- 
resonant.  The  breath-sounds  are  deficient  or  absent,  and  may  be  tubular  or 
cavernous,  while  at  the  base  there  are  numerous  coarse  bubbling  r&les,  especially 
if  there  is  bronchiectasis.  Vocal  fremitus  may  be  decreased  or  exaggerated. 
The  expectoration  is  generally  copious,  semi-purulent,  and  often  fa?tid.  There 
is  often  marked  clubbing  of  the  tips  of  the  fingers. 

3.  Local  Changes. — {a).  Bulging  of  any  portion  of  the  chest  wall  may  occur,  and 
be  difficult  of  diagnosis.  Sometimes  its  cause  is  quite  obvious,  as  when  an 
empyema  points  externally.  Even  this  is  sometimes  mistaken  for  a  localized 
abscess  of  the  chest  wall,  but  a  careful  examination  reveals  the  fact  that  a 
large  empyema  is  present.  Local  bulging  and  deformity  are  very  common  in 
rickets.  In  pulmonary  emphysema,  bulging  is  often  present  in  the  supra- 
clavicular and  infraclavicular  regions.  Bulging  may  also  be  due  to  an  intrathoracic 
tumour,  to  an  aneurysm  of  the  aorta,  and  to  a  tumour  or  abscess  of  the  chest  wall. 
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The  most  common  situation  on  the  chest  wall  for  an  aneurysmal  swelling  is  to 
the  right  of  the  sternum  in  the  first,  second,  and  third  intercostal  spaces.  An 
aneurysm  may  erode  the  upper  part  of  the  sternum  and  so  produce  a  swelling 
there,  while  in  rare  instances  it  may  produce  a  prominence  on  the  Jeft  of  the 
sternum.  A  bulging  to  the  left  of  the  vertebral  column  may  be  due  to  an 
aneurysm  of  the  descending  thoracic  aorta.  The  expansile  character  of  the 
pulsation  which  occurs  in  these  situations  proves  the  existence  of  an  aneurysm. 
A  tumour  or  abscess  of  the  chest  wall  may  occur  in  any  situation.  The  praecordia 
becomes  prominent  in  children  in  cases  of  pericardial  effusion,  or  when  the  heart 
is  enlarged,  and  the  situation  of  the  prominence  indicates  at  once  its  cardiac 
origin.  An  enlargement  of  the  liver  may  also  produce  a  prominence  of  the  ribs 
under  which  it  lies.  A  hepatic  abscess,  a  subdiaphragmatic  abscess,  or  an 
empyema,  sometimes  point  over  the  lower  part  of  the  chest  in  front,  while  a 
psoas  abscess  may  point  over  the  lower  ribs  posteriorly.  A  prominence  over 
the  spinal  column  in  the  dorsal  region  may  be  due  to  spinal  caries,  or  to  a 
malignant  new  growth  of  the  spine.  An  angular  curvature  of  the  spine  is  most 
commonly  due  to  spinal  caries,  and  any  swelling  which  is  associated  with  it 
may  be  produced  by  an  abscess  arising  from  the  disease.  Bulgings  which  give 
an  impulse  on  coughing,  and  which  wax  and  wane  with  respiration,  suggest 
hernia  of  the  lung,  sometimes  of  considerable  size,  in  marasmic  children  suffering 
from  whooping-cough,  or  in  emaciated  phthisical  subjects  with  incessant  cough. 
(6).  Retraction  or  localized  shrinking  of  the  chest  wall  occurs  in  any  condition 
in  which  there  is  a  portion  of  lung  contracted  by  disease.  When  present  over 
one  or  both  apices  of  the  lungs,  as  shown  by  retraction  in  the  supra-  and  infra- 
clavicular regions,  it  is  nearly  always  due  to  phthisis,  active,  latent,  or  healed. 
It  is  also  found  in  fibroid  conditions  of  the  lungs  which  are  not  tuberculous.  After 
the  absorption  of  a  pleuritic  effusion  or  the  removal  of  the  pus  from  an  empyema, 
the  lung  is  sometimes  unable  to  expand,  and  a  local  shrinking  of  the  chest  wall 
occurs  in  consequence.  /.  £.  h.  Sawyer. 

DELIRIUII. — Sydenham's  Dictionary  defines  delirium  as  raving,  which  docs 
not  help  us  much  in  diagnosis,  for  it  draws  no  distinction  between  the  casual 
delusions  of  a  chronic  lunatic  while  these  are  being  verbally  expressed,  and  the 
same  delusions  being  verbally  expressed  by  a  patient  severely  ill  with  delirium 
tremens  or  typhoid  fever.  The  definition  is,  however,  comparatively  immaterial, 
for  in  practical  medicine  the  point  to  be  decided  is  what  has  caused  a  given 
mental  obfuscation,  and  not  the  particular  form  it  may  take. 

An  overwhelmingly  large  proportion  of  such  cases  occur  in  the  course  of 
some  well-known  disease,  commonly  pyrexial,  and  beyond  the  fact  that  the 
condition  itself  in  such  diseases  is  a  symptom  of  somewhat  serious  import,  nothing 
need  be  said  as  regards  the  diagnosis.  There  are,  however,  a  few  prognostic 
points  worthy  of  mention  in  connection  with  such  cases.  Thus,  in  t>'phoid  during 
the  height  of  the  fever,  in  measles,  and  in  scarlet  fever,  the  delirium  is  commonly 
in  proportion  to  the  pyrexia  in  its  violence,  and  can  usually  be  controlled  by 
controUing  the  pyrexia,  if  necessary ;  in  the  later  stages  of  typhoid,  a  low  mutter- 
ing delirium  is  of  very  serious  import.  In  pneumonia,  on  the  other  hand,  some 
degree  of  delirium  is  an  almost  constant  factor,  no  matter  what  the  temperature 
may  be,  and  its  significance  depends  upon  the  previous  (alcoholic)  history  of  the 
patient,  upon  the  violence  or  severity,  and  duration  or  persistence  of  the  mental 
phenomena,  which  cause  proportionate  exhaustion.  In  rheumatic  fever  (unless 
due  to  salicylates,  vide  infra)  delirium  is  of  extremely  grave  significance,  being 
commonly  associated  either  with  hyperpyrexia  or  ^dth  definite  intracranial 
jn^ammation,  neither  of  which  is  at  all  common.  In  influenza,  too,  it  is  a 
symptom  causing  great  anxiety. 
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The  difficulties  of  diagnosis  arise  chiefly  when  we  are  called  to  a  case  of 
delirium  of  which  we  have  no  previous  knowledge,  where  in  fact  our  services 
are  sought  primarily  because  the  patient  has  "  gone  off  his  head  and  is  talking 
nonsense/'  and  we  must  consider  to  what  different  factors  this  may  be  due. 
The  following  table  embraces  causes  ordinarily  met  with. 

These  may  first  be  divided  into  those  cases  in  w^hich  changes  in  the 
brain-cells  are  the  primary  cause,  and  those  in  which  some  poison  circulating 
in  the  blood  is  the  primary  cause  of  the  altered  brain  function  ;  this  is 
practically  accurate,  though  theoretically  it  is  conceivable  that  the  first  class 
is  really  due  to  the  second  cause.  The  second  group  may  be  subdivided 
according  to  whether  the  poison  is  developed  in  the  body  (a)  by  its  own 
activities,  or  (6)  by  microbic  agency,  or  whether  it  is  due  to  some  definite 
chemical  poison  introduced  into  the  body  from  without.  Thus  in  tabular 
form  we  have  : — 


I>elirium  due  to  intrinsic  brain-  ( 
cell  changes  or  to  pure  nerve  -j 
influences.  I 


Delirium  due  to  poison  arising 
in  the  body  fautogenetic). 


I>elirium     due 
activities. 


to     microbic     j 


Delirium  due  to  chemical  agents, 
introduced  from  without. 


Mania  or  lunacy  in  all  its  forms. 

Paio,  occasionally  so  severe  as  to  produce  it. 

Shock,  ditto. 

Uraemia. 

Diabetes. 

Anaemia. 

Polycythaemia  ? 

Impending  death  from  any  cause. 

Fevers  of  any  and  every  kind,  known  and 
imknown  as  to  their  specific  microbic 
origin. 

Belladonna,  hyoscyamus,  and  their  allies ; 
alcohol  and  other  less  common  intoxicants, 
anaesthetizing  substances,  and  hypnotics. 
Lead,  and  other  metals  occasionally. 
Exceptionally,  it  arises  from  almost  any 
poison  or  drug,  most  typically,  perhaps, 
from  artificial  salicylate  of  sodium. 


Like  all  other  complete  tables  of  diagnostic  problems,  the  difficulties  are  much 
greater  on  paper  than  in  practice,  for  in  almost  every  case  there  is  some  one 
overwhelming  and  outstanding  fact  in  the  history  which  settles  the  matter 
off-hand.  It  is  well,  however,  to  have  some  fixed  order  of  procedure  laid  down, 
which  may  take  the  following  lines : — 

1.  Make  strict  enquiries  as  to  anything  unusual  having  been  lately  taken  or 
applied.  Medicines  containing  belladonna,  drops  put  into  the  eyes,  or  some 
strange  or  unusual  vegetable  eaten,  are  the  most  likely  things. 

2.  Enquire  as  to  the  recent  health  of  the  individual  bearing  on  the  urinary 
secretion,  anaemia,  etc.  ;  also  enquire  about  incidents  that  might  have  caused 
shock,  and  incidents  suggestive  of  a  simple  idiopathic  mental  disorder. 

3.  Take  the  temperature  ;  if  materially  raised  it  suggests  some  form  of 
microbic  influence,  although  in  some,  such  as  rabies,  the  pyrexia  may  not  be 
great. 

4.  Note  the  pupils  :  if  dilated  and  fixed,  they  suggest  belladonna  or  perhaps 
alcohol — delirium  tremens  can  hardly  occur  without  a  definite  history  of 
"  soaking,"  or  an  accident ;  contracted  and  immovable  pupils  suggest  uraemia  ; 
unequal  pupils,  general  paralysis  of  the  insane. 

5.  Test  the  urine ;  this  will  go  far  in  clearing  up  urinary  causes.  Further 
details  must  be  sought  under  the  appropriate  headings. 

6.  Note  the  skin,  whether  dry  or  swearing,  whether  flushed  or  pale  ;  in  poison- 
ing by  belladonna,  «tc.,  it  is  often  dry  and  flushed  ;  if  connected  with  other 
dangerous  chemical  poisons,  it  is  commonly  pale  and  sweaty.         Fred.  J.  Smith. 


196  DIACETURIA 


DIACETURIA — or  the  passage  of  diacetic  acid  in  the  urine — occurs  under 
precisely  similar  circumstances  to  Acetonuria  {q.v.).  It  only  remains  to 
mention  the  following  clinical  test  for  diacetic  acid  : — 

To  one  inch  of  urine  in  a  test-tube  add  hquor  ferri  perchloridi  (B.P.)  drop  by 
drop.  For  a  moment  a  white  precipitate  of  iron  phosphate  forms,  and  then,  if 
aceto-acetic  acid  be  present,  the  liquid  becomes  deep  purple-red,  this  colour 
being  discharged  on  warming. 

If  carbolic  acid,  salol,  salicin^  or  saUcylates  are  being  taken,  the  urine  contains 
phenyl  compounds  which  give  a  similar  reaction  with  ferric  chloride,  but  when 
the  colour  is  due  to  these  it  does  not  disappear  on  warming.  Herbert  French. 

DIARRH(EA. — Diarrhoea  is  a  symptom  which  may  be  due  to  many  different 
causes  which  it  is  important  to  differentiate  if  possible.  It  is  convenient  in  the 
first  place  to  divide  cases  into  the  two  groups  :   (i)  Acute,  and  (2)  Chronic. 

1.  Acute. — The  history  is  of  great  importance.  It  may  elicit  some  indiscretion 
of  diet  (the  eating  of  unripe  fruit,  etc.),  or  the  consumption  of  some  toxic  article 
of  food  {ptomaine  poisoning).  In  such  cases  vomiting  is  often  present  as  well. 
In  toxic  cases  there  is  great  depression,  and  a  feeble  and,  perhaps,  irregular 
pulse. 

If  there  be  fever,  one  should  think  of  an  infective  cause,  such  as  summer 
diarrhoea  (in  children),  typhoid  fever,  or  dysentery.  In  the  case  of  typhoid, 
enlargement  of  the  spleen  is  an  early  confirmatory  sign,  but  is  sometimes  absent ; 
spots  should  also  be  looked  for.  The  presence  of  leucopenia  may  be  of  help, 
and  the  pulse-rate  is  low  in  proportion  to  the  temperature.  The  agglutination 
reaction  is  not  usually  obtainable  until  the  end  of  the  first  week.  In  dysentery 
there  will  be  tenesmus,  with  blood  and  mucus  in  the  motions.  In  the  amoebic 
form,  the  Amoeba  coli  may  be  found  in  the  stools  (see  Fig,  12,  p.  91).  In  the 
specific  form,  the  blood  serum  agglutinates  Shiga's  bacillus.  Similar  symptoms 
to  those  of  dysentery  are  produced  by  acute  colitis,  especially  of  the  ulcerative 
form.  It  should  also  be  remembered  that  in  young  children  intussusception 
produces  diarrhoea,  with  blood  and  mucus  in  the  motions;  the  characteristic 
sausage-shaped  tumour  should  therefore  be  looked  for,  and  a  careful  rectal 
examination  made.  The  presence  of  any  faecal  colouring  matter  in  the  discharge 
usually  negatives  intussusception. 

Appendicitis  may  begin  with  acute  diarrhoea,  and  the  possibility  of  this  should 
be  borne  in  mind. 

In  pernicious  anamia  and  in  Addison's  disease,  periodic  attacks  of  acute 
diarrhoea  are  apt  to  occur.  The  other  characteristic  signs  and  symptoms  of 
these  affections  will  be  present.    (See  Anemia  ;  and  Pigmentation  of  the  Skin.) 

Finally,  it  should  be  remembered  that  even  although  diarrhoea  is  due  to  a 
new  growth  in  the  bowel,  it  may  begin  acutely,  and  a  rectal  examination 
should  never  be  omitted. 

2.  Chronic. — In  all  cases  of  chronic  diarrhoea  the  lower  bowel  should  be 
carefully  examined,  preferably  with  the  sigmoidoscope.  This  will  enable  one  to 
exclude  local  conditions  in  the  rectum,  chronic  intussusception,  and  catarrhal,  or 
ulcerative  colitis,  as  causes.  A  test- meal  should  also  be  given,  for  many  cases 
of  chronic  diarrhoea  are  due  to  deficient  secretion  of  gastric  juice,  or  to  its  total 
absence  (achylia)  ;  such  cases  are  spoken  of  as  gastrogenic  diarrhoea.  (See  also 
Indigestion.)  The  stools  should  also  be  examined  both  with  the  naked  eye  and 
the  microscope. 

In  order  to  examine  the  stool  a  portion  the  size  of  a  walnut  should  be  rubbed  up  uith 
distilled  water  to  a  fluid  consistency,  and  examined  with  the  naked  eye  against  a  dark 
background 

Normally  one  sees  a  homogeneous  fluid  made  up  of  very  small  dark-grey  particles. 
In  pathological  conditions  one  may  recognize  mucus,  pus,  blood,  parasites,  the  remains 
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of  connective  tissue  in  the  form  of  yellowish -white  shreds,  brown  muscle  fibres,  and  the 
residue  of  potatoes  in  the  form  of  glossy  granules. 

For  microscopical  examination  one  prepares  three  specimens.  The  first  is  examined 
as  it  is  ;  to  the  second  one  adds  a  few  drops  of  30  per  cent  acetic  acid  and  heats  a  little 
to  dissolve  fat ;   to  the  third  is  added  a  little  iodine  solution. 

A  normal  stool  shows  in  the  first  preparation  a  few  muscle  fibres,  some  yellow  lumps 
of  lime  salts,  and  a  few  empty  potato  cells.  In  the  second  preparation,  a  few  fatty 
crystals  ;  in  the  third  a  very  few  violet-tinted  starch  grains.  In  pathological  conditions 
one  may  find  in  the  first  preparation  many  well-preserved  muscle  fibres,  numerous  fat 
droplets  and  fatty  crystals,  and  abundance  of  potato  cells  ;  in  the  acetic  acid  preparation, 
numerous  masses  of  crystals  of  fatty  acids :  in  the  iodine  preparation,  an  excess  of  starch. 

In  order  to  test  for  Bile,  mix  some  of  the  stool  with  concentrated  corrosive  sublimate 
solution  and  allow  to  stand  for  twenty-four  hours.  Normally  it  turns  red  from  the 
presence  of  urobilin  ;  ^eenish  particles  show  the  presence  of  unaltered  bilirubin  ;  absence 
of  green  or  red  colounng  shows  that  bile  is  not  present  at  all. 

Reaction  of  the  Stool. — A  drop  of  the  stool  prepared  as  above  by  rubbing  up  with  water 
is  applied  with  a  glass  rod  to  a  piece  of  moistened  litmus  paper.  The  reaction  can  easily 
be  seen  on  the  other  side  of  the  paper.  A  normal  stool  -is  nearly  neutral ;  marked 
alkalinity  indicates  putrefaction ;    acidity  shows  carbohydrate  fermentation. 

Test  for  **  Occult  "  Blood. — The  patient  must  have  eaten  no  red  meat  for  two  or  three 
days.  A  portion  of  the  stool  the  size  of  a  hazel-nut  is  rubbed  up  with  2  c.c.  of  distilled 
water  in  a  mortar  and  placed  in  a  test-tube.  Add  half  its  volume  of  glacial  acetic  acid, 
and  shake.  Then  nearly  fill  the  tube  with  ether,  and  reverse  several  times.  To  about 
one  inch  of  the  resulting  yellow,  translucent,  ethereal  solution,  add  :  (a)  a  few  drops  of 
glacial  acetic  acid,  (6)  one  inch  of  freshly  prepared  saturated  solution  of  benzidin  in 
rectified  spirit,  (c)  one  inch  of  liq.  hydrog.  perox.  Shake,  and  pour  a  few  drops  on  to  a 
pcHTcelain  slab.     If  blood  be  present,  a  blue  colour  appears. 

\^1iite  stools  containing  excess  of  fat  point  to  disease  in  the  pancreas  (pan 
creaiic  diarrhaa) ;  blood  and  mucus,  to  some  form  of  colitis  ;  the  presence  of  meat 
fibres  and  connective  tissue  in  excess,  to  gastrogenic  diarrhoea ;  unaltered  starch 
grains,  to  fermentative  diarrhcea  from  mal-digestion  of  starch  ;  yellow  stools  con- 
taining microscopic  particles  of  bile-stained  mucus,  to  catarrh  of  the  small  bowel. 

If  all  these  causes  can  be  excluded,  one  may  have  to  deal  with  a  case  of  nervous 
diarrhcea,  which  is  characterized  by  a  tendency  for  the  bowels  to  act  immediately 
after  a  meal  (lientery),  and  on  excitement,  or  under  emotional  influences.  A 
good  many  cases  of  so-called  "  morning  diarrhoea  "  are  of  this  type.  The  history, 
the  presence  of  other  evidences  of  nervous  irritability,  and  the  fact  that  the 
general  nutrition  is  well  maintained,  all  yield  confirmatory  evidence. 

In  patients  who  have  lived  in  the  East  the  possibility  of  sprue  has  to  be  con- 
sidered. The  pale,  frothy,  and  copious  stools  are  characteristic,  as  well  as  the 
presence  of  a  painful  stomatitis  involving  the  tongue  and  lining  of  the  cheeks. 

If  the  indications  point  to  a  chronic  catarrh  of  the  intestine,  phthisis  (see 
Cough),  cirrhosis  of  the  liver  (see  Liver,  Enlargements  of),  and  renal  disease 
(see  Indigestion),  should  always  be  looked  for,  and  the  question  of  possible 
alcoholism  gone  into,  as  all  of  these  conditions  are  apt  to  be  attended  by  a  chronic 
diarrhoea,  which  may  be  the  first  symptom  to  bring  the  patient  to  his  doctor. 

A  myloid  disease  is  a  rare  cause  of  chronic  diarrhcea.  There  may  be  a  history 
of  prolonged  suppuration,  or  of  tertiary  syphilis,  and  signs  of  amyloid  disease 
in  other  organs  (e.g.,  albuminuria,  with  a  low  gravity  urine,  enlargement  of  the 
spleen,  etc.). 

One  should  also  remember  to  enquire  into  the  possibility  of  chronic 
irritant  poisoning,  e.g.,  by  arsenic  or  antimony.  Robert  Hutchison. 

DIAZO-REACTION.— The  diazo-reaction  of  Ehrlich  is  obtained  in  certain 
urines  on  testing  them  with  the  following  solutions  : — 

(i)    Sodium  Nitrite    -     -     0*5  gram.     ,     (2)     Sulphanilic  Acid  -     -    0*5  gram. 
Distilled  Water  -     •     100  c.c.        '  Hydrochloric  Acid    -       '5  c.c. 

Distilled  Water   -     -     100  c.c. 

A  strong  solution  of  ammonia  is  also  required,  and  all  should  be  freshly  pre- 
pared.    To  a  drachm  of  sulphanilic  acid  solution  add  a  drop  of  sodium  nitrite 
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solution,  mix  with  a  drachm  of  the  urine,  and  add  ammonia  to  excess.  A 
normal  urine  turns  brownish-yellow  ;  when  the  reaction  is  positive  the  mixture 
turns  deep  red,  and,  most  characteristic  of  all,  the  froth  produced  on  shaking 
the  test  tube  is  rosy  red. 

It  is  often  regarded  merely  as  an  obsolete  test  for  typhoid  fever  ;  but  it 
occurs  in  a  great  many  other  conditions — as  will  be  obvious  when  it  is  realized 
that  it  is  merely  an  indication  of  abnormal  protein  metabolism,  leading  to  the 
elimination  of  certain  aromatic  substances  which  react  in  this  way  to  diazo 
compounds.  The  following  are  some  of  the  conditions  under  which  the  diazo- 
reaction  has  proved  positive  : — Many  fevers,  such  as  diphtheria,  er>'sipelas, 
measles,  pneumonia,  scarlet  fever,  typhoid,  typhus  ;  cachectic  states,  such  as 
advanced  phthisis,  cancer,  cirrhosis,  syphilis,  malaria,  grave  anaemias  ;  and  as 
the  result  of  poisoning  by  certain  drugs,  such  as  chrysarobin,  guaiacol,  carbolic 
acid,  or  opium. 

Clearly  a  reaction  which  is  found  to  occur  under  so  many  different  circum- 
stances can  have  but  a  limited  value.  There  are  some  who  say  that  it  has  no 
value  at  all  ;  others,  however,  find  it  of  cUnical  use  in  the  following  respects  : 
(i)  It  is  never  normal ;  (2)  It  is  more  constantly  present  in  cases  of  t^-phoid 
than  in  any  other  fever,  so  that,  other  things  being  equal,  the  presence  of  the 
diazo-reaction  may  help  in  diagnosing  typhoid  fever,  though  the  converse  is  not 
true  ;  (3)  In  cases  of  phthisis  a  positive  diazo-reaction  is  a  sign  of  ill-omen, 
whilst  should  the  diazo-reaction  disappear  after  it  has  been  present,  it  is  evidence 
of  material  improvement,  even  though  the  physical  signs  remain  the  same. 

Herbert  French. 

DILATATION  OF  THE  HEART. — (See  Enlargement  of  the  Heart.) 

DIPLOPIA,  or  double  vision,  may  be  cither  monocular  or  binocular  ;  that  is 
to  say,  an  object  may  be  seen  double  either  with  one  eye  alone,  or  only  when 
both  eyes  are  open.  To  distinguish  between  the  two  conditions  it  is  only 
necessary  to  close  each  eye  in  turn.  If  with  either  eye  the  object  is  still  seen 
double,  the  diplopia  is  monocular  ;  if,  on  the  other  hand,  the  object  is  seen  singly 
with  each  eye,  and  only  seen  double  when  both  eyes  are  open,  the  double  vision 
is  binocular. 

Monocular  diplopia  may  be  due  to  : — (i)  Dislocation  of  the  lens-,  (2)  Incipient 
cataract  ;  (3)  Low  degrees  of  astigmatism  ;  (4)  Double  pupillary  apertures  when 
the  eyes  are  not  in  accurate  focus. 

1.  In  dislocation  of  the  lens  when  its  edge  crosses  the  pupil,  images  of  an  object 
may  be  formed  both  by  the  rays  passing  through  the  periphery  of  the  lens  and 
by  those  passing  beside  it.  Owing  to  the  prismatic  shape  of  the  edge  of  the 
convex  lens,  the  images  will  be  cast  on  different  parts  of  the  retina,  and 
diplopia  will  result. 

Dislocation  of  the  lens  may  be  recognized  by  the  presence  of  the  crescentic 
edge  of  the  lens,  which  appears  dark  in  the  illuminated  pupil,  by  tremulousness 
of  the  iris,  and  by  irregularity  in  the  depth  of  the  anterior  chamber. 

2.  In  incipient  cataract,  especially  the  cortical  variety,  the  lens  may  be  broken 
up  into  sectors  of  varying  refrangibility  by  radial  striae,  both  opaque  and  trans- 
parent. In  this  condition  diplopia,  or  more  commonly  polyopia,  may  result. 
A  candle  or  other  bright  object  appears  double  or  multiple.  The  condition 
can  be  recognized  easily  on  examination  of  the  dilated  pupil  with  the  ophthalmo- 
scope. 

3.  Monocular  diplopia  is  a  fairly  common  symptom  of  low  degrees  of 
astigmatism,  particularly  where  the  curvature  of  the  cornea  is  slightly  irregular. 
Letters  and    test   types   are  accompanied   by  faint    "  ghosts,"    placed  either 

above  or  to   the  side   of   the    real   letters,   and    in   some   cases   overlapping 


placed.  The  tlissimilarity  of  the  two  retinal  images  in  normal  binocular 
\i4ioo,  giving  the  idea  of  space,  is  termed  in  psychology  "  (iisparation  "  or 
"  iJisparatencss."  When,  howcvtT,  owing  to  some  failure  in  the  centre  which 
control*  the  fusion  of  the  two  ocular  images,  they  arc  not  combined,  or  when 
some  disturbance  of  the  accurately  balanced  muscular  mechanism  upsets  the 
automatic  fixation  of  the  two  eyes  upon  the  same  object,  pathological  or  obvious 
diplopia  results. 

1.  Pathological  diplopia.^Beiore  discussing  tlie  various  forms  and  causes  ol 
this  condition,  it  is  necessary  to  have  a  clear  idea  of  the  process  of  visually 
localizing  objects  in  space- — projection,  or  orientation. 

In  looking  at  any  object  the  eye  is  so  turned  that  the  image  falls  upon  the 
central  point  of  the  retina— the  macula  or  \'cllow  spot.  All  other  objects  form 
images  upon  the  retina  which  are  more  or  less  peripheral,  and  from  experience 
of  such  sensations  and  Ihcir  locality  on  the  retina,  objects  art  accurately  placed 
in  space— projection,  .^n  image  falling  upon  any  particular  portion  of  the 
retina  will  always  be  projected  to  the  same  point  in  space  in  relation  io  \\\t 
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position  of  the  eyes.  In  binocular  vision,  however,  it  must  be  remembered  that 
images  of  the  same  object  do  not  fall  upon  corresponding  areas  of  both  the 
retinae.  The  image  of  an  object  to  the  right  of  the  two  eyes  falls  upon  the 
nasal  side  of  the  right,  and  the  temporal  side  of  the  left,  retina.  These  areas, 
which  are  symmetrically  placed  in  the  two  retinae,  are  always  stimulated 
simultaneously  under  normal  circumstances  by  objects  in  the  same  position, 
and  from  these  two  images  is  derived  the  idea  of  the  position  of  the  object  in 
space — orientation. 

Any  disturbance  of  binocular  vision  causes  diplopia.  For  example,  in  Fig.  60 
the  left  eye  fixes  the  object  O,  while  the  right  eye  is  rotated  inwards.  In 
consequence,  the  image  of  the  object  O  falls  upon  an  area  of  the  right  retina,  a, 
internal  to  the  macula  or  fovea,  /.  Under  ordinary  circumstances,  with  parallel 
binocular  vision,  the  object  whose  image  fell  upon  the  spot  a  would  be  to  the 
right  of  the  object  O ;  hence  the  right  eye  under  these  conditions  projects'  the 
object  O  to  the  position  0\  causing  a  diplopia  in  which  the  right  of  the  two 
objects  is  seen  by  the  right  eye,  and  the  left  by  the  left  eye.  This  is  termed 
homonymous  diplopia.  Fig.  61  shows  in  a  similar  manner  the  formation  of 
crossed  diplopia. 

It  will  be  seen  from  the  figures  that,  in  lateral  deviations  a  convergent  squint 
causes  homonymous,  and  a  divergent  squint  crossed,  diplopia.  In  ocular 
paralyses  the  diplopia  will  increase  if  the  two  eyes  are  carried  in  the  direction  of 
the  usual  action  of  the  paralyzed  muscle.  As  an  example.  Fig.  60  may  be  chosen 
as  a  diagrammatic  representation  of  a  paralysis  of  the  right  external  rectus 
muscle.  The  more  the  eyes  are  turned  to  the  right  the  greater  will  be  the 
convergence,  owing  to  the  inability  of  the  right  eye  to  turn  to  the  right  to  the 
same  extent  as  the  left ;  the  greater  therefore  will  be  the  diplopia  as  the  image 
of  the  object  O  falls  farther  and  farther  round  on  the  nasal  side  of  the  right 
retina,  the  object  being  projected  farther  and  farther  to  the  right.  It  will  also 
be  seen  from  this  consideration  that  the  farthest  displaced  image  always  belongs 
to  the  paralyzed  eye. 

The  two  images  are  not  equally  distinct.  That  in  the  unaffected  eye  falls  up>on 
the  macula  and  is  most  distinctly  seen  ;  this  is  called  the  real  image.  That 
falling  upon  the  retina  of  the  affected  eye  is  more  peripheral,  and  therefore  not 
so   distinctly   seen,   and   is   termed   the   false   or  apparent   image. 

With  the  above  considerations  in  view,  and  with  a  knowledge  of  the  individual 
actions  of  the  ocular  muscles,  it  is  easy  to  elucidate  cases  of  simple  paralysis  of 
one  or  more  ocular  muscles,  but  for  convenience  of  reference  the  chart  giving 
the  position  of  the  images  in  paralysis  of  the  various  ocular  muscles  is  repro- 
duced on  the  opposite  page. 

Binocular  diplopia  may  be  caused,  as  suggested  above,  by  paralysis  of  ocular 
muscles  (see  Strabismus),  but  it  may  also  arise  ixom.  the  bodily  displacement  of 
one  eye  from  an  orbital  growth,  abscess,  or  hemorrhage.  It  may  also  occur  after 
some  operations  for  tenotomy. 

Cases  of  displacement  of  the  eye  can  usually  be  distinguished  from  those  of 
ocular  paralysis  by  the  indeterminate  character  of  the  diplopia,  which  is  accom- 
panied by  more  or  less  fixation  of  the  eyeball,  and  by  proptosis. 

Isolated  paralyses  of  individual  ocular  muscles  or  groups  of  muscles  are  nearly 
always  nuclear  in  origin  ;  basal  growths  rarely  cause  ocular  paralyses  of  any 
extent  on  one  side  only,  the  affection  sooner  or  later  becoming  bilaterail. 

In  some  rare  cases  of  convergent  or  divergent  squint  w^ith  absence  of  binocular 
vision  and  good  vision  in  each  eye,  there  may  be  the  power  of  alternate  fixation 
with  more  or  less  evident  diplopia.  As  a  rule,  however,  the  individual  has 
the  power  of  suppressing  the  image  of  the  squinting  eye,  obtaining  monocular 
vision. 
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Behaviour  of  the  Double  Images  in  Paralyses  of  the 

Ocular  Muscles. 

Left-sided  Right-sided 

Paralysis.               The  dotted  lines  represent  the  apparent  image.    (A/ier  Fuchs).  Paralysis. 

External  Rectus.  I           ■ 

Diplopia  appears  in  looking  toward  the  paralyzed  side.  I           S 

The  lateral  separation  of  the  images  increases  as  the      I  ■ 


■ 
■ 

■  I     paralyzed  eye  is  abducted.  I  S 


f 


2  Internal  Rectus.  J 

2  Diplopia  on  looking  towards  the  sound  side.  2 

■  The  lateral  separation  of  the  images  increases  in  ad-      ■ 

J       duction  of  the  paralyzed  eye.  J 

f  Superior  Rectus.  \ 

^  Diplopia  on  looking  up.  \ 

The  vertical  distance  between  the  images  increases  as  ^ 

the  paralyzed  eye  is  elevated  and  abducted.  % 

The  obliquity  increases  in  adduction. 
The  lateral  separation  of  the  images  diminishes  when 

the  eyes  are  turned  laterally  in  either  direction. 


Inferior  Rectus. 

Diplopia  on  looking  down. 

The  vertical  distance  between  the  images  increases  as 
the  paralyzed  eye  is  depressed  and  abducted. 
\  The  obliquity  increases  in  adduction. 

The  lateral  separation  of  the  images  diminishes  when 
the  eyes  are  turned  laterally  in  either  direction. 


• 


Superior  Oblique. 

Diplopia  on  looking  down. 
#     I         The  vertical  distance  between  the  images  increases  as 


\ 


the  paralyzed  eye  is  depressed  and  adducted.  ■       ♦- 


^        ■         The  obliquity  increases  with  the  abduction.  I  ^ 

♦  The  lateral  distance  between  the  images  diminishes  when  % 

the  eyes  are  turned  laterally  in  either  direction.  ^ 


Inferior  Oblique.  ^ 

Diplopia  on  looking  up.  -• 


^         I        The  vertical  distance  between  the  images  increases  as    I        P 
%       I    the  paralyzed  eye  is  elevated  and  adducted.  I      0 

'        The  obliquity  increases  with  the  abduction.  ' 

The  lateral  distance  between  the  images  increases  as  the 
eye  is  elevated  and  abducted. 

Herbert   L.  Eason. 
DISCHARGE  FROM  THE  EAR.— (See  Otorrhcea.) 

DISCHARGE  FROM  THE  NIPPLE.— Discharges  from  the  nipple  may  be 
divided  into  three  classes  : — (i)  Normal  discharges.  (2)  Normal  discharges  at 
abnormal  times.     (3)  Abnormal  discharges. 

I.  Normtl  DisehargM. — It  is  quite  natural  for  a  woman  during  the  period  of 
pregnancy  and  lactation  to  have  a  discharge  of  milk  from  the  breast.  It  is 
usually  of  small  amount,  except  when  the  child  is  put  to  the  breast,  but  occasion- 
ally the  flow  at  other  times  may  be  sufficient  to  be  distressing. 
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2.  Normal  Discharges  at  Abnormal  Times. — Milk  may  come  from  the  breast  at 
other  times  than  during  pregnancy  and  lactation.  In  infants  it  may  be  found 
as  the  result  of  undue  stimulation  on  the  part  of  the  nurse,  and  it  has  been 
noted  in  the  breasts  of  both  sexes  at  the  time  of  puberty.  No  great  importance 
attaches  to  it.  |?^j        .        i 

3.  Abnormal  Discharges. — Blood  or  Blood-stained  Discharge,  This  is  a  very 
significant  sign  and  should  not  be  neglected,  for  it  almost  always  indicates  the 
presence  of  some  abnormal  condition  in  the  breast  which  requires  careful 
investigation.  The  commonest  is  some  growth  involving  the  larger  ducts  in 
the  neighbourhood  of  the  nipple.  This  may  be  either  innocent — a  duct  papil- 
loma ;  or  maHgnant — duct  carcinoma,  scirrhous  carcinoma,  or  sarcoma.  It  behoves 
one  therefore  never  to  neglect  such  a  significant  sign. 

In  cases  in  which  a  well-marked  lump  is  easily  felt,  the  diagnosis  can  usually 
be  made  without  difficulty,  and  for  this  the  reader  is  referred  to  the  article 
on  Swelling,  Mammary.  Difficulty  arises  when  there  is  no  obvious  swell- 
ing.  In  these  cases  the  breast  must  be  palpated  carefully  with  the  fiat  of 
the  hand  and  also  with  the  tips  of  the  fingers,  special  attention  being  given 
to  the  part  immediately  subjacent  to  the  nipple.  If  no  swelling  can  be 
made  out,  and  the  bleeding  remains  a  persistent  sign,  it  may  become  necessary 
to  make  an  incision  into  the  breast  for  diagnostic  purposes,  recognizing 
the  fact  that  a  papilloma  may  be  so  dehcate  as  to  escape  detection  with 
the  finger. 

Probably  the  commonest  cause  of  bleeding  is  a  duct  carcinoma  (columnar- 
celled  carcinoma),  and  after  that  duct  papilloma  and  scirrhous  carcinoma,  and 
last  of  all  sarcoma. 

A  Purulent  Discharge. — Acute  suppurative  mastitis.  Now  and  again  in  this 
condition  there  may  be  a  discharge  of  pus,  or  pus  mixed  with  milk,  from  the 
nipple.  This  is  rare,  and  the  other  signs  of  abscess  are  so  well  marked  that  there 
is  no  difficulty  in  arriving  at  a  diagnosis. 

Tuberculous  mastitis.  A  discharge  of  tuberculous  pus  is  rare  in  this  disease, 
but  should  it  occur,  this  may  help  to  distinguish  it  from  carcinoma,  with  which 
it  is  often  confused. 

A  Discharge  of  Serum. — Chronic  interstitial  mastitis  with  cyst  formation 
accompanied  by  discharge  of  serum,  is  so  rare  as  only  to  csdl  for  passing 
mention. 

Hydatid  Fluid. — It  has  been  recorded  that  a  hydatid  cyst  has  discharged  itself 
at  the  nipple.  George  E.  Gask. 

DISCHARGE,  NASAL. — A  discharge  from  the  nose  may  be  acute,  subacute, 
or  chronic,  and  it  may  consist  of  clear  fluid  almost  like  water,  of  mucus,  muco-pus. 
pus,  food  regurgitated  through  the  nose,  or  blood.  For  the  differential  diagnosis 
of  the  causes  of  haemorrhage  from  the  nose,  see  Epistaxis. 

Regurgitation  of  Food  through  the  Nose  may  be  due  to  a  congenital  condition, 
especially  cleft-palate  ;  to  acquired  perforation  of  the  palate,  especially  syphilitic  ; 
to  post-diphtheritic  paralysis  ;  or  to  much  rarer  neuro-muscular  lesions,  such 
as  bulbar  paralysis,  pseudobulbar  paralysis,  or  myasthenia  gravis,  all  of  which 
conditions  are  discussed  elsewhere. 

Serous,  Mucous,  and  Mueo-purulent  Discharges  differ  from  each  other  chiefly 
in  degree,  for  that  which  may  begin  as  serous  may  later  become  muco-purulent 
and  then  purulent,  as  is  seen  during  the  course  of  a  common  cold.  A  watery 
discharge  is  sometimes  spoken  of  as  coryza,  though  for  the  latter  to  be  typical 
there  should  at  the  same  time  be  watering  of  the  eyes ;  it  is  generally  acute  in 
onset,  and  the  diagnosis  of  its  cause  is  not  difficult  as  a  rule.  It  may  be  due 
to  the  following  different  conditions  : — 


to  reco'nize  its  true  nature  unless  there  is  a  clear  history  of  the 
cause  for  the  sjinptora,  namely,  an  injury  1o  the  head  lea<ling  to  fracture 
through  the  base  of  the  skull,  involving  one  of  the  anterior  foss^.  The  fluid 
may  ilrip  steadily,  at  the  rate  of  a  certain  number  ol  drops  per  minute,  and 
if  it  is  collected  in  a  test-tube  it  may  be  found  to  reduce  Fchling's  solution, 
though  the  reducing  substance  is  related  to  pyrocatcchin  and  not  glucose,  and 
therefore  will  not  give  the  phenyl- glucosa zone  reaction, 

A  purulent  diickarge  from  the  nose  may  result  from  that  which  has  been  in 
the  first  place  serous,  mucoid,  or  muco- purulent ;  or  it  may  have  been  purulent 
from  the  beginning.  If  it  is  acute  and  bilateral,  it  is  probably  due  to  a  local 
infection  by  some  p\-ogenic  micro-organism,  and  even  when  it  may  seem  to  be 
due  to  nothing  more  than  a  common  cold,  not  a  few  different  organisms  may  be 
discovered  if  bacteriological  methods  of  diagnosis  are  adopted.  Thus^taphylo- 
cocci,  streptococci,  and  pneumococci  (see  Plate  XII)  are  associated  not  at  all 
infrequently  with  the  Micrococcus  calarrhalis.  Influenza  bacilli  may  be  found. 
In  rare  eases,  especially  when  the  purulent  discharge  persists  longer  than  it 
ought  if  it  were  the  result  merely  of  a  cold,  and  especially  in  cases  in  which  the 
discharge  is  so  acrid  as  to  produce  superficial  excoriation  and  extreme  soreness  ol 
the  edges  of  the  nostrils  and  the  upper  lip,  diphtheria  bacilli  will  be  found  more 
often  than  might  be  expected,  \asal  diphtheria,  indeed,  is  not  altogether 
uncommon,  but  it  is  difficult  to  recognize  except  by  bacteriological  examination 
of  the  nasal  discharge.  The  .same  applies  to  two  very  much  rarer  purulent 
lesions  of  the  nose,  namely  those  due  to  gonucocm  and  to  glanders.  There  may 
be  a  urethral  infection  or  a  vaginal  discharge  to  point  to  the  diagnosis  in  the 
former  case,  the  patient  having  transferred  gonococci  directly  Iiom  t\ie  ^etivtaX 
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source  to  the  nose  by  means  of  the  fingers  or  a  towel.  Purulent  rhinitis  due  to 
^/anrf^rs  is  fortunately  rare,  though  when  it  does  occur  it  may  entirely  escape  recog- 
nition in  its  curable  stage  unless  the  patient's  occupation  as  a  groom  or  horse- 
dealer  suggests  the  source  of  the  infection,  or  unless  bacteriological  methods  are 
resorted  to  in  all  cases  of  nasal  discharge  that  arc  not  perfectly  straightforward. 
Chronic  purulent  nasal  discharges  are  for  the  most  part  due  either  to  lesions 
of  the  mucous  membrane  or  to  the  emptying  into  the  nose  of  purulent  collections 
derived  from  an  accessory  sinus  of  the  nose,  the  antrum  of  Highmore,  frontal, 
ethmoidal,  or  sphenoidal  sinus,  or  from  necrosis  of  the  nasal  bones.  The 
diagnosis  may  be  obvious  enough,  but  very  often  it  is  by  no  means  easy.  It 
is  essential  that  both  nasal  cavities  should  be  inspected  directly  in  a  good  light 
by  means  of  a  speculum  and  mirror ;  the  various  kinds  of  chronic  rhinitis  may 
be  recognized  in  this  way  ;  in  chronic  atrophic  rhinitis  the  amount  of  discbarge 
is  usually  small,  the  cavities  of  the  nose  are  relatively  spacious,  the  smell  offensive 
(ozsna),  and  there  are  generally  crust-like  deposits  upon  the  mucous  membfane. 
Chronic  hypertrophic  rhinitis  may  also  produce  a  very  offensive  smell,  and  a 
considerable  purulent  discharge,  with  difficulty  or  even  inability  to  breathe 
through  the  nose  owing  to  the  bulging  of  the  inflamed  mucous  membfane. 
There  may  or  may  not  be  polypi  at  the  same  time,  and  perhaps  adenoids  and 
enlarged  tonsils  owing  to  the  necessity  for  breathing  through  the  mouth. 
Membranous  rhinitis  is  not  a  distinctive  variety,  it  being  more  or  less  an  accident 
whether  the  inflamed  mucous  membrane  produces  a  membranous  exudate  or 
not ;  the  discovery  of  membrane  would  suggest  diphtheria,  but  bacteriological 
examination  alone  can  determine  whether  the  lesion  is  diphtheritic  or  not. 
Syphilis  is  responsible  for  a  large  number  of  the  cases  of  ozaena  and  chronic 
rhinitis,  especially  of  the  atrophic  form,  but  it  is  not  responsible  for  all,  and  the 
diagnosis  as  to  whether  the  lesion  is  s>'philitic  or  not  will  rest  upon  concomitant 
signs  elsewhere,  upon  the  history,  and  perhaps  upon  the  result  of  Wassermann's 
reaction.  Necrosis  of  the  nasal  bones,  if  it  occurs  spontaneously,  is  often 
syphilitic,  but  it  may  also  be  the  result  of  injury,  such  for  instance  as  a  blow 
upon  the  bridge  of  the  nose  at  football ;  the  deformity  which  results  from  the 
falling  in  of  the  bridge  of  the  nose  is  characteristic. 

Tuberculous  rhinitis  is  rare.  Rhinoliths,  although  they  may  cause  persistence 
of  a  nasal  discharge,  are  not  in  themselves  a  primary  condition,  but  rather 
the  result  of  preceding  rhinitis.  Endothelioma,  carcinoma,  or  sarcoma  affect- 
ing the  nose  are  not  common  except  as  the  result  of  direct  spread  to  its 
interior  from  the  lip,  jaw,  cheek,  or  forehead.  Sometimes,  however,  consider. 
able  nasal  discharge  may  result  from  the  growth  of  a  semi-malignant  tumour 
known  as  recurrent  fibroma  or  fibrosarcoma  arising  from  the  external  periosteum 
of  the  basi-sphenoid  bone,  thus  affecting  the  back  of  the  nose,  and  detected 
by  a  digital  examination  via  the  back  of  the  mouth. 

A  foreign  body  inserted  into  the  nose  by  a  child  or  by  an  insane  person  may 
produce  considerable  damage,  associated  with  a  purulent  discharge,  which  may 
persist  even  after  the  foreign  body  has  been  detected  by  direct  examination  and 
removed. 

Lupus  of  the  nose  is  hardly  ever  primary,  and  although  it  may  destroy  the 
margins  and  lead  to  a  purulent  discharge  from  the  nostrils,  the  diagnosis  is 
generally  clear  from  the  apple-jelly  deposits  in  the  adjacent  skin  of  the  cheeks. 

Empyema  of  one  antrum  of  Highmore  may  cause  most  troublesome  purulent 
discharge  from  the  nose,  but  it  is  not  altogether  difiicult  to  diagnose  when  the 
symptoms  are  definite.  The  patient  generally  complains  that  the  pus  invariably 
comes  down  one  nostril  ;  that  it  is  associated  with  an  odour  which  is  offensive 
to  himseU  in  a  way  not  common  with  oz?ena  generally;  that  he  can  often 
produce  the  discharge  by  tilting  his  head  sideways  in  the  opposite  direction  to 
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that  Irom  which  the  discharge  comes,  in  such  a  way  as  would  naturally  tilt 
pus  down  through  the  opening  from  the  antrum  of  Highmore  into  the  nose  ; 
and  that  he  experiences  dull  aching  pain  in  one  side  ot  the  lace,  olten  spoken 
of  as  neuralgia,  but  upon  ini'estigation  proving  to  be  associated  with  tenderness 
located  mainly  in  the  corresponding  superior  maxilla.  There  may  be  a  carious 
tooth  or  stump,  particularly  a  canine,  from  which  infection  of  the  antrum  may 
have  taken  place,  though  in  a  small  number  of  cases  a  more  serious  cause  for 
the  emp>'ema  exists,  namely,  carcinoma  or  endothelioma  of  the  antrum,  which 
can  seldom  be  diagnosed  until  either  an  operation  is  undertaken  or  the  growth 


itself  begins  to  cause  a  protuberance  either  into  the  nose  or  through  the  face  ; 
the  nature  of  these  growths  will  be  determined  by  histological  examination. 

Examining  the  patient  in  a  dark  room  by  the  introduction  of  an  electric 
lamp  into  the  mouth  or  posterior  narcs,  may  reveal  empyema  of  the  antrum 
by  the  transillumination  of  the  superior  maxilla  of  the  normal  side  and  the 
opacity  of  the  other  in  which  the  antrum  is  full  of  pus  (Fig  02). 

F.nipyema  of  a  frontal  sinus  has  generally  been  preceded  by  acute  nasal  catarrh, 
which  has  led  subsequently  to  severe  aching  above  one  or  other  eye,  with  tender- 
ness on  percussion  over  the  region  of  the  affected  frontal  sinus,  and  with  so 
much  pain  in  this  region  that  the  patient  may  be  compelled  to  hold  his  head 
before  he  is  able  to  cough  or  blow  his  nose,  because  of  the  increased  pressure 
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within  this  sinus  due  to  either  of  these  acts.  The  condition  nearly  always  starts 
acutely,  though  if  untreated  it  may  become  chronic  and  come  under  observa- 
tion only  when  the  infection  has  tracked  its  way  through  into  the  subcutaneous 
tissue,  so  as  to  point  above  the  eye  or  in  the  angle  between  the  latter  and  the 
nose. 

Suppuration  in  connection  with  the  ethmoidal  or  sphenoidal  sinuses  can  be  little 
more  than  guessed  at  unless  special  skill  has  been  acquired  in  the  direct 
examination  of  these  air-cells.  If,  however,  there  is  a  purulent  discharge  from 
the  nose  coming  apparently  from  high  up  in  a  patient  who  has  neither  antral 
disease  nor  infection  of  the  frontal  sinus,  and  in  whom  local  conditions  of  the 
mucous  membrane  of  the  nose  itself  can  be  excluded,  infection  of  the  sphenoidal 
or  of  the  ethmoidal  cells  is  to  be  suspected.  Herbert  French. 

DISCHARGE,  URETHRAL. — Any  inflammatory  process  in  the  urethra 
causes  a  discharge.  Although  in  the  greater  number  of  cases  a  urethral  dis- 
charge is  the  direct  result  of  infection  by  the  gonococcus,  it  does  not  necessarily 
follow  that  every  urethritis  is  of  this  nature,  and,  w^ith  the  present  methods 
of  bacteriological  examination,  it  is  found  that  other  organisms  besides  the 
gonococcus  may  produce  a  urethral  discharge  and  the  same  symptoms  as  an 
acute  gonorrhoea.  Further  than  this,  a  discharge  may  occasionally  occur  in 
which  no  micro-organisms  can  be  found,  as  for  instance,  when  the  urethra 
has  been  subjected  to  irritation  by  the  injection  of  strong  solutions,  trauma, 
or  the  presence  of  a  foreign  body,  such  as  a  calculus  or  a  retained  catheter. 
In  these  cases  there  is  a  purulent  discharge  of  greater  or  less  severity  in  which 
bacteria  are  at  first  absent,  and  which  rapidly  clears  up  on  the  removal  of  the 
causative  element,  or  after  the  use  of  a  few  injections  of  a  weak  astringent 
lotion.  It  is  stated  that  a  urethral  discharge  may  be  associated  with  gout  and 
rheumatism  ;  but  although  a  lew  cases  of  the  former  have  come  under  my  care, 
I  have  been  unable  to  prove  that  the  small  amount  of  discharge  was  not  the 
remains  of  a  former  uncured  urethral  infection,  or  that  it  was  directly  due  to 
the  same  source  as  the  arthritic  symptoms. 

There  is  no  doubt  that  an  acute  urethritis  may  be  caused  by  other  organisms 
than  the  gonococcus,  and  sometimes  there  is  considerable  trouble  in  completely 
curing  it.  These  cases  may  cause  complications  in  the  genito-urinary  organs 
similar  to  those  due  to  the  gonococcus,  such  as  prostatitis,  epididymitis,  or 
cystitis.  They  may  arise  by  the  infection  of  the  urethra  by  septic  instrumenta- 
tion or  by  connection  with  a  patient  the  subject  of  a  leucorrhoeal  discharge, 
so  that  if  any  doubt  exists  as  to  the  nature  of  the  discharge,  a  careful  bacterio- 
logical examination  should  be  made.  It  is  important  that  the  existence  of  a 
septic  urethritis  should  be  remembered,  as  more  than  once  the  reputation  of 
a  wife  has  been  at  stake  until  it  was  proved  that  the  husband's  urethritis  was 
of  a  staphylococcal  and  not  gonorrhoeal  origin. 

Gonorrhodal  Urethritis  is  by  far  the  most  common  cause,  and  is  due  to 
the  infection  of  the  urethra  by  a  specific  organism,  the  gonococcus  of  Neisscr 
{Plate  XII y  Fig.  R).  In  form  it  is  a  diplococcus  with  flattened  surfaces  approxi- 
mating each  other ;  it  stains  readily  with  basic  aniline  dyes,  but  differs  from 
other  diplococci  in  being  decolorized  by  Gram's  stain.  The  gonococcus  is  seen 
in  a  stained  specimen  to  be  intracellular,  penetrating  not  only  the  leucocytes 
but  also  the  epithelial  cells  found  in  a  smear  preparation,  and,  though  the  cocci 
may  be  found  also  between  the  cells,  their  appearance  in  the  cells  is  strong 
evidence  of  their  specific  nature. 

In  any  case  presenting  a  purulent  discharge  from  the  urethra,  it  is  necessary, 
in  order  that  appropriate  treatment  may  be  carried  out,  to  ascertain  the  extent 
of  the  infection,  not  only  in  the  urethra  itself,  but  also  in  the  other  organs  of 
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the  genito-urinary  app>aratus.  For  the  purposes  of  clinical  investigation,  the 
urethra  is  divided  into  anterior  and  posterior  portions,  separated  by  the 
membranous  urethra,  the  anterior  comprising  the  bulbous  and  penile  urethra, 
and  the  posterior  the  prostatic  portion.  A  urethritis  is  also,  according  to  its 
clinical  aspect,  acute  or  chronic,  the  acute  form  being  characterized  by  a  thick, 
creamy,  purulent  discharge,  with  pain,  and  the  chronic  by  a  thin,  greyish,  muco- 
purulent discharge.  Acute  gonorrhoea  a£Eects  not  only  the  superficial  layers 
of  the  urethral  mucous  membrane,  but  also  the  subepitheUal  tissues  and  the 
glandular  elements,  causing  a  leucocytic  infiltration.  The  tendency  of  the 
inflammation  is  to  spread  backwards  along  the  canal,  so  that  the  prostatic 
urethra  may  become  infected,  even  in  the  acute  stage,  though  most  frequently 
this  occurs  at  a  later  period  ;  the  prostatic  and  the  ejaculatory  ducts  may 
become  infected,  and  the  inflammation  may  spread  to  the  seminal  vesicles, 
epididymes,  or  testes.  In  all  cases  of  urethral  discharge  it  is  necessary  to 
differentiate  between  an  infection  of  the  anterior  and  the  posterior  urethra. 
In  the  acute  stages  of  the  disease,  the  infection  of  the  anterior  urethra  is  accom- 
panied, as  a  rule,  by  redness  of  the  external  meatus,  scalding  pain  during 
micturition,  and  painful  erections ;  occasionally  all  pain  is  absent,  especially 
in  piatients  previously  infected  with  gonorrhoea.  If  the  anterior  urethra  be 
irrigated  with  sterile  water  or  saline  solution,  the  urine  passed  immediately 
afterwards  will  be  quite  clear ;  or  without  irrigating,  if  the  urine  be  passed  into 
two  glasses,  the  first  portion  will  be  turbid  from  the  admixture  with  the  urethral 
discharge,  whilst  the  second  portion  remains  clear. 

When  the  posterior  urethra  becomes  infected  in  the  acute  stages,  the  symptoms 
are  much  more  severe.  Micturition  is  more  painful  and  greatly  increased 
in  frequency,  both  during  the  day  and  night,  the  patient  often  being  obliged 
to  pass  urine  every  half-hour.  Even  after  irrigating  the  anterior  urethra  free 
of  discharge,  the  urine  passed  will  be  turbid  with  pus  that  has  accumulated  in 
the  prostatic  portion  or  passed  backwards  into  the  bladder,  and  the  terminal 
urine  may  be  tinged  with  blood.  In  these  circumstances  it  may  be  necessary 
to  eliminate  acuif  prostatitis  or  prostatic  abscess,  either  of  which  may  compli- 
cate an  acute  posterior  urethritis.  In  either  condition,  micturition  may  be 
very  painful,  or  there  may  be  acute  retention ;  the  temperature  will  be  raised, 
and  in  cases  of  abscess  there  is  often  a  rigor  ;  upon  rectal  examination,  the 
prostate  is  found  much  swollen,  hot  to  the  touch,  and  extremely  tender,  whilst 
with  an  abscess,  a  soft  fluctuating  area  may  be  felt.  An  acute  posterior  gonor- 
rhoea is  practically  always  accompanied  by  infection  of  the  bladder,  and  the 
diagnosis  between  it  and  cystitis  is  practically  impossible. 

Under  suitable  treatment  an  acute  urethritis  may  remain  confined  to  the 
anterior  urethra  and  clear  up,  but  in  less  favourable  cases  a  slight  discharge 
remains.  If  this  continues  for  longer  than  six  weeks  after  the  initial  onset, 
it  is  spoken  of  as  chronic  gonorrhoea  or  gleet.  The  discharge  is  small  in 
amount,  thin  and  watery,  or  may  be  so  slight  as  only  to  be  present  in  the 
morning  after  a  long  period  of  freedom  from  urination,  or  as  filaments  in  the 
urine.  There  is  no  pain  or  increased  frequency  of  micturition,  and  there  is 
no  difference  in  the  subjective  symptoms  between  an  anterior  and  a  posterior 
infection,  although  in  most  cases  of  chronic  gonorrhoea  both  are  present. 

In  any  case  of  chronic  urethral  discharge,  examination  should  be  conducted 
to  ascertain  not  only  the  seat  of  infection,  but  also  the  nature  of  the  lesion 
promoting  the  discharge.  Thus,  the  patient  should  be  directed  to  hold  urine 
for  at  least  three  hours  before  he  presents  himself  for  examination,  when  the 
anterior  urethra  may  be  thoroughly  irrigated  by  a  fairly  forcible  stream  ol 
sterile  water,  the  urinary  meatus  being  alternately  occluded  and  opened  during 
the  process,  so  that  the  whole  length  of  the  anterior  urethra  is  distended  by  the 
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fluid.  The  washing  is  then  examined  for  any  threads,  which,  if  present,  must 
proceed  from  the  anterior  urethra.  The  patient  is  then  directed  to  pass  urine 
into  two  separate  glasses,  and  these  are  again  examined.  If  there  is  any 
turbidity  of  the  urine  due  to  excess  of  phosphates,  this  is  cleared  by  the  addition 
of  acetic  acid,  when,  if  any  threads  or  plugs  of  muco-pus  are  present  in  the  first 
specimen,  they  probably  arise  from  the  posterior  urethra,  whereas  any  pus  or 
increased  turbidity  of  the  second,  shows  that  cystitis  is  present  in  addition. 
If  there  be  any  threads  in  the  posterior  urethra,  or  if  only  a  small  amount  of 
discharge  is  present,  it  is  advisable  first  to  fill  up  the  bladder  with  sterile  fluid 
by  direct  Janet  irrigation,  after  which  the  prostate  is  massaged  by  a  finger  in  the 
rectum,  and  the  patient  is  again  directed  to  pass  the  fluid  from  the  bladder. 
Plugs  of  muco-pus  will  be  found  if  chronic  prostatitis  is  present.  In  any  case 
the  threads  from  either  the  anterior  or  posterior  urethra  should  be  spread  as  a 
film,  stained,  and  examined  under  a  microscope  for  pus  and  micro-organisms. 

If  the  remaining  infection  is  found  to  be  limited  to  the  anterior  urethra,  the 
latter  should  be  examined  under  direct  vision  by  the  endoscope.  A  few  minims 
of  a  3  per  cent  solution  of  cocaine  are  injected  into  the  urethra  and,  with  aseptic 
precautions,  the  largest  sized  endoscope  tube  that  the  meatus  will  admit  com- 
fortably is  passed  for  about  an  inch.  The  canal  is  then  illuminated,  and  at  the 
same  time  distended  with  air  by  means  of  the  inflating  bellows  attached  to 
the  instrument ;  the  whole  length  of  the  anterior  urethra  can  then  be  brought 
into  view,  and  each  part  examined  successively  as  the  endoscope  tube  is  passed 
gradually  on  until  the  membranous  portion  of  the  canal  is  reached.  It  will  be 
found  much  better  to  examine  the  urethra  in  this  manner  than  by  first  passing 
the  instrument  to  the  fulf  extent  and  examining  the  canal  as  it  is  gradually 
withdrawn,  for  any  infection  of  Littrfe's  glands,  infiltration  of  the  urethral  walls, 
or  granular  areas  are  observed  under  aero-distention  before  the  instrument  has 
passed  over  it.  Where  the  whole  length  has  been  examined  under  distention, 
the  air  is  allowed  to  escape  by  opening  the  window  of  the  instrument,  and  the 
canal  again  examined  from  behind  forward  by  gradually  withdrawing  the 
tube,  normal  urethral  walls  falling  together  in  a  characteristic  striated 
manner,  which  is  altered  into  a  slight  rigidity  by  infiltration,  whilst  at  the 
same  time  glandular  infection  or  ulceration  is  again  seen.  Similarly,  a  definite 
stricture  or  a  small  polypus  which  may  keep  up  a  slight  urethral  discharge 
can  be  diagnosed  with  certainty,  and  any  local  treatment  for  the  various  lesions 
applied. 

By  a  careful  examination  conducted  on  these  lines  we  are  able  to  determine, 
not  only  which  part  of  the  urethra  is  producing  the  discharge,  but  also  the 
nature  of  the  lesion,  so  that  appropriate  treatment  can  be  carried  out.  In  the 
majority  of  cases  in  which  a  gleet  remains  in  spite  of  treatment  with  various 
kinds  of  injections,  it  will  be  found  that  there  is  an  infection  of  the  posterior 
urethra  or  prostatic  ducts,  which  no  urethral  injection  except  a  complete 
irrigation  into  the  bladder  will  reach.  There  is  often  no  abnormality  to  be 
detected  on  digital  examination  of  the  prostate  in  the  rectum  ;  but  after 
urethral  irrigation,  the  secretion  squeezed  out  from  the  prostate  by  massage 
will  usually  show  pus  corpuscles  in  addition  to  the  refractive  globules  and 
epithelium  which  are  contained  in  the  normal  prostatic  secretion.  In  other 
cases  of  obstinate  chronic  urethritis,  a  distinct  infiltrative  process  will  be  found 
in  the  anterior  urethra,  a  process  which  results  in  rigidity  of  the  urethral  wall, 
and  in  severe  cases  leads  on  to  stricture.  The  urethral  glands  are  implicated, 
and  their  secretion  gives  rise  to  the  filaments  in  the  urine.  This  infiltration 
is  seen  readily  by  urethroscopy,  but  it  may  be  imperceptible  on  the  passage 
oS  a  sound.  The  urethral  meatus  is  the  narrowest  p»art  of  the  canal,  and  a 
sound  which  will  completely  fill  the  meatus  may  still  pass  readily  through  an 
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infiltrated  portion  of  the  urethra,  even  when  its  normal  calibre  is  considerably 
diminished. 

In  spite  of  all  forms  of  treatment,  a  slight  urethral  discharge  occasionally 
remains,  and  the  physician  may  be  asked  if  any  infection  remains,  or  whether  a 
patient  may  be  allowed  to  marry.  A  chronic  urethral  discharge  may  contain 
gonococci  or  may  be  entirely  free  from  any  organisms.  Obviously,  if  any  gono- 
cocci  are  found,  the  discharge  is  still  infectious,  but  there  is  often  difficulty  in 
detecting  the  organism  in  these  chronic  cases,  whilst  in  some  they  may  be  found 
if  any  slight  exacerbation  of  inflammation  occurs.  Other  cases  again,  show 
a  chronic  urethral  discharge  which  resists  all  treatment,  but  which  contains  a 
few  pus  and  epithelial  cells,  though  no  organisms  can  be  found.  That  pus  cells 
are  present ^^n  this  small  urethral  discharge  is  no  detriment  to  marriage,  provided 
that  no  gonococci  can  be  found,  and  in  practice,  if  no  cocci  are  found  after 
irritation  of  the  urethra  by  irritant  injections,  instrumentation,  or  the  free  use 
of  alcohol,  on  several  successive  examinations,  marriage  may  be  permitted. 

A  urethral  discharge  may  in  rare  cases  be  present  in  other  conditions  than 
that  produced  by  gonorrhoea  or  septic  urethritis,  and  as  difficulty  may  arise  if  one 
of  these  cases  be  met  with,  it  is  necessary  to  mention  them. 

Herpetic  Urethritis. — The  mucous  lining  of  the  urethra  is  undoubtedly  affected 
by  herp>es  in  the  same  manner  as  other  mucous  membranes,  frequently  as  a 
tertiary  lesion  of  syphilis.  There  is  irritation  of  the  urethra  during  mic- 
turition, and  a  slight  muco-purulent  discharge  from  the  meatus.  The  small 
vesicles  may  be  seen  by  the  endoscope,  and  may  be^  associated  with  herpes  of 
the  prepuce. 

Soft  Sores  In  the  Urethra  are  distinctly  uncommon.  They  occur  in  the 
terminal  portion  of  the  urethra,  and  cause  painful  micturition  and  a  profuse, 
thin,  purulent  discharge,  which  contains  no  gonococci.  There  may  be  other 
sores  on  the  glans  p>enis,  and  an  ulcerated  surface  will  be  seen  readily  on 
endoscopic  examination.  They  occur  within  a  few  days  of  infection,  and,  if 
extensive,  may  produce  narrowing  of  the  urethra  on  healing. 

Syphilis  may  affect  the  urethra  either  as  a  hard  chancre  or  as  a  gumma. 

The  Chancre  occurs  in  the  anterior  end  of  the  urethra,  forming  a  firm  indurated 
mass  which  can  be  felt  readily  on  external  palpation.  The  meatus  is  oedematous 
and  swollen,  so  that  the  introduction  of  an  endoscopic  tube  is  impossible  ;  there 
is  a  thin,  purulent,  and  often  blood-stained  discharge  from  the  meatus. 

A  urethral  chancre  must  be  diagnosed  carefully  from  peri-urethral  infiltration 
due  to  urethritis ;  the  period  of  incubation  from  the  time  of  infection,  the 
presence  of  small,  hard  inguinal  glands,  the  occurrence  of  secondary  lesions 
of  syphilis,  and  Wassermann's  serum  test  will  point  to  the  diagnosis. 

Gummata  of  the  urethra  give  rise  to  a  watery  urethral  discharge  when  they 
break  down  and  cause  ulceration.  They  may  ulcerate  through  the  canal  and 
form  flstulse,  but  may  usually  be  recognized  on  careful  examination. 

PaplUomata  of  the  Urethra  may  occur  either  in  the  anterior  or  posterior 
portion,  as  small,  pedunculated  tumours  in  the  canal,  and  frequently  as  a  sequel 
to  a  chronic  gonorrhoea.  They  may  arise,  however,  in  the  urethra  of  a  patient 
who  has  never  had  urethritis.  They  cause  a  thin,  scanty  discharge,  which  does 
not  yield  to  injections  ;    they  are  readily  seen  through  the  endoscope. 

Carcinoma  of  the  urethra  is  very  rare  as  a  primary  disease,  and  in  the  few 
cases  recorded  has  been  in  association  with  stricture.  It  forms  a  tumour  in 
the  urethra  palpable  from  the  exterior,  and  causes  painful  micturition  with  a 
blood-stained  discharge,  and  enlargement  of  the  inguinal  glands.  Suspicion  of 
carcinoma  should  arise  if  a  hard,  irregular  tumour  be  felt  in  the  course  of  the 
urethra,  without  any  gonorrhoeal  infection,  in  an  elderly  patient. 
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Tuberculosis  of  the  Urethra  is  always  secondary  to  disease  elsewhere  in  the 
genito-urinary  tract,  usually  of  the  prostate  or  seminal  vesicles. 

Forelcrn  Bodies  In  the  Urethra  may  cause  a  purulent  urethral  discharge 
if  they  remain  in  the  canal  for  any  length  of  time.  They  may  be  introduced 
through  the  meatus  by  intent — ^matches,  pins,  etc.  ;  or  a  piece  may  be 
detached  from  a  damaged  catheter ;  or  a  small  calculus  may  be  passed  down 
from  the  bladder  and  become  arrested.  In  the  latter  case  the  history  is 
usually  clear — sudden  stoppage  of  the  stream  of  urine  during  micturition, 
with  penile  pain  ;  a  calculus  may  be  felt  from  the  exterior  or  seen  through  the 
endoscope.  R.  H.  Jocelyn  Swan. 

DISCHARGE,  VAGINAL. — In  order  to  recognize  the  varieties  of  pathological 
vaginal  discharges,  it  is  first  important  to  realize  what  the  normal  secretions 
found  in  the  vagina  consist  of.  The  secretion  normally  present  must  be  a 
mixture  of  those  from  the  uterine  body,  cervix,  and  vaginal  wall.  That  from 
the  uterine  body  is  watery  and  small  in  amount,  whilst  that  from  the  cervix  is 
thick  and  mucoid,  but  clear  and  transparent,  like  unboiled  white  of  egg.  The 
vaginal  secretion  is  merely  a  transudation  of  plasma  from  the  vessels,  mixed 
with  desquamated  vaginal  epithelium,  and  in  virgins  looks  like  unboiled  starch 
mixed  with  water.  Naturally  it  is  very  small  in  amount.  The  bulk  of  the 
secretion  found  in  the  vagina  comes  from  the  cervix,  because  there  are  far  more 
glands  there  than  in  any  other  part  of  the  genital  tract. 

The  secretion  from  Bartholin's  gland,  which  is  thin  and  mucoid,  may  be 
copious  under  sexual  excitement,  but  under  normal  conditions  is  absent,  and 
so  does  not  contribute  to  the  secretions  in  the  vagina.  The  vaginal  mixed 
secretions  are  acid  in  reaction,  owing,  according  to  Doderlein,  to  the  presence  of 
lactic  acid  produced  by  a  long  bacillus  which  is  normally  found  in  the  vagina. 
On  the  other  hand,  the  unmixed  uterine  secretions  are  alkaline,  distinctions  which 
have  been  clearly  pointed  out  by  Gow.  Normally,  the  amount  of  mixed  vaginal 
secretion  should  do  no  more  than  just  moisten  the  vaginal  orifice.  When  the 
amount  is  so  great  as  to  moisten  the  vulva  and  consequently  stain  garments, 
the  secretion  is  pathological. 

The  composition  of  an  abnormal  secretion  varies  considerably  according  to 
the  source  from  which  most  of  it  comes.  The  commonest  type  is  the  thick  white 
or  yellow  discharge  associated  with  inflammatory  changes  in  the  cervix.  It 
contains  a  large  proportion  of  mucus,  many  leucocytes,  masses  of  shed  epithelium 
from  the  vagina  ("  squames  "),  and  bacteria  of  various  kinds.  This  is  quite 
typical,  and  is  produced  by  endocervicitis  and  cervical  erosions  of  the  various 
kinds.  When,  however,  there  is  a  corporeal  endometritis  present  as  well,  the 
discharge  becomes  thmned,  white,  or  yellow,  on  account  of  the  admixture  of 
much  watery  secretion  from  the  body  of  the  uterus.  The  yellow  colour  is  due 
to  the  admixture  of  red  blood  corpuscles,  and  in  some  cases  the  fluid  may 
become  actually  blood  stained. 

Menorrhagia  accompanies  these  discharges,  and  serves  to  distinguish  a  mixed 
corporeal  and  cervicsd  endometritis  from  a  simple  cervical  catarrh.  Micro- 
scopically the  films  made  from  the  mixed  cases  show  proportionately  less  mucus, 
but  otherwise  the  constituents  are  the  same. 

Vaginitis  rarely  exists  alone,  but  when  it  does  occur,  the  discharge  is  thick  and 
pasty  if  it  is  a  simple  catarrhal  condition  :  pasty  on  account  of  the  large 
admixture  of  desquamated  vaginal  squamous  epithelium.  On  the  other  hand, 
in  granular  catarrhal  vaginitis,  the  discharge  is  much  more  purulent  and  copious, 
owing  to  the  exudation  of  more  fluid  from  the  exposed  blood  capillaries.  This  is 
the  kind  of  discharge  associated  with  tranmatism  of  the  vagina,  especially  from 
the  irritation  of  badly-fitting  pessaries,  and  actual  ulceration  as  in  decubitus 
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ulcers  on  prolapsed  portions.     Practically  no  mucus  is  found  in  such  discharges 
unless  the  cervix  shares  in  the  inflammatory  process. 

There  is  nothing  characteristic  of  gonorrhceal  discharges  to  the  naked  eye  or  on 
simple  microscopical  examination.  The  detection  of  the  gonococcus  alone  can 
decide  the  question.  This  is  often  a  matter  of  great  difficulty,  because  it  is  only 
in  the  few  days  immediately  after  infection  that  the  gonoccocus  can  be  found 
free  in  the  vaginal  discharge.  In  chronic  cases,  the  gonococcus  must  be  looked 
for  in  two  places,  either  the  interior  of  the  cervix  or  in  the  urethra  and  Skene's 
tubes,  which  open  by  the  sides  of  the  meatus  urinarius.  The  best  plan  is  to 
take  some  discharge  from  within  the  cervix,  after  carefully  wiping  away  discharges 
from  the  os  uteri  with  sterile  wool,  using  a  Fergusson's  speculum.  This  discharge 
should  be  spread  on  a  glass  slide  and  put  by  to  dry.  A  second  film  on  another 
slide  should  then  be  made,  by  squeezing  the  urethra  from  behind  forwards  and 
mopping  up  any  secretion  thus  made  to  appear  on  the  meatus.  After  drying 
in  the  air,  the  films  should  be  fixed  by  passing  through  a  flame,  and  then  stained 
by  Gram's  method,  followed  by  neutral  red  as  a  counter-stain.  In  films  prepared 
in  this  way  gonococci  are  stained  red,  whilst  organisms  which  retain  Gram's 
stain  appear  deep  violet  or  black.  The  gonococci  are  usually  found  in  the 
cytoplasm  of  the  polymorphonuclear  leucocytes  {Plate  XII). 

Offensive  smelling  vaginal  discharge  is  associated  with  decomposition,  and  it 
may  be  that  the  discharge  itself  is  decomposing  because  it  cannot  escape  fast 
enough  from  the  passage,  or  that  the  source  of  the  discharge  is  a  decomposing 
substance  like  a  sloughing  fibroid  or  necrotic  carcinoma  of  the  cervix.  In  the 
two  latter  cases  the  discharge  is  copious,  watery,  and  blood-stained,  with  a 
horribly  foetid  smell.  When  the  discharge  itself  is  decomposing,  it  is  usually 
thicker  and  purulent,  and  is  commonly  retained  by  pessaries  or  by  redundant 
folds  of  vaginal  mucous  membrane.  In  old  women,  a  foul  discharge  may  come 
from  the  interior  of  the  uterus,  a  pyometra ;  in  which  case  pus  can  be  made  to 
flow  from  the  os  uteri  by  squeezing  the  uterus  or  passing  a  sound.  It  is  due  to 
senile  endometritis,  the  result  of  infection,  and  is  often  associated  with  cancer  of 
the  body  of  the  uterus. 

Watery  blood-stained  discharge,  not  offensive,  occurs  in  cancer  of  the  body  of 
the  uterus,  in  early  cancer  of  the  cervix,  with  mucous  polypi,  placental  polyfHf  and 
hydaiidiform  mole.  The  differential  diagnosis  of  these  conditions  cannot  be 
made  from  the  discharge  alone,  but  must  rest  upon  physical  examination  com- 
bined with  the  use  of  the  microscope  upon  materials  removed  from  the  uterus. 

Vaginal  casts  may  be  composed  of  coagulated  surface  epithelium,  the  result 
of  astringent  injections  or  applications,  and  are  easily  recognized  with  the 
microscope.  Membranous  flakes  may  be  passed  with  discharge  in  cases  of 
membranous  vaginitis.  They  consist  of  vaginal  epithelium  entangled  in 
coagulated  blood  plasma,  and  present  quite  .a  different  appearance  to  casts  of 
coagulated  epithelial  layers.  These  membranous  masses  may  be  seen  lining 
the  whole  vagina,  and  are  generally  due  to  special  organisms.  The  Klebs-Loffler 
bacillus  {Plate  XII)  has  been  found  to  be  the  causal  agent  in  such  cases,  and  in  one 
investigated  by  the  writer,  the  Bacillus  coli  communis  was  the  offending  organism. 

T.  G.  Stevens. 

DIZZINESS.— (See  Vertigo.) 

DOUBLE  VISION.— (See  Diplopia.) 

DROP-FOOT. — (See  Paraplegia,  and  Paralysis  of  One  Lower  Extremity.) 

DROPSY.— (See  (Edema.) 

DROP-WRIST. — (See  Paralysis  of  the  Upper  Extremity.) 

DULLNESS,  DEFICIENT  HEPATIC— (See  Liver  Dullness,  Deficient.) 


Fig.  8s.-OMtogcncsi>    inipnfccl!!.— 
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osteogenesis  imperfecta,  simple  bone  brittle-  «ued.    Thei«'*as"no  rpiphyjuil  en. 

ness,  rickets,  and   achondroplasia  can,   aa  largemem. 

a  rule,   be  distinguished   readily  one  from 

another,  cases  occur  in  which  one  of  these  diseases  seems  to  blend  with  a.QOAih«t, 
or  at  any  rate  to  partake  ol  its  characters. 
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In  distinguishing  rickets  from  achondroplasia  it  must  be  remembered  that  the 
most  characteristic  features  of  rickety  dwarfism  are  the  bending  and  the  post- 
natal origin,  and  of  achondroplasia  the  shortness  of  the  limbs  (micromelia)  and 
the  pre-natal  origin.  The  enlargement  of  the  ends  of  the  bones,  which  is  so 
distinctive  of  rickets,  disappears  as  the  disease  settles  down  and  the  bones  con- 
tinue to  grow,  whereas  in  the  hyperplastic  form  of  achondroplasia  it  remains 
throughout  hfe. 

Extreme  softening  must  cause  us  to  suspect  the  existence  of  osteogenesis 
imperfecta  or  of  osteomalacia,  even  if  there  are  rickety  enlargements  as  well, 
especially  if  the  bending  continues  to  increase  after  the  age  of  six  years. 

Dwarfism  may  be  due  solely  to  spinal  curvature.  If  a  kyphosis  it  is  usually  the 
result  of  tuberculous  disease  (caries)  of  the  spine,  but  is  occasionally  a  local 
manifestation  of  rickets,  or  possibly  of  osteomalacia.  When  of  rickety  origin 
there  is  not  only  kyphosis  of  the  dorsal  region,  but  a  compensatory  lordosis  of 
the  dorso-lumbar.  If  it  begins  in  middle  or  old  age  it  is  usually  osteo-arthritic, 
but  as  a  rare  event  it  may  be  due  to  osteomalacia  (o.  seniUs).  In  the  latter 
event  the  softening  is  usually  confined  to  the  spine  and  pelvis,  and  may  take 
place  with  extraordinary  rapidity,  and  be  followed  by  gradual  hardening  and 
fixation  in  the  deformed  position. 

Scoliosis  is  usually  of  mixed  origin,  the  main  factor  being  an  inherent  laxity 
of  tissue  showing  itself  in  weakness  of  the  back  muscles  and  of  the  spinal  liga- 
ments. This  laxity  is  supplemented  by  faulty  positions  of  standing,  sitting, 
etc.,  or  by  the  injudicious  use  of  stays.  But  it  is  probable  that  spinal  curvature 
of  sufficient  severity  to  produce  dwarfism  is  invariably  the  result  of  rickets  or, 
in  rare  cases,  of  a  mild  and  local  form  of  osteomalacia. 

B.  Cerebral  Dwarfism. — ^This  form  of  microsomia  is  most  pronounced  in  micro- 
cephaly y  but  hydrocephaly,  porencephaly,  imbecility,  or  any  degenerative  cerebral 
affection  of  early  progressive  development,  is  often  associated  with  puny 
growth.  The  microcephalic  dwarf  is  characterized  not  only  by  the  relative 
smallness  of  his  head  (circumference  never  exceeding  17  ins.),  but  by  his  sloping 
forehead,  projecting  nose,  and  receding  chin,  giving  him  a  ferret-  or  rat-Uke 
physiognomy.  He  is  usually  quick  of  movement,  and  restless,  and  is  either 
imbecile  or  idiotic,  according  to  the  degree  of  his  microcephaly. 

C.  Dwarfism  from  Pre-natal  Deficiency  of  the  Lower  Limbs. — This  is  of 
two  kinds  :  phocomelus  and  ectromelus. 

In  phocomelus  the  defect  is  in  one  or  both  of  the  proximal  segments,  leaving 
the  hands  and  feet,  so  that  the  individual  affected  resembles  a  penguin  or  a  seal 
(phoca) . 

In  ectromelus  there  is  absence  of  part  or  whole  of  the  Umbs  from  the  feet  up. 

II. — ^Dwarfism  the  result  of  Defective  General  Development. 

Infantilism. 

Well-proportioned  dwarfs  are  not  invariably  of  backward  development,  for 
we  meet  with  men  of  excellent  development,  who,  if  not  actual  dwarfs,  are  so 
dwarfish  in  stature  that  we  have  to  admit  the  possibiUty  of  the  existence  of  a 
true  dwarfism  in  which  there  is  no  infantilism.  Nevertheless,  generally  speaking, 
the  dwarf  of  correct  proportions  is  affected  with  infantilism. 

To  Distinguish  Infantilism  from  simple  Dwarfism. — Dwarfism  is  a  defect  of 
growth,  whereas  infantilism  is  a  defect  of  development.  In  determining  whether 
development  is  implicated,  stature,  ossification,  and  sex  development  are  of  great 
but  not  decisive  importance.  Thus  infantiUsm  may  co-exist  with  gigantism;  and 
the  ossihcaiion  in  some  cases  of  symptomatic  infantilism  is  not  only  not  delayed, 
but  may  be  actually  premature.     It  is  also  premature  in  progeria.    Moreover,  a 
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sexually  mature  cbild  of  five  or  six  does  not  cease  to  be  a  child  because  its  ossifi- 
cation and  sexual  condition  resemble  those  of  an  adult.  Evidently  therefore 
neither  height,  nor  sex,  nor  ossification  is  a  cardinal  feature  of  infantilism. 
Indeed,  in  some  cases  of  sexual  ateleiosis  the  presence  of  infantilism  is  determined 
by  the  child-hke  stature,  proportions,  and  physiognomy  alone,  the  individual 
being  in  all  other  respects  a  well-developed  human  being. 

The  Forms  of  Infantilism. — In- 
fantilism may  be  widespread  among 
whole  rai:es  or  nations  (racial  in- 
fantilism), or  may  select  certain 
individuals  or  families,  and  occur 
epidemically  or  sporadically  as 
morbid  infantilism  among  people  of 
ordinary  development. 

Morbid  infantilism  is  of  two 
sorts,  namely,  symptomatic,  the 
result  of  causes ;  and  essential,  or 
cryptogenetic. 

A .  Symptomatle  IntaDtUtem, 

This  is  seldom  or  never  of  ex- 
treme degree,  has  no  unilomi  type 
of  physiognomy,  and,  being  an 
acquired  condition,  is  never  trans- 
mitted by  heredity. 

It  is  best  classified  according  to 
the  nature  of  the  cause  by  which 
it  is  produced. 

1.  It  may  be  the  result  of 
iHtoxiiation  with  the  poison  a  I 
syphilis,  wine,  or  tobacco;  or  of 
rheumatic,  scarlet  or  other  fever, 
or  with  lead.  Herter  claims  that 
the  intoxication  may  arise  from 
over-abundance  of  the  normal  flora 
of  the  intestine  (intestinal  infant- 
ilism), 

2.  It  may  be  the  result  of  cor- 
relaiion,  as  when  it  is  associated 
with  kyphosis  or  with  splenomegaly, 
or  with  hypertrophic  cirrhosis  of 
the  liver.  Perhaps  the  best  ex- 
ample of  this  form  of  infantilism 

is   that    which    is    associated    with  j.^^    ^  _  Annngioplaiiit    infaniilism.  —  Age   16. 

microcephaiy.       In  some  miCrOCeph-         The™  u  gtneTal  delay  of  dtvelopmem,  but  nul  10  «n 

alic   dwarfs   there   is   not  only   an       a«"7',he*^ul  J^',?r''n';"t5r^!i  "etX^™  h 
impairment  oi  growth,  constituting       ""ot  immiiiiiie. 
dwarfism,   but  the  development  of 

the  whole  body  is  stayed,  apparently  because  it  is  the  custom  for  a  certain 
development  of  the  body  to  go  with  a  certain  size  of  the  brain,  and  such 
customs  are  hable  to  be  maintained  even  under  abnormal  conditions.  Dwarfs 
with  diminubve  heads  may  be  of  just  proportions  and  of  fairly  good  intelli- 
gence, provided  the  growth  of  the  body  is  so  retarded  that  it  remains  in  keep- 
ing with  the  growth  of  the  brain.  In  thymic  infantilism  there  is  fatness  with 
anemia,  and  liability  to  syncopal  attacks  which  often  end  in  death.  r   , 
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3.  In  a  given  case  of  infantilism  it  may  be  impossible  to  say  how  much  is  due 
to  correlation,  how  much  to  intoxication,  and  how  much  to  mere  lack  of  nutrition. 
This  may  be  said,  e.g.  of  cardiac,  of  arterial,  and  of  pancreatic  infantilism. 

Cardiac  infantilism  exists  when  there  is  some  dominating  incapacity  of  the 
cardiac  valves.  Sometimes  there  seems  to  be  a  deficient  development  of  the 
whole  arterial  system,  constituting  anangioplastic  infantilism  (Fig.  66). 

In  pancreatic  infantilism  there 
are  indications  of  pancreatic  in- 
competence. The  stools  are  fatty, 
copious  or  frequent,  pale  and 
offensive.  Capsules  of  iodoform 
enclosed  in  a  glutoid  envelope 
(Sahli'a  capsules)  are  only  soluble 
in  the  pancreatic  secretion,  and 
are  therefore  not  dissolved  in  this 
form  of  infantilism  (Bramweil). 
The  infantilism  is  cured  by  pan- 

4.  Thyroid  infantilism  in  its 
most  characteristic  form — cretin- 
ism [Fig.  67) — is  unmistakable. 
But  cases  of  infantilism  occur  in 
which  the  physiognomy,  stunting 
of  growth,  and  backward  sex 
development  suggest  mere  thy- 
roid inadequacy.  Some  reserve 
the  name  of  thyroid  infantilism 
for  these  cases  of  "  myxoedime 
fruste,"  but  the  term  should  only 
be  apphed  when  the  inteUigence 
is  defective  and  uniform  improve- 
ment sets  in  as  the  result  of 
giving  thyroid  extract.  The  thy- 
roid inadequacy  may  however 
not  be  primary,  but  a  mere  in- 
cident in  some  other  form  of 
infantilism,  e.g.,  ateleiosis. 

5.  Mongolism  {Fig.  68)  is  dis- 
tinguished from  cretinism  or 
myxoed*me  fnis1»  by  the  pre- 
dominance   of    the   imbecility   as 

^V.  £7.  —  Cretiniioi.— Age  k.  The  infaniiliim  a  Compared  with  the  sUghtness  of 
«uS3".,™„n^."™™J^d':i?h'fw'<,?Td;Su^}  "t''"  cretinoid  symptoms.  In 
iS  DiDniha.  The  feaiuca  are  puffed  and  disfigured  reality  the  physiognomy  is  only 
«ih  lbs  chonctemiic  osienu.  cretinoid    because    it   remains   o( 

the  infantile  type.  It  is  not 
disfigured  by  the  thick  lips  and  general  pseudo-cedema  of  cretinism,  and  the 
tongue,  though  sometimes  protruding,  is  not  large.  The  eyes  remind  one  of 
the  obhquely-set  eyes  of  the  Chinaman,  but  it  is  sometimes  difficult  to  make 
out  the  resemblance.  The  hgaments  are  lax,  and  mongola  are  liable  to  become 
knock-kneed  and  to  have  "  double- jointed  "  thumbs.  There  is  often  some 
valvular  affection  of  the  heart. 

B.  EswDdil  or  CryphiK«DetlD  InteDtUlim. 

This  is  distinguished  from  symptomatic  infantilism  by  its  pronounced  degree, 


notmal   boy  of  tu.     Hu    heahl.    oropuri  oni.   com 
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early  childhood,  and  the  size,  proportions,  and  physiognomy  of  this  time  of  life 
are  perpetuated.  It  is  prone  to  be  associated  with  cryptorchism,  or  with  some 
corresponding  ill-development  of  the  ovaries,  causing  divergence  into  two 
varieties,  sexual  and  asexual. 

In  asexual  altleiosis  ail  the  physical  features  of  infantile  life  are  stereotyped  ; 
but  in  sexual  altleiosis,  though  the  physiognomy  and  proportions  remain  infantile 
or  childish,  the  onset  of  puberty  (often  greatly  delayed)  brings  with  it  some 
accession  ol  growth  and  the  addition  of  the  primary  and  secondary  sex  characters 
of  the  adult. 


Fig.  ^i— PiognrLa.— Agt  15.   'Ihe  iiaiuti and  pnwoniota  an  childish,  bal ihe phyaognoiiiy, 
leanneu,  and  baldlteu  an  eldsily.    The  sralp  wai  in  leality  ipanely  covered  with  grey  boir. 

1.  progeria  (Fig.  70)  is  primary,  spontaneous  infantilism  mingled  with  prema- 
ture senility  (senilism).  Hence,  with  shortness  of  stature  and  other  indicatioDS 
of  infantilism,  there  is  baldness,  emaciation,  arterial  sclerosis,  and  general  decrepi- 
tude. Death  from  angina  pectoris  or  other  senile  disease  may  ensue  at  16  or 
even  earher.  Hailings  Gil/ori. 

DYSARTHRIA. — (See  Speech,- Abnorualitibs  of.J 
lfrsiDBOSlS.~(See  Sweaxing,  ABNoaMAUiiEs  of.) 


Haviog  settled  that  a  case  belongs  to  one  of  the  three  main  types,  it  is  not  very 
difficult  to  work  out  the  actual  causation.  Tbis  is  more  ditlicult  in  the  spas- 
modic cases  than  in  the  congeative,  because  the  latter  depend  upon  wcU-deAned 
lesions,  and  the  former  do  not. 

1.  Spumodle  Cum. — The  causation  oE  this  type  of  case  is  often  obscure  ; 
but  a  bimannal  examination,  or  a  recto- abdominal  examination  in  virgins, 
will  usually  reveal  a  condition  of  the  uterus  which  can  only  be  described  as 
a  congenital  tnalformation.  It  may  be  small,  but  of  the  adult  type  ;  it  oltcn 
has  an  exaggerated  anterior  bend,  the  "  cochleate  "  uterus  oi  Pozzi ;  and,  in 
addition,  the  vaginal  portion  of  the  cervix  is  often  loo  long,  with  a  conical  shape, 
and  a  very  small  pin-hole  external  os.  Into  such  uteri  the  sound  may  pass  with 
difficulty,  owing  to  stenosis  and  rigidity  of  the  internal  os.  The  underlying  true 
cause  of  the  pain,  however,  is  commonly  admitted  now  to  be  imperfect  develop- 
ment of  the  uterine  muscle,  in  itself  :igain  a  congenital  malformation  of  texture 
occurring  in  an  organ  whose  external  form  also  is  malformed.  The  muscle  being 
imperfect,  it  is  also  possible  that  the  endometrium  is  abnormal  in  these  cases, 
unduly  fibrous  perhaps,  and  resistant  :  a  point  which  our  present  knowledge 
docs  not  prove  or  disprove.  One  proof,  however,  of  the  truth  ol  these  views  is 
the  effect  oi  pregnancy  and  labour  on  such  cases.  They  are  nearly  always  cured, 
owing  to  the  great  muscular  development  during  pregnancy,  and  the  extreme 
stretching  of  the  lower  segment  during  labour.  Neurasthenia  also  colours  and 
increases  the  pain  in  these  cases  ;  but,  by  itself,  will  not  start  a  spasmodic  any 
more  than  a  congestive  dysmenorrhcea. 

2.  COBKMtln  Cuu—It  is  unnecessary  to  di'fierentiate  the  congeative  taaes as 
tubal,  ovarian,  or  uterioc,  because  the  underlying  cause  in  all  is  uteriiie  cOTV^ei- 
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tion  accompanying  such  lesions  as  are  shown  in  the  table.  The  differential 
diagnosis  of  these  lesions  is  to  be  made  by  a  careful  consideration  of  the  history, 
combined  with  bimanual  examination  of  the  pelvic  organs  and,  if  necessary, 
curettage  of  the  uterus,  which  also  serves  to  cure  the  cases  of  pure  endometritis. 
Cases  due  to  endometritis  are  to  be  recognized  by  the  cardinal  symptoms  of  this 
lesion,  namely,  menorrhagia,  leucorrhcea,  often  blood-stained,  and  chronic  back- 
ache. These  symptoms  accompany  slight  enlargement  of  the  uterus  without  any 
irregularity  in  shape,  such  as  would  occur  if  fibroids  were  present.  Simple 
retroversion  and  flexion  can  be  recognized  on  bimanual  examination  ;  the  fundus 
will  be  felt  posteriorly,  the  cervix  looking  directly  down  the  vagina  in  a  forward 
direction.  Salpingo-oophoritis  in  its  typical  chronic  form  gives  rise  to  irregular, 
very  tender  swellings  on  either  side  and  behind  the  uterus,  sometimes  forming 
definitely  retort-shaped  swellings,  especially  if  pus  is  present  in  the  tubes.  Fixa- 
tion of  these  swellings  and  of  the  uterus  is  a  very  definite  sign  of  the  disease  ; 
whilst  the  history  of  one  or  more  attacks  of  acute  illness,  with  pelvic  pain,  will 
assist  to  make  the  diagnosis  certain.  The  small  cystic  ovary  may  exist  without 
obvious  sal|>ingo-odphoritis,  and  without  widespread  fixation.  The  ovary  is 
found  to  be  permanently  enlarged  and  irregular  in  shape  from  the  projection  of 
cysts  from  its  surface.  Neurasthenia  is  included  under  this  heading,  because 
any  menstrual  pain  is  made  worse  by  it,  and  only  a  very  slight  lesion  need  be 
present  for  this  nerve  weakness  to  accentuate  any  pain  arising  from  it. 

3.  Membranous  Cases. — ^The  membrane,  or  cast,  is  of  two  types,  and  is  easily 
recognized  and  distinguished  from  other  uterine  casts,  such  as  those  formed 
by  the  decidua  of  pregnancy.  The  classical  cast  of  membranous  dysmenor- 
rhoea  is  hollow,  triangular,  not  more  than  one-eighth  of  an  inch  thick,  and 
possesses  three  openings.  This,  however,  is  not  the  common  form  ;  for  in  most 
cases  the  cast  is  solid,  and  formed  by  the  solid  mucosa  being  rolled  upon  itself. 
These  casts  contain  uteri,  e  glands  in  a  stroma  which  is  crowded  with  leucocytes, 
and  contains  connective-tissue  cells.  The  solid  cast  may  be  nearly  half  an  inch 
thick,  and  looks  microscopically  as  if  it  were  composed  of  endometrium,  into 
which  haemorrhage  and  leucocytic  infiltration  had  occurred.  The  glands  in  it 
are  broken  up,  and  often  lie  on  the  outside.  These  casts  never  contain  any 
compact  masses  of  large  cells  of  the  decidual  type,  but  an  occasional  hyper- 
trophied  connective  tissue  cell  may  be  found.  Decidual  casts,  on  the  other 
hand,  are  the  result  of  pregnancy,  and  consist  of  compact  masses  of  large 
polygonal  cells  without  any  fibrillated  connective  tissue.  They  contain  glands 
with  hypertrophied  epithelial  linings,  and  often  show  large  haemorrhagic  foci. 
The  occasional  presence  in  them  of  chorionic  villi  absolutely  settles  the 
diagnosis. 

It  must  not  be  forgotten  that  cases  of  dysmenorrhoea  may  be  mistaken  for 
those  of  abdominal  pain  due  to  other  lesions  unconnected  with  menstruation  ; 
and  the  differentiation  of  such  cases  may  be  a  matter  of  considerable  importance. 
It  is  conceivable  that  dysmenorrhoea  may  be  mistaken  for  : — 

Appendicitis  '  Haemorrhage  from  or  into  a  Graafian 
Colic,  intestinal,  renal,  or  hepatic  follicle 

Perforated  gastric  ulcer  Rupture  of  an  ovarian  cyst  or  pyo- 

Ruptured  tubal  gestation  salpinx 

Torsion  of  the  pedicle  of  an  ovarian  I  Dyspepsia  with  flatulent  distention, 

cyst  ' 

Obviously,  some  of  these  lesions  are  dangerous  to  life,  and  therefore  it  is 

essential  that  they  are  not  overlooked.     The  danger  of  doing  this  is  increased 

if  any  oi  these  lesions  occur  at  or  near  the  expected  time  of  a  menstrual  period, 

and  would  hardly  arise  at  all  if  a  menstrual  period  had  taken  place  recently, 


parts  are  acutely  sensitive  to  the  least  touch. 

Leukoplakic  vulmlis  is  an  obvious  lesion  from  the  white,  sadden  appearance  of 
the  labia  minora,  and  causes  pain  on  account  of  the  sensitive  cracks  and  fissures 
which  accompany  it. 

Kraurosis  vtdv/t  causes  actual  contraction  of  the  vaginal  orifice,  and  conse- 
quently penetration  is  difficult  and  causes  pain. 

The  red  projecting  growth  from  the  meatus  urinarius,  caruncle,  is  self-evident 
and  acutely  tender,  whilst  urethritis  is  diagnosed  by  the  issue  of  pus  on  squeezing 
the  urethra, 

Cyslilis  is  diagnosed  by  the  presence  of  pus  and  mucus  in  the  uiine,  accom- 
panied by  frequency  of  micturition,  and  it  causes  pain  because  the  bladder  is 
painful  in  such  cases  and  intolerant  of  the  disturbance  caused  by  coitus. 

Pmiic  nturilis  is  not  a  well-defined  condition,  but  can  be  recognized  by  tender- 
ness along  the  pudic  nerve  just  inside  the  vaginal  orifice,  where  the  nerve  passes 
along  the  inner  side  of  the  ischial  ramus. 

Id  prolapsed  lender  ovaries  and  backward  displacements  there  is  no  pain  on 
penetration  and  no  difficulty,  but  coitus  g'ves  acute  pain.  The  condition  is 
tccognized  by  a  bimanual  examination,  the  same  remarks  applying  to  salpingo- 
odphoritis,  faiearing  in  mind  that  there  is  usually  a  history  of  some  acute  attack 
of  pelvic  peritonitis  in  such  cases. 

In  chronic  metritis  the  tubes  and  ovaries  may  be  normal  and  the  uterus  normal 
in  position,  but  in  this  condition  the  uterus  itself  is  tender  to  tbe  touch,  and 
coBsequently  coitus  causes  pain. 

Anal  fissure,  thrombosed  and  inflamed  piles,  can  only  be  recognized  by  a,C%ieiMLV 
examination  of  tbe  anus  and  rectum  by  the  linger  and  speculum. 
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In  the  cases  which  occur  without  local  lesions,  the  vaginal  entrance  wUl  be 
found  to  be  hyperaesthetic  as  a  rule,  and  penetration  is  impossible.  Such  cases 
are  almost  always  accompanied  by  spasmodic  vaginismus.  The  most  careful 
examination  fails  to  demonstrate  a  lesion  in  such  cases,  and  they  are  usually 
termed  "  neurotic  "  for  the  want  of  a  better  term.  Such  cases  do  not  necessarily 
mean  absence  of  sexual  desire ;  on  the  contrary,  many  such  patients  are  desirous 
of  the  consummation  of  marriage.  Enlarging  the  orifice,  or  even  child-bearing, 
does  not  cure  a  true  case  of  this  nature ;  it  must  be  in  some  way  a  disorder  of 
function  of  the  nerve  centres.  These  cases  must  be  distinguished  from  those  in 
which  the  underl3dng  factor  is  absence  of  sexual  desire  and  actual  dislike  of  the 
sexual  act.  Unhappy  and  unsuitable  marriages  conduce  to  this  state  of  affairs, 
and  the  patient  is  liable  to  complain  of  pain  when  dislike  is  really  what  is  meant. 
There  is  no  difficulty  in  penetration  in  such  cases.  t.  G.  Stevens. 

DYSPHAGIA  is  a  somewhat  loose  term  employed  on  different  occasions  to 
denote  entirely  different  symptoms.  Literally  it  means  difficulty  in  swallowing, 
but  the  term  itself  does  not  indicate  whether  the  difficulty  is  mechanical,  nervous, 
or  due  to  pain.  There  are  consequently  several  entirely  different  groups  of 
cases,  to  each  of  which  the  term  dysphagia  has  been  appUed  at  one  time  or 
another. 

I.  Dysphagia  dae  to  Meehanleal  Obstruetlon  to  the  (Efophagns. — The  usual 
history  of  progressive  mechanical  obstruction  to  the  oesophagus  is  as  follows  : 
There  is  httle  or  no  pain,  but  the  patient  notices  that  whereas  formerly  he  could 
swallow  anything  with  ease,  he  is  beginning  to  experience  difficulty  with  the  more 
solid  kinds  of  food,  such  as  meat,  dry  bread,  and  vegetables,  so  that  he  is  obliged 
to  hve  mainly  upon  pulpy  foods :  milk  puddings,  gruel,  and  the  like.  Later  he 
can  swallow  only  liquids.  Ultimately  the  patient  finds  that  even  liquids 
are  apt  to  be  regurgitated  soon  after  they  have  been  swallowed,  and  there  is 
often  a  sense  of  obstruction  at  some  point  between  the  level  of  the  cricoid 
cartilage  and  the  lower  end  of  the  gladiolus,  which  latter  corresponds,  as  regards 
sensation,  with  the  cardiac  end  of  the  oesophagus.  When  with  the  above 
history  the  patient  gives  a  definite  account  of  having  previously  swallowed 
some  strong  irritant  or  corrosive  substance,  such  as  an  alkali  or  a  mineral  acid, 
accidentally  or  with  suicidal  intent,  the  diagnosis  of  fibrous  stricture  from  corrosive 
injury  is  easy.  When  similar  obstruction  succeeds  the  swallowing  of  a  foreign 
body,  such  as  a  tooth-plate  {Fig.  71),  a  large  piece  of  bone,  or  a  coin,  the  diag- 
nosis is  also  easy.  Where  the  symptoms  are  not  directly  attributable  to  any- 
thing of  this  nature,  however,  but  come  on  insidiously,  the  diagnosis  generally 
lies  between  primary  squamous-celled  carcinoma  of  the  oesophagus,  spheroidal  or 
columnar-celled  carcinoma  of  the  stomach  directly  invading  the  lower  end  of  the 
oesophagus,  and  aortic  aneurysm  stenosing  the  oesophagus  from  outside.  The 
actual  fact  of  obstruction  has  first  to  be  determined,  and  there  is  danger  in 
passing  a  bougie  unless  aortic  aneurysm  can  be  excluded  ;  this  exclusion  is  by 
no  means  easy,  however,  for  that  variety  of  aneurysm  which  is  most  Uable  to 
stenose  the  oesophagus  is  one  affecting  the  descending  thoracic  aorta,  so  that 
it  does  not  give  rise  to  any  tumour,  or  pulsation,  or  bruit,  and  it  is  placed  too 
far  along  the  aorta  to  cause  inequaUty  of  the  pulses,  inequality  of  the  pupils 
(from  interference  with  the  cervical  sympathetic),  paralysis  of  a  vocal  cord 
(from  interference  with  the  left  recurrent  laryngeal  nerve),  tracheal  tugging, 
or  pain  down  either  arm.  The  only  other  effects  besides  oesophageal  obstruction 
likely  to  be  due  to  aneurysm  in  this  position  are  :  pain  in  the  dorsal  region  of 
the  spine,  possibly  radiating  along  the  course  of  one  or  more  of  the  mid-dorsal 
intercostal  nerves  towards  the  left,  and  perhaps  obstruction  to  the  lower  part 
0/  the  root  of  the  left  lung,  causing  impairment  oi  tiote,  oi  air-entry,  or  of  voice 
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sounds,  with  or  without  some  crackling  rAles  over  the  left  lower  lobe  behind. 
If  «  bougie  is  passed,  it  should  be  a  soft  one,  and  extreme  care  should  be 
taken ;  but  the  danger  may  be  avoided  in  towns  where  x-ray  installations  exist, 
for  the  obstruction  may  often  be  demonstrated  by  making  the  patient  swallow 
a  capsule  containing  oxychloride  of  bismuth  and  watching  its  course  ;  while  an 
aneurysm  would  cast  a  characteristic  shadow  in  the  posterior  mediastinum. 
The  older  the  patient,  the  more  likely  is  it  to  be  carcinoma  of  the  cesophagus 
and  not  aneurysm.  The  differential  diagnosis  between  primary  growth  ol 
the  oesophagus,  and  infiltration  of  the  oesophagus  by  a  growth  starting  at  the 
cardiac  end  of  the  stomach,  is  often  one  of  great  difficulty,  unless  there  have  been 
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definite  gastric  symptoms  before  dysphagia  set  in.  Secondary  nodules  would 
naturally  be  looked  for,  especially  in  the  lymphatic  glands  in  the  lower  part 
of  the  neck.  It  is  unusual  to  find  secondary  deposits  elsewhere,  but  should 
there  be  any,  they  might  possibly  be  in  the  li\er.  A  history  ol  syphilis  and 
evidence  of  syphiUtic  aortic  regurgitation,  especially  in  a  man  between  the 
ages  of  forty  and  fifty  who  had  been  a  hard  manual  worker  and  not  teetotal, 
would  render  aneurysm  probable. 

Dysphagia  lusoria  is  a  very  rare  condition  due  to  compression  of  the  (esophagus 
by  the  right  subclavian  artery  where  it  arises  from  the  aorta  beyond  the 
left  subclavian  and  passes  to  the  right  side  cither  in  front  of  or  behind  the 
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oesophagus;  the  diagnosis  in  such  cases  will  be  almost  impossible,  though  it  might 
be  guessed  at  if  there  were  other  congenital  deformities,  such  as  club-foot  or 
transposition  of  the  viscera. 

(Esophageal  Pouches  are  either  congenital  or  acquired;  when  acquired,  they 
are  said  to  be  of  two  types,  namely,  those  due  to  traction  from  without,  and  those 
due  to  bulging  from  within  ;  but  the  probability  is  that  many  of  those  which  are 
not  congenital  are  caused  by  a  caseous  gland  in  contact  with  the  oesophagus. 
The  contents  of  the  gland  having  escaped  into  the  latter  by  a  process  of  ulceration, 
the  pocket  thus  left  in  communication  with  the  interior  of  the  oesophagus 
subsequently  became  intermittently  filled  with  food,  and  thus  bulged  out  to 
produce  a  larger  diverticulum.  The  sjrmptoms  can  seldom  be  interpreted 
with  certainty  unless  the  case  is  watched  for  some  time.  Generally  the 
patient  can  swallow  with  perfect  ease  on  some  days,  but  with  considerable 
difficulty  on  others ;  aneurysm,  new  growth,  and  traumatic  or  corrosive 
obstruction  to  the  oesophagus  will  be  excluded  partly  by  the  age,  and  partly 
by  the  results  of  ;ir-ray  examination.  The  point  which  suggests  the  diagnosis 
of  a  pouch  is  that  the  patient  who  has  been  able  to  swallow  perfectly  well  for 
a  few  days,  and  then  begins  to  have  difficulty  in  getting  the  food  down,  finds 
reUef  presently  on  the  regurgitation,  clearly  not  from  the  stomach  but  from 
^ome  situation  higher  up,  of  a  larger  quantity  of  food  material  than  had  been 
swallowed  immediately  before,  including  perhaps  articles  which  were  taken  one 
or  more  days  previously.  The  reason  for  these  symptoms  is  that  the  pouch 
does  not  obstruct  the  oesophagus  until  it  becomes  very  much  distended  by  the 
gradual  accumulation  in  it  of  portions  of  the  food  swallowed,  reUef  coming 
about  when  the  greatly  distended  sac  empties  itself  back  into  the  oesophagus. 

2.  Dysphagia  due  to  Nervoos  Causes  without  Obstruetlon. — ^The  two  com- 
monest varieties  of  dysphagia  due  to  purely  nervous  causes  are  probably 
post-diphtheritic  and  hysterical.  The  former  is  characterized  by  regurgitation 
of  the  food  through  the  nose,  due  to  paralysis  of  the  soft  palate  ;  inspection 
may  demonstrate  the  flaccid  condition  of  the  latter ;  there  may  have  been  a 
history  of  sore  throat,  of  other  cases  of  diphtheria  in  the  patient's  neighbour- 
hood, or  Klebs-Loffler  bacilli  may  have  been  found,  or  may  still  be  found, 
in  the  patient's  throat.  When  regurgitation  of  the  food  through  the  nose 
develops  in  a  person  who  is  not  known  to  have  had  diphtheria,  the  symptom 
will  usually  arouse  grave  suspicion  that  diphtheria  of  a  mild  type  has  occurred 
but  has  been  overlooked.  There  may  or  may  not  be  other  signs  of  peripheral 
neuritis,  or  there  may  be  paralysis  of  the  ciliary  muscles  of  the  eyes. 

Hysteria  as  a  cause  for  dysphagia  is  familiar  enough  under  the  heading  of 
globus  hystericus,  the  diagnosis  of  which  is  not  as  a  rule  difficult,  especially 
if  the  patient  be  a  young  woman  who  has  suffered  from  other  functional  nervous 
affections,  such,  for  instance,  as  hysterical  aphonia. 

Less  common  varieties  of  dysphagia  of  nervous  origin  are  : — 

Bulbar  Paralysis,  in  which  the  characteristic  and  progressive  difficulty  in  the 
use  of  the  Ups,  tongue,  pharynx,  and  larynx  point  at  once  to  the  diagnosis,  the 
only  difficulty  that  may  arise  being  perhaps  in  distinguishing  true  bulbar 
paralysis,  in  which  the  lesion  is  in  the  motor  nuclei  of  the  medulla  oblongata, 
from  pseudo-bulbar  paral3rsis,  where  the  lesion  is  due  to  bilateral  cortical  softening  : 
in  the  true  form  there  is  atrophy  of  the  tongue,  in  the  pseudo- variety  the  tongue 
does  not  atrophy,  and  chiefly  upon  this  point  is  the  differential  diagnosis  made. 

Syphilitic  Degeneration  of  the  medullary  centres  may  produce  symptoms  not 

unlike  those  of  ordinary  bulbar  paralysis,  but  it  is  generally  differentiated  by 

the  fact  that  other  cranial  motor  nerves,  particularly  those  of  the  eyeball,  are 

probably  affected  at  the  same  time,  and  there  may  also  be  evidence  or  a  clear 

A/story  of  syphilis,  with  or  without  a  positive  Wassermann's  reaction. 


ce.iophageal  sphincter. 

3.  DyiphaKla  dua  to  HMhaiiEeal  Datscts  of  the  Mouth  or  Pharjnix,  tfel 
(EMpbkgiU  tMing  Normal.— This  group  of  cases  includes  patietiU  suRering  from 
5uch  conditioai  as  widely  cleft  palate,  sy-philitic  stenosis  o£  the  pharynx,  inability 
to  Ube  the  tongue,  either  because  it  is  acutely  swollen  trom  glossitis,  bee-sting, 
or  angina  Ludovici,  or  because  it  is  fixed  from  carcinomatous  infiltration,  and 
so  lorth.  There  is  little  need  to  enter  into  the  differentia]  diagnosis  of  this 
variety  of  dysphagia,  for  it  can  generally  be  determined  by  direct  examination 
of  the  buccal  cavity.  Mumps,  quinsy,  and  post- pharyngeal  abscess  belong 
to  the  same  group,  the  last-named  causing  more  dyspncfa  than  dysphagia,  and 
being  confined  to  quite  early  chddhood. 

4.  Drsph*fla  In  which  there  li  do  Heehanleal  Obstruction,  but  In  which  the  Ael 
of  SwmllowinE  causes  the  Patient  so  much  Pain  that  he  Hesitates  to  Swallow.— 
The  chief  causes  of  dysphagia  which  come  under  this  heading  are  :  Inflammatory 
affections  of  the  mouth  or  tongue,  including  the  different  varieties  of  slumaiiiis 
(p.  88)  ;  pemphigus  or  erythema  bullosum  of  the  buccal  cavity,  evidenced  by 
similar  eruption  upon  the  skin  (see  1)ulL;«)  ;  ulcers  of  the  tongue,  whether 
malignant,  gummatous,  tuberculous,  or  due  merely  to  erosion  by  a  carious  tooth 
or  an  ill-titting  toolh-platc  ;  sore  throats  of  various  kinds  (see  Sore  Throat)  ; 
pain  in  the  mouth,  larynx,  or  oesophagus  after  swallowing  acute  irritants  or  fluids 
that  are  either  exceedingly  cold  or  burning  hot ;  and  inftamrnalory  affeclions  a/ 
the  larynx  and  its  immediate  neighbourhood.  The  nature  of  the  buccal  lesions 
will  generally  be  indicated  by  inspection.  The  different  varieties  of  sore  throat 
may  be  distinguished  to  some  extent  by  inspection,  though  bacteriological 
confirmation  is  usually  advisable.     The  cbiet  difficulties  arise  wVieD  t\ie  c&uae 
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of  the  dysphagia  is  an  inflammatory  or  ulcerative  affection  of  the  larynx.  Rarities 
such  as  variolous,  lupoid,  leprous,  typhoidal,  decubital,  and  traumatic  ulcers  of 
the  larynx  will  seldom  be  diagnosed  unless  there  is  obvious  collateral  evidence, 
such  as  the  eruption  of  small-pox  upon  the  skin,  residence  in  leprous  countries, 
prolonged  confinement  to  bed,  and  so  forth,  to  indicate  the  nature  of  the  case. 

The  commoner  varieties  of  laryngeal  trouble  which  produce  dysphagia  are 
acute  laryngitis,  tttberculous  laryngitis  with  or  without  ulcers,  carcinomatous 
ulceration '  of  the  larynx,  and  syphilis.  It  is  essential  that  laryngoscopic 
examination  should  be  made,  local  anssthesia  by  the  use  of  the  cocaine  spray, 
or  by  painting  the  larynx  with  a  solution  of  cocaine,  generally  being  necessary 
first.  If  tubercle  bacilli  can  be  found  in  the  sputum,  or  if  there  are  abnormal 
signs  at  the  apices  of  the  lungs,  the  diagnosis  of  tuberculous  laryngitis  is  pro- 
bable, and  the  pallid  swelUng  of  the  arytaeno-epiglottidean  folds,  and,  still  more 
so,  multiple  small  ulcers  of  the  edge  or  posterior  surface  of  the  epiglottis  or  of 
the  free  edges  of  the  true  or  false  vocal  cords,  or  similar  ulcers  in  other  parts 
of  the  larynx,  bilaterally  situated,  would  indicate  the  diagnosis  with  certainty. 
The  chief  difficulty  arises  in  the  more  chronic  cases  in  which,  after  the  larynx 
has  become  involved,  the  lung  condition  has  improved,  and  tubercle  bacilli  may 
not  be  found  in  the  sputum.  Epitheliomatous  ulceration  of  the  larynx  may  be 
very  extensive,  and  yet  for  a  long  time  remain  confined  to  one  side  ;  this 
unilateral  distribution  of  the  infiltration  is  often  important  evidence  in  distin- 
guishing epitheUoma  from  syphilis  of  the  larynx,  whilst  the  latter  may  also 
be  distinguished  by  the  repair  which  may  ensue  even  after  extensive  destruction 
of  the  tissues  has  led  to  much  deformity  of  the  parts.  The  influence  of  potassium 
iodide  and  mercury  upon  the  lesions  may  assist  the  diagnosis,  and  Wassermann's 
serum  test  may  be  employed.  Doubt  may  remain,  however,  and  sometimes, 
where  it  is  very  important  to  arrive  at  a  certain  diagnosis  as  soon  as  possible,  a 
small  portion  of  the  affected  tissue  may  be  excised  and  examined  microscopically. 
When  tuberculosis,  syphilis,  and  new  growth  are  excluded,  and  yet  laryngitis  is 
present,  the  probability  is  that  it  is  due  to  some  infecting  organism.  Probably 
the  symptoms  will  have  started  more  or  less  acutely,  even  though  they  persist 
and  become  chronic  ;  laryngeal  inspection  may  show  acute  hyperaemia  and 
injection  of  the  parts  with  extensive  oedema  without  ulceration,  and  the  nature 
of  the  micro-organism  concerned — the  diphtheria  bacillus,  streptococcus,  pneumo- 
coccus,  etc, — ^may  be  determined  bacteriologically  by  preparing  cultures  from 
local  swabbings.  It  is  possible,  of  course,  for  two  or  more  maladies  to  occur 
simultaneously,  and  it  is  particularly  difficult  to  distinguish  syphilitic  laryngitis 
from  tuberculous  in  a  syphiUtic  patient  who  has  undoubted  phthisis  ;  similarly, 
it  may  be  difficult  to  distinguish  catarrhal  laryngitis  from  tuberculous  in 
phthisical  patients,  and  so  on  ;  indeed,  in  many  instances  the  diagnosis  may 
be  one  of  opinion  only.  Measles  is  very  apt  to  be  accompanied  by  laryngitis, 
which  may  often  be  merely  catarrhal,  but  which  not  infrequently  is  due  to 
diphtheria  which  developed  synchronously  with  the  meaisles.  In  order  to 
exclude  diphtheria,  it  is  always  advisable  to  take  swabbings  for  bacteriological 
investigation,  even  where  it  seems  almost  obvious  that  the  laryngeal  catarrh 
is  merely  part  of  the  general  coryza  of  measles.  In  all  these  cases  dysphagia 
will  be  accompanied  by  hoarseness  or  other  alteration  in  the  voice  pointing  to 
an  affection  of  the  larynx.  Herbert  French. 

DYSPNCBA,  or  marked  difficulty  or  distress  in  breathing,  may  or  may  not 

be  associated  with  orthopnoea :  in  the  milder  cases  a  patient  when  at  rest  has 

no  dyspnoea,  the  difficulty  with  breathing  being  brought  out  only  by  exertion  ; 

nearly  all  conditions  which  may  produce  dyspnoea,  however,  are  capable  in 

later  stages  of  producing  orthopnoea,  so  that  the  causes  of  dyspnoea  and  of 


From  the  above  it  will  be  seen  that  the  causes  of  delay  are  very  q 
important ;  and  the  successful  delivery  of  the  child  under  many  of  these  condi- 
tions depends  very  much  on  their  aniicipation,  rather  than  their  recognition 
when  delivery  is  already  dangerously  obstructed.  Consequently,  accurate 
diagnosis  at  the  t>eginning  of  labouc  will  often  save  much  trouble  to  the  practi- 
tioner, and  danger  to  the  mother  and  child.  Indeed,  some  of  the  dangers  of 
obstructed  labour  can  only  be  avoided  satisfactorily  by  careful  exainiiia.tion  q\ 
the  patient  during  piegnaacy,  say  at  the  thirtieth  week.     This  specially  app\\ts. 
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to  the  recognition  of  contracted  pelves,  of  the  presence  of  pelvic  tumours,  and 
sometimes  of  malpresentations,  and  constitutes  an  important  reason  why  every 
patient  should  be  urged  to  undergo  an  examination  during  the  later  weeks  of 
pregnancy. 

The  routine  method  of  examination  of  the  pregnant  woman,  whether  in 
labour  or  not,  is  the  same  ;  and  the  deductions  to  be  made  from  it  are  identical. 
The  examination  is  made  as  follows  :  first,  by  abdominal  palpation  ;  secondly, 
by  vaginal  examination. 

Abdominal  Palpation — First  feel  for  the  foetal  head  in  the  pelvis  by  the  "  pelvic 
grip,"  or  Pawlik's  grip.  In  a  primipara  the  head  should  be  well  down  in  the 
pelvis  ;  not  necessarily  so  in  a  multipara.  Failing  to  find  the  head  in  the  pelvis, 
palpate  for  it  at  the  fundus  ;  failing  to  find  it  here,  it  will  be  found  in  one  or  the 
other  lateral  situations.  If  the  head  is  in  the  pelvis,  and  fixed,  there  can  be  no 
pelvic  contraction  of  importance,  and  tumours  of  the  uterus  or  ovaries  below 
the  brim  are  quite  unUkely.  If,  however,  the  head  is  above  the  brim  and  movable 
in  a  primipara,  pelvic  contraction  must  be  suspected,  whilst  a  tumour  preventing 
entrance  into  the  pelvis  is  a  possibility.  Pelvic  contraction  may  be  verified  by 
pelvimetry,  for  which  see  below.  Abnormal  presentations  are  recognized  by 
abdominal  palpation  ;  breech  and  transverse  by  the  actual  position  of  the 
head  ;  occipito-posterior  by  the  presence  of  the  "  small  parts,"  arms  and  legs, 
in  front,  and  the  absence  of  the  back  of  the  foetus ;  whilst  a  face  cannot  be 
absolutely  diagnosed,  except  in  men  to-posterior  cases,  when  the  groove  between 
the  extended  occiput  and  back  will  be  felt  in  front,  whilst  the  head  remains 
above  the  brim.  Hydramnios  may  be  recognized  here  if  there  be  fluctuation, 
and  the  foetal  parts  can  only  be  felt  by  deep  dipping  of  the  hands  through  the 
fluid.  Twins  may  possibly  be  recognized  by  feeling  two  heads,  and  hearing  two 
foetal  hearts  beating  with  different  rh)rthms. 

Vaginal  Examination. — It  is  important  to  remember  that  very  little  can  be 
made  out  with  one  or  two  fingers.  As  a  rule,  all  that  can  be  noted  is  the  condi- 
tion of  the  canal,  whether  narrow  or  rigid,  with  a  powerfully  acting  levator  ani 
muscle,  and  the  condition  of  the  os  ;  note,  especially,  its  consistence,  and  the 
integrity  of  the  membranes.  It  may  not  even  be  possible  to  recognize  the  pre- 
sentation, if  this  has  not  been  made  out  by  abdominal  palpation.  If  contracted 
pelvis  is  suspected,  the  important  diameter,  namely,  the  diagonal  conjugate, 
should  be  measured  with  the  fingers,  and  the  true  conjugate  estimated  by  sub- 
tracting half  an  inch  from  this  measurement.  The  only  accurate  instrument 
for  taking  this  measurement  is  SkiUsch's  pelvimeter ;  but  its  use  requires 
considerable  experience,  and,  in  general,  the  simpler  method  with  the  fingers  is 
sufficiently  accurate  for  most  purposes.  External  measurements  may  be  made 
to  supplement  the  important  internal  one  ;  but  they  are  not  of  the  same  practical 
importance.  When  a  difficulty  arises  in  labour,  accurate  diagnosis  is  indispens- 
able, and  the  whole  hand  should  be  inserted  into  the  vagina  under  anaesthesia. 
The  presenting  part  may  then  be  grasped,  and  its  absolute  character  determined. 
In  this  way  occipito-posterior  presentations  (the  commonest  cause  of  difficult 
labour)  can  be  diagnosed  with  certainty,  and  rectified.  Hydrocephalus  may 
be  recognized  by  this  manoeuvre  ;  the  hand  may  be  pushed  on  above  the  head 
without  danger  in  most  cases,  and  the  neck  felt  for  coils  of  cord,  the  body  of 
the  child  palpated  for  the  presence  of  tumours  or  enlargement  by  ascites. 
Tumours  obstructing  delivery  are  best  felt  from  the  vagina  ;  they  are  usually 
wedged  between  the  presenting  part  and  the  sacral  promontory,  part  below 
and  part  above  this  prominence.  If  fluctuating  and  soft,  they  are  usually 
ovarian  cysts  ;  if  hard  and  unyielding,  they  may  be  fibromyomata  of  the  uterus  ; 
but  these  also  are  apt  to  soften  during  pregnancy,  and  to  feel  like  fluid  tumours. 
Tumours  of  the  pelvic  bones  are  usually  bony,  or  cartilaginous ;  growths  of  the 


eitact  opposite,  of  course,  occurs  in  uterine  inertia,  when  the  uterus  remains 
flaccid,  along  with  a  normal  pulse  and  temperature.  Later  still,  vomiting  of  a 
reflex  nature  may  occur,  signs  of  septic  infection  may  appear,  and  rupture  oi  the 
uterus  may  take  place,  owing  to  the  dangerous  thinning  of  the  lower  segment 
when  tonic  contraction  supervenes.  This  series  ol  symptoms  should  never  occur 
in  properly  conducted  midwifery  ;  their  possible  occurrence  should  always  be 
anticipated  by  correct  diagnosis  early  in  labour,  followed  by  immediate  appro- 
priate treatment.  T.  G.  Sin-ens. 

EARACHE  or  OTALGIA.— Earache  is  the  term  usually  applied  to  the  pain 
experienced  in  acute  inflammation  of  the  middle  ear.  It  is  most  acute  when 
suppuration  ensues.  There  are,  however,  a  number  of  other  conditions, 
manv  of  them  of  great  importance,  which  also  give  rise  to  otalgia  or  pain 
in  the  ear. 

In  acult  otitis  media  the  pain  is  usually  dull,  continuous,  and  throbbing,  with 
sharp  exacerbations  in  which  the  pain  shoots  to  the  occiput,  to  the  top  of  the 
head,  or  forwards  to  the  temporal  region.  It  is  usually  worse  at  night — 
indeed  it  may  disappear  in  the  day — and  it  is  increased  by  pressure  over  the 
tragus  and  on  opening  the  mouth.  Not  infrequently  there  is  some  tenderness 
over  the  mastoid  process.  There  is  always  some  impairment  of  hearing.  In 
adults  there  will  probably  be  a  slight  rise  of  temperature,  but  in  children  the 
pain  is  often  very  acute,  and  constitutional  symptoms  may  be  very  marked. 
Thus  there  may  be  convulsions,  vomiting,  and  delirium,  and  the  temperature 
may  rise  to  103°  F.,  or  more.  Such  eases  may  be  mistaken  for  metiingiUs, 
especially  m  children  too  young  to  talk  ;  but  in  these  little  patieats  a.Ueli\\oii 
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may  be  directed  to  the  trouble  by  the  extreme  tenderness  of  the  affected  ear, 
the  least  manipulation  of  which  may  cause  the  child  to  scream.  In  young 
children  the  presence  of  cerebral  symptoms  with  pyrexia  should  always  lead 
to  a  careful  examination  of  the  ears.  The  presence  of  optic  neuritis  favours  a 
diagnosis  of  extension  of  the  inflammation  to  the  interior  of  the  cranial  cavity, 
but  this  is  not  a  universal  rule,  for  cases  are  recorded  in  which  otitis  media  by 
itself  has  caused  optic  neuritis.  Attacks  of  earache  in  childhood  are  frequently 
caused  by  adenoids ,  and  indeed,  acute  otitis  media  is  practically  always  caused 
by  an  extension  of  inflammation  from  the  nasopharynx  along  the  Eustachian 
tubes.  When  suppuration  occurs,  the  membrane  becomes  perforated,  pus 
escapes,  and  the  pain  usually  ceases.  When  it  persists,  the  perforation  is  pro- 
bably too  small  to  allow  of  satisfactory  drainage  of  the  pus. 

Examination  of  the  tympanic  membrane  by  means  of  a  speculum  will  show 
redness,  loss  of  lustre,  and  probably  bulging  of  the  membrane,  with  blurring  of 
the  handle  of  the  malleus,  thus  enabling  a  diagnosis  to  be  made. 

Chronic  middle-ear  suppuration  is  usually  painless ;  but  when  caries  or  necrosis 
occur,  pain  is  often  present  and  may  be  very  acute.  This  is,  however,  by  no 
means  invariable,  and  some  cases  of  extensive  caries  are  remarkably  free  from 
pain.  Pain  and  tenderness  over  the  mastoid  process  are  also  present  in  acute 
mastoid  abscess  and  periostitis. 

Pain  in  the  ear  may  also  be  caused  by  the  following  lesions  of  the  external 
auditory  meatus : — 

Furuncles  give  rise  to  very  intense  pain,  often  throbbing  in  nature,  followed 
by  a  discharge  of  pus,  after  which  the  pain  diminishes.  Examination  shows 
swelling  of  the  meatus,  which  is  so  tender  that  it  may  be  impossible  for  the 
patient  to  endure  the  presence  of  the  speculum. 

A  foreign  body,  especially  if  an  insect  finds  it  way  into  the  meatus,  may  cause 
intense  pain. 

Cerumen  is  usually  painless,  though  sometimes  a  dull  pain  may  be  present. 

Eczema  of  the  meatus  may  be  the  cause  of  a  burning  or  smarting  pain.  In 
all  these  cases,  examination  with  the  speculum  will  clear  up  the  diagnosis. 

Sometimes  a  careful  examination  of  the  ear  will  fail  to  reveal  any  lesion. 
Under  these  circumstances  the  possibility  of  one  of  the  following  causes  of 
referred  pain  must  be  considered  : — 

A  carious  molar  tooth  is  a  very  common  cause  of  pain  referred  to  the  ear. 

Frequently,  in  epithelioma  of  the  tongue^  pain  in  the  ear  is  a  very  troublesome 
symptom.  The  same  may  also  be  the  case  where  there  is  ulceration  of  the 
pharynx  or  larynx. 

Acute  or  subacute  tonsillitis  often  causes  acute  pain  in  the  ear  without  any 
inflammatory  lesion  of  the  middle  ear.  Less  frequently,  suppuration  in  the 
accessory  sinuses  of  the  nose  has  a  similar  result. 

Otalgia  may  sometimes  be  neuralgic,  and  it  is  then  usually  associated  with 
trigeminal  neuralgia.  It  may  also  occur  in  nervous  anaemic  patients,  and  some- 
times must  be  regarded  as  a  neurosis.  It  must  also  be  remembered  that  the 
glenoid  lobe  of  the  parotid  gland  extends  into  the  non-articular  portion  of  the 
glenoid  fossa,  and  thus  parotitis  may  cause  pain  referred  to  the  ear.  Similarly 
otalgia  may  occur  with  osteo-arthritis  or  inflammatory  trouble  in  the  temporo- 
mandibular joint. 

Lastly,  it  must  be  remembered  that  there  is  a  lymphatic  gland  situated  over 
the  mastoid  process  which  drains  lymph  from  the  side  of  the  scalp ;  when 
inflamed,  this  gland  may  be  the  cause  of  pain  and  tenderness  which  may  lead 
to  a  suspicion  of  suppuration  in  the  mastoid  process.  Philip  Turner. 


ECCHYMOSIS.— (See  Purpura.) 


gangrene  and  putrefaction.  The  Bacillus  colt  communis,  however,  not  infrequently 
hberates  gas  in  an  abscess  to  which  it  may  give  rise — for  instance  in  the  region 
ol  the  vermiform  appendix^and  sometimes  subcutaneous  emphysema  result*. 
Another  gas-producing  organism  that  attacks  man,  though  less  often  as  a 
pnrnary  aSection  than  intercurrently  during  some  other  malady,  is  the  Bacillus 
airogenes  cafisulaius ;  this,  however,  more  often  produces  gas-containing  loculi 
in  the  liver  and  other  internal  organs  than  in  the  tissues  beneath  the  skin. 

Htrbetl  French. 
EHLARGEMENT  OF   A   BOHE.— (See  Swelling  on   a   Bone.) 

EMLABGEHENT   OF   THE    GALL-BLADDEfl.  — (See    Gall.Bladdbr    Eh- 

ENLARGEMEHT  OF  THE  HEART.— The  heart  may  become  enlarged  from 
hypertrophy  of  the  walls  of  any  of  its  cavities,  but  especially  of  the  ventricles  ; 
from  dilatation  of  the  cavities ;   or  Irom  these  two  conditions  combined. 

The  most  important  physical  signs  of  enlargement  of  the  heart  are  :  (i)  Dis- 
placement of  the  cardiac  impulse  ;  (2}  An  increased  area  of  cardiac  dullness. 
After  puberty  the  normal  cardiac  impulse  is  usually  situated  in  the  fifth  left 
intercostal  space,  about  an  inch  or  three-quarters  of  an  inch  internal  to  the  left 
nipple  line.  Before  puberty  it  is  normally  in  the  fourth  left  space  in  the  nipple 
line.  When  the  heart  is  enlarged,  the  impulse  is  displaced  outwards  and  also 
downwards.  Particular  care  must  be  taken  to  determine  the  exact  position, 
as  from  this  observation  a  good  idea  of  the  particular  part  of  the  heart  which 
ha.s  enlarged  may  lie  obtained.  When  the  left  ventricle  is  much  hypertrophied, 
the  caJdiac  impulse  is  displaced  downwards  and  outwards,  but  more  in  a  down- 
ward direction  than  outward,  e.g.,  it  may  be  found  in  the  sixth,  seventh,  or 
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eighth  left  intercostal  space  in  the  nipple  line  or  outside  it.  When  the  enlarge- 
ment is  due  to  hypertrophy  of  the  right  ventricle,  the  cardiac  impulse  is 
displaced  more  in  an  outward  direction  than  downward,  and  frequently  there 
is  also  a  considerable  amount  of  pulsation  in  the  epigastrium. 

Where  the  cardiac  impulse  is  seen  to  be  thus  displaced,  before  cardiac  enlarge- 
ment is  diagnosed  the  possibility  of  mechanical  displacement  of  the  heart  by 
fluid  or  air  in  the  right  pleural  cavity  pushing  it  to  the  left,  or  a  retracted  left 
lung  pulUng  it  over  to  the  left,  must  be  excluded  by  a  careful  physical  examination 
of  the  front  and  the  back  of  the  chest.  In  the  case  of  pleuritic  effusion  the 
dullness  on  the  right  side  of  the  chest,  and  the  absent  or  deficient  vesicular  murmur 
over  that  lung,  would  point  to  fluid  ;  and  in  the  case  of  retraction  of  the  left  lung 
the  left  side  of  the  chest  would  be  smaller,  there  would  be  deficient  movement, 
dullness  and  deficient  voice  sound  and  vesicular  murmur,  or  possibly  bronchial 
breathing,  consonating  r&les,  and  pectoriloquy  over  the  left  lower  lobe. 

The  character  of  the  impulse  must  be  carefully  noted,  for,  when  forcible  and 
heaving,  it  denotes  hypertrophy ;  when  feeble  and  diffused,  dilatation. 

The  cardiac  impulse  is  invisible  and  impalpable  in  some  cases  of  enlargement  of 
the  heart,  on  account  of  emphysema  of  the  lungs,  a  condition  which  causes  these 
organs  to  become  enlarged  and  to  cover  the  anterior  surface  of  the  heart,  so  that 
the  cardiac  impulse  is  obliterated.  In  these  circumstances  the  diagnosis  of  enlarge- 
ment must  rest  on  the  discovery  of  an  increased  area  of  cardiac  dullness  on  deep 
percussion,  and  on  the  fact  that  the  cardiac  sounds  are  best  heard  in  a  position 
lower  and  further  outwards  than  the  normal  situation  of  the  cardiac  impulse. 

Careful  mapping  out  of  the  area  of  cardiac  dullness  may  afford  valuable 
information  as  to  the  part  of  the  heart  involved  in  the  enlargement.  If  the 
area  of  deep  dullness  is  increased  downwards  and  outwards,  an  increase  in  the 
size  of  the  left  ventricle  is  indicated  ;  if  upwards  and  to  the  right,  hypertrophy 
of  the  right  ventricle  ;   if  in  all  directions,  enlargement  of  both  ventricles. 

As  a  result  of  the  elasticity  of  the  bones  of  the  thorax  in  children,  enlargement 
of  the  heart  in  them  may  produce  a  definite  and  obvious  local  bulging  of  the 
chest  wall  in  the  cardiac  area. 

Having  determined  the  position  and  character  of  the  impulse,  mapped  out 
carefully  the  area  of  cardiac  dullness,  and  thus  arrived  at  the  conclusion  that 
the  heart  is  increased  in  size,  the  next  step  is  to  determine  not  only  what  par- 
ticular part  is  enlarged,  but  also  the  actual  cause  of  the  enlargement. 

ENLARGEMENT    OF    THE     LEFT    VENTRICLE. 

The  left  ventricle  may  become  enlarged  in  : — 

1.  Aortic  Disease  : — 

Stenosis  and  regurgitation 

Regurgitation 

Stenosis 

Aneurysm  of  the  first  part  of  the  aorta  involving  the  aortic  ring. 

2.  Mitral  Regurgitation  : — 

Disease  of  the  mitral  valve 

Dilatation  of  the  left  ventricle  involving  the  mitral  ring. 

3.  Arteriosclerosis  and  Granular  Kidney. 

4.  Alcoholism. 

5.  Long-continued  Over-exertion  : — 

Athletes 

Workers  at  laborious  occupations,   e.g.,  stokers,   firemen,   furnacemen, 
blacksmiths. 

6.  ExophthMlmle  Goitre. 

7.  CoagenIM  H0Mrt  Dfsease. 
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I.  Aortic  Disease. 

Aortic  disease  may  cause  very  great  enlargement  of  the  heart— cor  bovinum 
or  bovine  heart.  In  the  Guy's  Hospital  Museum  there  is  a  heart  of  this  kind 
which  weighs  53  ounces,  the  normal  weight  being  about  10  ounces. 

Stenosis  and  regurgitation  is  the  commonest  form  of  aortic  disease,  then 
regurgitation,  and  pure  stenosis  is  the  rarest. 

Aortie  Stonosb  and  Ragurgltotlon. — In  addition  to  the  cardiac  impulse  being 
displaced  downwards  and  outwards,  and  the  cardiac  dullness  being  much  increased 
towards  the  left,  there  are  many  signs  and  symptoms  which  are  characteristic 
of  this  valvular  lesion. 

Patients  are  usually  anaemic,  and  the  carotid,  brachial,  and  other  superficial 
arteries  are  seen  to  be  pulsating  forcibly. 

A  feeling  of  faintness  on  rising  from  the  supine  to  the  erect  posture,  dizziness, 
headache,  a  sensation  of  throbbing  in  the  extremities,  palpitation,  dyspnoea,  and 
precordial  pain  on  exertion  are  all  early  manifestations  of  this  disease.  As 
comp>ensation  fails,  the  dyspnoea  and  palpitation  increase,  oedema  of  the  legs 
supervenes,  pain  becomes  worse,  and  is  felt  not  only  over  the  region  of  the  heart, 
but  tends  to  radiate  into  the  left  shoulder  and  arm,  and  it  may  be  followed  by 
true  attacks  of  angina  pectoris. 

The  curious  splashing  or  "  water-hammer  **  pulse  is  pathognomonic  ;  it  is 
best  appreciated  if  the  radial  pulse  is  felt  when  the  arm  is  raised,  the  pulse- wave 
striking  the  finger  with  a  sudden  sharp  jerk,  and  then  as  suddenly  collapsing. 
When  compensation  fails,  the  pulse-rate  may  become  rapid  and  the  beats  irregular 
and  intermittent,  as  in  mitral  disease,  but  earlier  in  the  disease  the  rate  and 
rhythm  are  normal. 

Capillary  pulsation,  which  may  be  detected  in  the  lips,  finger-nails,  and  skin, 
is  a  very  characteristic  sign.  It  can  be  demonstrated  best  by  drawing  the  edge 
of  one  of  the  nails  two  or  three  times  across  the  skin  of  the  forehead  or  abdomen 
so  as  to  produce  a  line  of  hyperemia,  which,  if  carefully  watched,  will  be  seen  to 
blush  and  pale  alternately,  each  blush  being  sjmchronous  with  the  pulse. 

The  cardiac  impulse  is  in  the  fifth,  sixth,  seventh,  or  even  eighth  space  in  or 
outside  the  left  nipple  line,  and  may  be  situated  as  far  out  as  the  anterior  axillary 
line.  The  further  the  impulse  is  down,  the  larger  the  left  ventricle,  and  the 
further  it  is  out,  the  more  the  dilatation  of  this  cavity.  When  the  impulse  is 
forcible,  heaving,  and  limited,  it  indicates  that  hypertrophy  predominates ;  when, 
on  the  other  hand,  the  impulse  is  diffused  and  feeble,  dilatation  preponderates. 
Young  people  may  present  well-marked  bulging  in  the  precordial  area. 

A  systoUc  thrill  may  be  felt  over  the  base  of  the  heart,  especially  over  the 
second  right  intercostal  space  close  to  the  right  border  of  the  sternum.  More 
rarely  a  diastolic  thrill  may  be  felt  also  or  independently. 

The  area  of  cardiac  dullness  is  increased  in  a  downward  and  outward  direction. 

On  auscultation,  a  systolic  and  early  diastolic  murmur  are  heard  over  the 
base  of  the  heart.  The  former  usually  replaces  the  first  sound,  is  loudest  in 
the  second  right  intercostal  space  close  to  the  sternum,  and  is  transmitted  u|>- 
wards  towards  the  clavicle  and  into  the  carotids.  It  varies  in  character,  being 
in  some  cases  soft  and  faint,  and  in  others  harsh,  rough,  and  loud.  The  dia- 
stolic might  be  described  as  post-systolic,  for  it  replaces  the  second  sound  ;  it 
is  generally  soft  and  blowing  in  quaUty,  though  in  rare  instances  it  is  harsh  or 
even  musical.  It  may  be  heard  over  the  upper  part  of  the  sternum  and  on 
both  sides  of  it.  When  the  aortic  incompetence  is  due  to  fibrosis  resulting  from 
endocarditis  following  acute  rheumatism  or  chorea,  it  is  usually  best  heard  to  the 
left  of  the  sternum,  loudest  in  the  third  left  intercostal  space  close  to  the  sternum. 
When  the  incompetence  is  due  to  syphihtic  atheroma  or  to  aneurysm  of  the  first 


Strain.- — Persistent  strain,  which  is  continually  increasing  the  tension  oJ  the 
segments  of  the  aortic  valves  during  the  ventricular  diastole,  is  an  important 
factor  in  the  production  of  aortic  disease.  Occupations  entailing  long  and  con- 
tinued manual  labour,  and  excessive  indulgence  in  athletics  are  the  commonest 
cauMS  of  such  a  continuous  strain  on  the  valve  segments,  and  lead  to  a  ip'adual 
anil  progressive  sclerosis  and  curhng  of  the  edges,  which  narrow  the  width  of 
cusp  and  thus  lead  to  incompetence.  The  tendency  is  not  nearly  so  great, 
however,  in  those  who  have  not  had  syphilis  as  in  those  who  have  ;  so  that 
sclerosis  from  strain  alone  must  not  be  diagnosed  unless  there  be  neither  a  history 
nor  evidence  of  rheumatism,  chorea,  syphilis,  or  alcoholism. 

Syphilis. — A  history  of  syphilis,  and  any  manifestations  of  this  disease  in  the 
form  of  pigmented  scars  on  the  legs,  body,  and  face,  ulceration  of  the  tongue, 
patches  of  leukoplakia,  ulceration,  scarring,  or  perforation  of  the  palate,  necrosis 
of  the  nasal  bones,  etc.,  would  point  to  this  disease  as  the  cause,  and  this  con- 
clusion would  be  strengthened  if  there  were  no  previous  history  of  rheumatism, 
scarlet  fever,  or  chorea.  In  aortic  disease  from  this  cause  the  diastolic  murmur 
is  usually  best  heard  along  the  right  border  of  the  sternum  in  the  third  or  fourth 
right  intercostal  space.  The  patients  are  nearly  all  males  who  have  worked 
hard,  and  their  first  symptoms  are  often  brought  on  by  some  undue  muscular 
efiort  which  strains  the  enlarged  heart,  or  even  bursts  an  atheromatous  patch  in 
the  diseased  valve.  Uncommon  before  forty,  the  lesion  is  met  with  often  enough 
between  forty  and  fifty  ;  in  many  cases  the  heart  has  been  passed  as  normal 
at  forty,  whilst  at  forty-five  the  aortic  regurgitation  is  extreme.  These  patients 
often  suDer  from  very  severe  attacks  of  angina  pectoris,  to  wliich  they  are  much 
more  liable  than  are  rheumatic  aortic  cases. 
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Alcohol. — The  constant  use  of  alcohol  raises  arterial  tension  and  mav  be 
followed  by  sclerosis.  The  general  appearance  of  the  patient,  the  tremor  of 
the  tongue  and  hands,  and  the  history  of  loss  of  appetite  for  breakfast,  morning 
vomiting,  and  cramps  in  the  calves  of  the  legs  at  night,  would  suggest  alcohol  as 
the  cause  in  the  absence  of  any  evidence  of  rheumatism  or  syphilis,  but  alcoholism 
without  syphilis  leads  to  definite  aortic  disease  less  often  than  it  does  to  a 
generally  hypertrophied  heart  which  sooner  or  later  exhibits  fibroid  or  fatty 
degeneration. 

Rupture  of  a  Segment  of  the  Aortic  Valve. — This  is  a  rare  occurrence,  and 
usually  is  brought  about  by  some  severe  and  sudden  muscular  exertion.  The 
following  is  a  good  illustrative  case  of  aortic  regurgitation  caused  by  rupture 
of  a  valve  segment.  A  sailor,  who  had  been  examined  just  previously  by  the 
medical  officer  and  found  to  be  sound,  was  one  day  pulling  on  a  rope,  when 
suddenly  the  strain  on  it  was  unexpectedly  and  much  increased.  He  made  a 
tremendous  effort  to  prevent  the  rope  slipping  through  his  hands,  and  in  doing 
so  fainted,  and  was  picked  up  in  an  unconscious  condition  ;  on  coming  round 
he  was  very  dyspnoeic,  and  complained  of  pain  in  the  precordial  region.  When 
the  doctor  examined  him  again  he  found  a  well-marked  musical  early  diastolic 
murmur  in  the  third  and  fourth  left  intercostal  spaces  close  to  the  sternum,  and 
came  to  the  conclusion  that  as  his  heart  sounds  were  normal  before  the  accident, 
he  must  have  ruptured  one  of  the  segments  of  his  aortic  valve  and  thus  caused 
the  incompetence.  There  is  always  the  possibility,  however,  of  such  a  valve 
having  previously  been  the  site  of  syphilitic  atheroma,  without  bruit,  until  the 
extra  strain  caused  a  weak  spot  in  the  valve  to  give  way  suddenly. 

Congenital  Malformations  of  the  Aortic  Valves  are  extremely  rare,  and  they  are 
to  be  diagnosed  with  great  caution. 

Dilatation  of  the  Aortie  Ring  from  Aneurysm  of  the  first  portion  of  the  Aorta  is 
nearly  always  due  to  syphihtic  atheroma  of  the  aortic  walls,  and  in  such  a  case 
it  will  be  probable  that  there  is  sj^hilitic  disease  of  the  aortic  valves  themselves 
also.  The  dilatation  of  the  aorta  ("fusiform  aneurysm**)  will  be  indicated  by 
definite  impairment  of  note  in  the  second  right  intercostal  space  near  the  ster- 
num ;  and  the  ;r-rays  will  confirm  it.  It  will  be  next  to  impossible  to  assess  with 
any  degree  of  accuracy  how  much  of  the  aortic  regurgitation  is  due  to  the  dila- 
tation of  the  ring  and  how  much  is  due  to  the  concomitant  valve  changes. 

2.  Mitral   Regurgitation. 

As  a  result  of  mitral  regurgitation  the  left  auricle  becomes  dilated  and  hyper- 
trophied, the  left  ventricle  dilated  and  hjrpertrophied,  and  later  from  backward 
pressure  the  right  ventricle  and  auricle  may  be  affected  similarly.  The  chief 
symptoms  are  dyspnoea  on  exertion,  palpitation,  congestion  of  the  face  and  Ups, 
cough,  possibly  haemoptysis,  oedema  of  the  feet  and  legs,  and  distention  of  the 
abdomen  from  ascites  and  enlargement  of  the  Uver.  In  the  early  stages  the  pulse 
may  be  regular,  full,  and  of  low  tension.  When  compensation  begins  to  fail,  the 
pulse  becomes  rapid,  irregular,  and  intermittent. 

The  cardiac  impulse  is  displaced  downwards  and  outwards.  It  may  be  in 
the  fifth  intercostal  space  in  the  left  nipple  Une,  or  outside  it,  or  in  the  sixth 
space  outside  the  nipple  Une.  It  is  usually  diffused. and  there  maybe  epigastric 
pulsation. 

There  may  be  marked  bulging  of  the  precordial  area  in  children. 

A  systoUc  thrill  is  rare,  but  it  may  be  felt  at  the  cardiac  impulse. 

The  cardiac  dullness  is  increased  outwards  and  downwards,  but  also  upwards 
and  to  the  right  when  the  right  side  is  involved. 

At  the  impulse  there  is  a  systoUc  murmur,  usually  of  a  blowing  character, 
which  may  either  follow  or  replace  the  first  sound.     It  is  best  heard  at  the 


4.   Acute  Diialation  0/  the  Heart  from  :— 

Over-exertion  Acute  nephritis. 

Acute  febrile  diseases 

LmIoiu  oI  Uw  Hltnl  Vtlve  :— 

Acute  Endocarditis. — Simple  acute  endocarditis  is  not  a  disease  lut  sf,  but 
occurs  as  a  complication  oi  some  other  disorder,  especially  acute  rheumatism, 
chorea,  and  scarlet  (ever.  It  sometimes  comphcates  tonsillitis,  which  is  in 
many  instances  a  manifestation  of  rheumatism  occurrin);  without  any  changes 
in  the  joints  ;  and  it  should  also  be  remembered  that  in  children  acute  endo- 
carditis mav  be  the  chief,  and  in  lact  the  onlv,  indication  of  an  attack  of 
rheumatism. 

There  are  no  characteristic  symptoms  which  point  to  acute  endocarditis  If 
in  ihe  course  of  acute  rheumatism  the  patient  complains  of  a  little  palpitation, 
precordial  pain,  and  distress,  and  it  is  found  that  the  heart  action  has  increased 
in  rapidity  without  any  increase  in  the  joint  al^ection,  endocarditis  should  be 
suspected.  The  temperature  chart  seldom  indicates  the  complication.  At 
fir^t  the  position  of  the  cardiac  impulse  and  the  heart-sounds  remain  normal, 
but  if  watched  from  day  to  day,  endocarditis  having  developed,  the  impulse 
will  be  found  to  have  moved  outwards,  the  first  sound  becomes  prolonged  ami 
roughened,  then  doubled,  and  in  a  few  days  it  is  either  followed  or  replaced  by 
a  localizod  soft  blowing  systolic  murmur. 

Fibrosis   the    result   of   Previous    Endocarditis  .—U  acute  endocarditis  of  (he 
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mitral  valves  does  not  resolve,  the  valve-flaps  become  sclerosed.  The  valve 
gets  thickened  from  fibrotic  changes,  and  in  the  later  stages  it  may  become  quite 
firm  and  brittle  from  a  deposit  of  lime  salts.  The  chordae  tendinea*  also  may  be 
shortened  and  thickened.  The  circumference  of  the  orifice  may  be  considerably 
increased  in  some  cases,  and  although  the  valve  is  thickened,  it  is  narrowed  if 
measured  from  its  free  edge  to  its  line  of  attachment  to  the  auriculo-ventricular 
ring.  In  the  majority  of  cases,  however,  the  circumference  of  the  orifice  is 
narrowed,  so  that  the  valve  is  not  only  incompetent  but  also  stenosed.  A 
diagnosis  of  fibrosis  after  endocarditis  as  the  cause  of  mitral  incompetence  may 
be  made  if  there  is  a  previous  history  of  acute  rheumatism  or  chorea,  and 
independently  of  such  a  history  if  there  is  evidence  of  stenosis  as  well  as  regurgi- 
tation. If  actual  mitral  stenosis  can  be  diagnosed  with  certainty,  it  must  be 
due  to  fibrosis  from  endocarditis,  though  there  may  of  course  be  recent  endo- 
carditis as  well. 

Infective  Endocarditis  of  the  mitral  valve :  if  there  is  a  mitral  bruit,  any  sudden 
or  radical  change  in  its  character  may  suggest  infective  endocarditis,  especially 
if  any  of  the  symptoms  and  signs  jnentioned  on  page  237  are  present  at  the 
same  time. 

Hypertrophy  and  Dilatation  of  the  Left  Ventricle. 

Secondary  to  Aortic  Disease. — Aortic  disease  leads  to  hypertrophy  of  the  left 
ventricle,  which  is  followed  after  a  time  by  dilatation  of  that  cavity  and  mitral 
regurgitation.  Marked  pulsation  of  the  superficial  arteries,  a  splashing  pulse, 
capillary  pulsation,  and  the  systolic  and  early  diastolic  murmur  at  the  base  of 
the  heart,  the  former  best  heard  in  the  second  right  space  close  to  the  sternum, 
and  the  latter  in  the  third  left  space  close  to  the  left  border  of  the  sternum,  would 
indicate  the  presence  of  aortic  disease.  If  the  patient  has  suffered  from  either 
rheumatism  or  chorea,  the  mitral  regurgitation  might  be  due  to  primary  endo- 
carditis of  the  mitral  valve,  but  if  the  aortic  disease  is  the  result  of  syphilis, 
hard  work,  or  aneurysm  of  the  first  part  of  the  aorta,  then  it  may  be  assumed 
that  the  mitral  regurgitation  is  the  result  of  secondary  dilatation  of  the  left 
ventricle,  and  not  of  primary  disease  of  the  mitral  valve. 

Secondary  to  Increased  Systemic  Blood-pressure  due  to  Chronic  Bright' s  Disease. — 
Associated  with  the  increased  blood-pressure  of  chronic  Bright's  disease,  the  left 
ventricle  hypertrophies  first  of  all,  and  then  after  a  time,  when  compensation  fails, 
dilates  ;  mitral  regurgitation  follows,  and  may  be  succeeded  by  all  the  signs  of 
backward  pressure,  such  as  oedema  of  the  feet  and  legs,  ascites,  enlargement  of 
the  liver^  hydrothorax,  haemoptysis  from  congestion  or  infarction  of  the  lungs, 
and  so  forth.  A  patient  presenting  such  a  group  of  symptoms  may  at  a  first 
glance  be  considered  to  be  a  case  of  primary  disease  of  the  heart,  but  a  careful 
investigation  will  often  enable  one  to  determine  that  the  primary  changes  have 
occurred  in  the  kidneys.  The  radial  artery  may  be  thickened  and  tortuous,  the 
tension  of  the  pulse  higher  than  in  mitral  regurgitation  from  primary  heart 
disease  ;  and  ophthalmoscopic  examination  may  in  many  instances  reveal  the 
presence  of  albuminuric  retinitis  and  retinal  haemorrhages  ;  the  urine  is  variable, 
for  whereas  it  may  formerly  have  been  abundant,  of  low  specific  gravit>'  (1008 
to  1012),  with  only  a  trace  of  albumin,  heart  failure  may  lead  to  its  being 
diminished  in  amount,  of  specific  gravity  1020  or  more-,  and  albumin  may  be 
abundant ;  microscopical  examination,  however,  will  generally  reveal  renal 
tube-casts. 

Secondary  to  Increased  Systemic  Blood-pressure  due  to  Primary  Arteriosclerosis. 
— In  this  disease  there  may  be  signs  of  enlargement  of  the  heart,  mitral  regurgi- 
tation, backward  pressure,  and  a  thickening  of  the  arteries,  but  in  contrast 
to  chronic  Bright's  disease  the  urine  will  be  of  higher  specific  gravity,  and 
there  will  be  no  albuminuric  retinitis.     It  often  becomes  merely  a  matter  of 


severe  ansemia,  wasting  diseases  such  as  cancer,  phthisis,  phosphoruH  poisoning, 
anil  alcohohsm.  It  may  be  a  sequela  of  severe  attacks  of  typhoid  and  other 
specific  fevers.  The  symptoms  and  signs  of  the  condition  are  due  to  the 
diminished  contractile  power  of  the  ventricles  which  leads  to  dilatation.  The 
pulse  may  be  sniall,  feeble,  and  slow — 30  to  40  beats  per  minute — or  it  may 
be  frequent  and  irregular.  The  cardiac  impulse  is  very  feeble  or  imperceptible. 
There  may  be  an  increased  area  of  cardiac  dullness  from  dilatation,  and  the  first 
Bound  may  be  very  faint.  The  )iatient  is  usually  feeble  and  aniinic,  and  suffers 
from  faintness  or  severe  syncopal  attacks  which  come  on  suddenly  and  are 
characterized  by  coma,  convulsive  twitching,  and  stertorous  breathing,  CEdeira 
of  the  legs  and  venous  congestion  of  the  lips  and  face,  which  are  common  in 
valvular  disease,  are  usually  absent.  There  is  dyspnoea  on  exertion,  a  feeling  of 
coldness  and  depression,  and  a  Reneral  impairment  of  the  nutrition  of  the 
muscles,  which  are  soft,  flabby,  an<l  diminislied  in  pou  er.  In  some  cases  attacks 
of  cardiac  "  asthma  "  in  the  early  mornin};  are  complained  of,  and  in  the  later 
sta«;es  of  the  disease  there  may  be  Cheyne-Stokes  breathing. 

The  chief  diagnostic  signs  are  the  feeble  cardiac  impulse,  the  feeble  pulse, 
and  the  weak  first  sound,  associated  with  dyspncca  and  attacks  of  syncope, 
and  the  absence  of  e\'idence  of  other  causes  for  the  heart  symptoms. 

Fibroid  Heart. — Fibroid  degeneration  of  the  myocardium  is  usually  associated 
with  some  obstructive  lesion  of  the  coronary  arteries  caused  by  syphilis.  The 
apes  of  the  left  ventricle  is  the  part  most  frequently  affected.  It  leads  to  a 
thinning  and  weakening  of  the  ventricular  wall,  and  may  l>e  followed  by 
aneurysm  of  the  heart  and  then  by  rupture.  The  enlargement  of  the  heart  is 
chiefly  due  to  dilatation  of  the  left  ventricle.       It  is  one  of  the  causes  ol  sudden 
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death.  The  most  important  symptoms  are :  dyspnoea  on  slight  exertion,  palpi- 
tation, and  precordial  pain. 

The  physical  signs  are  those  of  dilatation  of  the  left  ventricle.  The  pulse  is 
feeble  and  irregular,  and  may  be  slow.  There  may  be  severe  attacks  of  angina 
pectoris.  The  diagnosis  is  more  or  less  a  matter  of  guesswork.  Such  signs  and 
symptoms  in  a  patient  who  has  had  syphiUs  but  neither  acute  rheumatism  nor 
chorea,  and  who  has  neither  aortic  disease  nor  signs  of  granular  kidney  or  arterio- 
sclerosis, might  be  considered  indications  of  this  form  of  cardiac  degeneration. 

Pericarditis — In  pericarditis  the  cardiac  impulse  is  usually  displaced,  and 
the  area  of  cardiac  dullness  increased.  These  physical  signs  jnay  be  due  to 
enlargement  of  the  heart,  or  to  effusion  of  serous  fluid  into  the.  pericardial  sac, 
but  whatever  the  text-books  say  to  the  contrary,  it  is  practically  impossible  to 
difiEerentiate  between  these  two  conditions.  Enlargement  of  the  heart  due  to 
dilatation  is  generally  the  result  of  the  myocardium  being  affected  as  well  as  the 
pericardium,  and  the  cardiac  impulse  is  diffused  and  displaced  outwards.  If  there 
is  an  effusion  of  serous  fluid  into  the  pericardial  sac,  it  is  said  that  the  impulse 
is  displaced  upwards  as  well  as  outwards,  so  that  it  may  be  found  on  a  level 
with,  or  above  and  external  to,  the  left  nipple,  but  this  is  a  very  unreUablesign. 
The  dullness  is  increased  laterally  and  upwards,  and  when  carefully  mapped  out 
it  is  said  to  have  a  triangular  shape,  with  the  base  on  the  diaphragm  and  a  some- 
what rounded  apex  pointing  towards  the  left  clavicle,  and  reaching  to  the  second 
left  intercostal  space  or  higher.  Percussion,  however,  is  quite  unable  to  distin- 
guish between  a  pericardial  effusion  and  a  much  enlarged  heart  without  effusion. 
The  intercostal  spaces  are  filled  out,  and  may  be  almost  obliterated,  so  that 
the  ribs  feel  much  less  prominent  on  this  part  of  the  chest.  On  auscultation,  in 
addition  to  a  systolic  murmur  at  the  impulse  due  to  mitral  incompetence  from 
the  accompanying  dilatation  of  the  left  ventricle,  a  triple  "  cantering  "  sound 
and  perhaps  a  definite  rub  may  be  heard  in  some  part  of  the  precordial  region, 
especially  near  the  sternum,  independently  of  respiration,  and  generally  increased 
in  intensity  by  firm  pressure  of  the  stethoscope.  The  rub  is  audible  whether 
effusion  is  present  or  not. 

Adherent  Pericardium. — Adhesions  between  the  visceral  and  parietal  layers 
of  the  pericardium  are  frequently  found  post  mortem  when  they  had  never  been 
suspected  during  life.  Sometimes,  however,  they  are  associated  with  chronic 
mediastinitis,  or  what  should  more  correctly  be  termed  mediastinal  fibrosis,  the 
outer  surface  of  the  pericardial  sac  becoming  adherent  to  the  thoracic  wall  and 
to  adjacent  structures.  This  condition  usually  leads  to  v^ery  considerable 
nypertrophy  and  dilatation  of  the  heart.  There  may  be  marked  bulging  of  the 
precordial  area  to  the  left  of  the  sternum.  The  cardiac  impulse  may  be  seen 
not  only  in  the  sixth  space  outside  the  left  nipple  line,  but  also  in  the  fifth, 
fourth,  and  third  left  spaces,  and  the  pulsation  may  extend  in  these  spaces  from 
the  left  border  of  the  sternum  to  the  left  nipple  line,  or  even  outside  that  line. 

The  impulse  has  a  curious  wavy  character,  and  it  may  be  noticed  that 
coincident  with  the  impulse  in  the  sixth  space  there  may  be  a  systoUc  retraction 
of  the  spaces  above,  or  of  the  lower  ribs  below  and  outside  the  cardiac  area, 
best  seen  when  the  patient  lies  over  to  the  other  side  with  his  left  arm  raised 
above  his  head.  If  the  heart  is  adherent  to  the  diaphragm,  there  may  be  a 
systolic  retraction  of  the  eleventh  and  twelfth  ribs  on  the  left  side  behind. 
Nearly  all  the  cases  of  adherent  pericardium  of  this  type  exhibit  marked  dilata- 
tion of  the  superficial  veins  in  the  precordial  area.  Diastolic  collapse  of  the 
cervical  veins  is  said  to  occur  also.  On  roUing  the  patient  from  side  to  side 
it  is  found  in  many  cases  that  the  cardiac  impulse  remains  nearly  in  the  same 
position,  not  altering  so  much  as  it  does  in  health  under  similar  circumstances. 
Tlie  band  placed  over  the  heart  may  feel  a  diastolic  shock  or  rebound,  which  is 


From  Acule  Specific  Frufrs.— Similar  signs  and  si-mptoms  occurring  in  the 
course  of  diphtheria,  tj'phoid  lever,  typhus,  scarlet  fever,  erysipelas,  and  other 
fevers,  would  point  to  dilatation  of  the  heart  in  consequence  of  the  toxaemia 
producing  loss  of  tone  in  the  cardiac  muscle  from  parenchymatous  degeneration. 

3.  Arteriosclerosis  and  Granular  Kidney  (see  p,  18). 
4.  Alcoholism. 
Patients  who  have  been  addicted  to  alcoholism  are  liable  to  develop  enlarge- 
ment of  the  heart.  It  is  a  cause  of  which  the  importance  is  frequently 
overlooked.  The  usual  signs  of  hypertrophy  and  dilatation  may  be  present, 
with  mitral  and  tricuspid  incompetence  and  signs  of  backward  pressure.  The 
enlargement  may  be  considerable.  At  a  post-mortem  examination  it  is  by  no 
means  unusual  to  find  the  heart  weighing  as  much  as  from  lo  to  30  ounces.  The 
valves  are  healthy,  the  aorta  is  normal,  and  evidence  of  arteriosclerosis  and 
granular  kidney  is  absent.  Alcoholism  may  therefore  be  suspected  as  the  cause 
of  enlargement  of  the  heart  where  there  is  no  evidence  ol  primary  valvular 
disease,  adherent  pericardium,  arteriosclerosis,  or  chronic  Bright's  disease. 
Other  signs  and  symptoms  oi  alcoholism  may  also  be  present,  e.g.,  loss  of 
appetite,  morning  sickness,  ha;matemesis,  jaundice,  rectal  bleeding  from  hemor- 
rhoids, furred  and  tremulous  tongue,  and  so  on. 


5.    LONC-COSTINUED    OvER-EXE 

produces  hyi>ertrophy  of  the  ventricles,  and  for  a  considerable  period  may 
give  rise  to  no  symptoms  of  disease,  but  after  a  time,  when  compensa.tioa  la\\s 
owing  to  the  hypertrophj'  being   iasuMcieat   to   continue  the  excessive  viQtV., 
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dilatation  is  produced,  and  mitral  incompetence  and  signs  of  backward  pressure 
become  prominent.  The  subjects  of  this  form  of  enlargement  of  the  heart  arc- 
usually  either  middle-aged  men  who  are  robust  and  healthy  in  appearance,  but 
have  had  to  follow  for  many  years  a  laborious  occupation  entaiUng  severe 
manual  labour,  or  else  young  men  of  good  physique  who  have  indulged  in  exces- 
sive athletic  exercises,  such  as  rowing,  football,  boxing,  and  running,  often  with 
insufficient  preUminary  training.  At  first,  palpitation,  dyspnoea,  and  irregular 
cardiac  action  are  noticed.  Later  the  ventricles  dilate  and  the  mitral  vahes 
become  incompetent,  and  all  the  signs  of  backward  pressure  may  follow. 
Enlargement  of  the  heart  from  this  cause  is  much  more  Uable  to  occur  where 
the  patient  is  accustomed  to  take  a  considerable  amount  of  alcohol.  As  a  cause 
of  enlargement  of  the  heart  it  should  not  be  diagnosed  until  primary  valvular 
disease,  granular  kidney,  and  primary  arteriosclerosis  can  be  excluded. 

6.  Exophthalmic    Goitre. 

In  this  disease,  moderate  enlargement  of  the  heart,  as  shown  by  the  displace- 
ment outwards  of  the  cardiac  impulse  and  the  increased  area  of  cardiac  dullness, 
is  common,  and  is  probably  the  result  of  the  long-continued  increased  rapidity 
of  cardiac  action.  It  is  rarely,  however,  the  most  prominent  sign  of  the  disease. 
It  is  distinguished  from  other  forms  of  enlargement  by  the  presence  of  tachy- 
cardia— the  pulse-rate  in  a  well-marked  case  varying  between  120  and  160  or 
being  even  higher  than  this — the  marked  pulsation  of  the  carotids  and  other 
superficial  arteries,  the  exophthalmos,  the  enlargement  and  pulsation  of  the 
thyroid  gland,  the  fine  tremor  of  the  extremities,  the  loss  of  weight,  the 
excitabiUty,  and  the  pigmentation  of  the  skin  of  the  eyehds.  There  is  ver^' 
often  a  loud  blowing  systoUc  bruit  in  the  pulmonary  area,  less  often  one  at 
the  impulse,  but  frequently  one  over  the  thyroid  gland.  Certain  signs  associated 
with  the  names  of  von  Graefe,  Stellwag,  and  Moebius,  are  not  of  the  least 
value  in  making  the  diagnosis. 

7.  Congenital    Heart   Disease. 

When  there  is  a  patent  interventricular  septum  there  may  be  considerable 
enlargement  of  the  heart  from  hypertrophy  and  dilatation  of  both  ventricles. 
It  is  frequently  associated  with  some  narrowing  of  the  pulmonary  orifice.  In 
addition  to  the  symptoms  which  are  common  to  most  forms  of  congenital 
heart  disease,  viz.,  cyanosis,  clubbing  of  the  fingers  and  toes,  dyspnoea,  and 
polycythaemia,  the  cardiac  impulse  will  be  displaced  downwards  and  outwards, 
there  will  be  epigastric  pulsation,  perhaps  a  prolonged  systolic  thrill,  best  felt  over 
the  third  left  intercostal  space  close  to  the  sternum,  an  increased  area  of  cardiac 
dullness  in  all  directions,  and  a  loud  systolic  murmur  at  the  base  of  the  heart, 
the  maximum  point  of  intensity  being  the  third  or  fourth  left  intercostal  space, 
close  to  the  left  border  of  the  sternum.  It  is  often  very  difficult  to  say  whether 
the  lesion  is  pulmonary  stenosis  or  patent  interventricular  septum.  A  well- 
marked  thrill  is  more  constantly  associated  with  the  former  than  with  the  latter, 
but  the  maximum  point  of  intensity  of  the  murmur  produced  by  pulmonary 
stenosis  is  in  the  second  left  space,  close  to  the  left  border  of  the  sternum, 
whereas  in  patent  interventricular  septum  the  murmur  is  loudest  lower  down. 

ENLARGEMENT     OF     THE     RIGHT     VENTRICLE. 

When  the  enlargement  of  the  heart  is  due  to  hypertrophy  or  dilatation  of  the 
right  ventricle,  the  cardiac  impulse  is  displaced  outwards  more  than  downwards, 
there  is  frequently  well-marked  epigastric  pulsation,  and  the  dullness  is  increased 
upwards  and  to  the  right  rather  than  to  the  left.  The  causes  of  enlargement  of 
the  right  ventricle  are  as  follows  : — 


occurs  ia  the  epigastrium  and  in  the  third,  fourth,  and  fifth  intercostal  spaces 
close  to  the  sternum.  On  placinR  the  palm  of  the  hand  over  the  reRion  of  the 
cardiac  impulse  and  the  adjacent  fourth  and  filth  intercostal  spaces,  a  character- 
istic thrill  mav  be  felt.  It  usually  has  a  curious  rough  gratinif  quality.  It  is 
diaMoLc  in  rhythm,  and  may  be  felt  to  terminate  suddenly  in  a  sharp  shock 
which  IS  synchronous  with  the  apex  beat.  The  dullness  is  increased  upwards 
from  the  third  left  rib  to  the  second,  or  even  higher;  it  extends  well  to  the 
ri^ht  of  the  sternum,  hut  it  does  not  reach  far  to  the  left,  though  in  a  few  cases 
it  extends  to  the  leit  nipple  hne,  even  when  mitral  stenosis  is  the  only  lesion 
present.  The  more  the  dullness  extends  to  the  left,  however,  the  less  likely  is 
the  diagnosis  of  mitral  stenosis  alone  to  be  correct. 

At  or  just  inside  the  cardiac  impulse,  a  loud,  rou^h,  rumbling,  vibrating 
bruit  may  be  heard,  which  runs  up  to,  and  is  continuous  with,  a  loud,  accentuated, 
slappini;  tirst  sound,  which  may  or  may  not  be  followed  by  a  systolic  murmur. 
This  characteristic  bruit  may  occupy  the  whole  of  the  diastole,  and  may  com- 
mence with  a  doubling  of  the  second  sound.  It  increases  in  intensity  until  it 
finally  ends  in  the  loud  first  sound.  It  may,  however,  be  shorter,  and  commence 
in  the  middle  or  latter  part  of  diastole.  It  is  usually  termed  a  late  diastolic  or 
presystolic  bruit,  as  it  runs  up  to  and  is  continuous  with  the  first  sound.  The 
other  abnormal  signs  to  which  mitral  stenosis  may  give  rise  are  de.scribed  on 

All  Ibe  Conditions  wbteh  cause  EnlarKtmBiit  ot  the  Lett  Vantrlele.— W'hen- 

evt-r  compensation  Ixrgins  to  fail  in  cases  of  mitral  regurgitation  from  any 
cause,  aortic  disease,  enlarsement  of  the  leit  ventricle  from  chronic  Bright's 
disease,    arteriosclero.iis,   alcoholism,    or   other    causes    discussed    above,    and 
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there  is  backward  pressure  through  the  lungs,  hypertrophy  of  the  right  ventricle 
serves  to  maintain  compensation  for  a  time.  The  increase  in  the  size  of  the 
right  ventricle  would  be  indicated  by  the  advent  of  epigastric  pulsation  and  a 
further  increase  of  the  dullness  to  the  right  of  the  sternum,  but  the  diagnosis  of 
its  cause  would  rest  upon  data  already  discussed  under  the  heading  of  mitral 
regurgitation  (see  p.  239). 

2.  Diseases  of  the  Lung. 

Fibroid  Lung  gives  rise  to  symptoms  and  physical  signs  so  characteristic 
that  there  is  rarely  any  difficulty  in  making  a  diagnosis.  The  hypertrophy  of 
the  right  ventricle  is  of  secondary  importance,  and  does  not  become  manifest 
until  late  in  the  disease.  On  account  of  the  retraction  of  the  lung,  the  heart  is 
drawn  over  towards  the  affected  side,  and,  in  consequence  of  the  displaced  cardiac 
impulse  and  the  increased  area  of  pulsation,  it  may  appear  to  be  much  larger 
than  it  really  is.  When  the  right  lung  is  affected,  there  may  be  w-ell-marked 
epigastric  pulsation,  and  the  cardiac  impulse  may  be  to  the  right  of  the  sternum 
in  the  fifth  intercostal  space,  the  maximum  point  being  in  some  cases  as  far  out 
as  the  right  nipple  line.  When  the  left  lung  is  affected,  the  heart  may  be  pulled 
over  towards  the  left,  so  that  the  cardiac  impulse  is  situated  in  the  anterior,  or 
even  in  the  mid-axillary  line.  In  consequence  of  the  shrinking  of  the  lung,  more 
of  the  anterior  surface  of  the  heart  will  Ue  in  contact  with  the  thoracic  wall, 
and  there  may  be  therefore  an  increased  area  of  visible  pulsation  in  the  second, 
third,  or  fourth  intercostal  space.  In  addition  to  the  displacement  of  the  cardiac 
impulse,  there  is  a  diminution  in  the  size  and  a  decrease  in  the  movement  of  the 
affected  side  of  the  chest,  the  shoulder  is  drawn  down,  the  spine  curved  with 
the  concavity  towards  the  affected  side ;  there  is  increased  tactile  vocal  fremitus, 
impairment  of  note  on  percussion,  and  possibly  a  cracked-pot  sound ;  and,  should 
there  be  dilated  bronchial  tubes,  there  are  cavernous  or  amphoric  breathing, 
bronchophony,  pectoriloquy,  and  loud  crackling  rdles.  With  the  exception 
of  compensatory  emphysema,  there  may  be  no  sign  of  disease  in  the  other  lung, 
a  point  which  helps  to  distinguish  this  condition  from  phthisis. 

The  chief  symptoms  are  chronic  cough,  dyspnoea,  abundant  expectoration  on 
rising  in  the  morning,  the  sputum  often  being  foetid  on  account  of  the  bronchi- 
ectasis which  is  so  frequently  associated  with  fibroid  lung.  The  patient  may  be 
well  nourished  and  show  no  signs  of  loss  of  flesh.  Haemoptysis  occurs  occasion- 
ally, but  no  tubercle  bacilU  will  be  found  in  the  sputum.  There  is  often 
extreme  clubbing  of  the  fingers. 

Chronie  Bronehitis  and  Emphysema  may  so  increase  the  volume  of  the  lungs 
that  they  completely  cover  the  anterior  surface  of  the  heart ;  consequently  the 
cardiac  impulse  may  be  invisible,  the  superficial  cardiac  dullness  diminished  or 
absent,  and  the  heart  sounds  faint  or  even  inaudible.  In  these  circumstances 
it  is  not  an  easy  matter  to  diagnose  with  certainty  the  presence  of  enlargement 
of  the  heart.  Should  there  be  dilatation  of  the  right  ventricle  as  well  as  hyper- 
trophy, and  also  tricuspid  regurgitation,  a  systohc  murmur  may  be  heard  over 
the  lower  part  of  the  sternum  and  in  the  fourth  and  fifth  left  intercostal  spaces 
close  to  the  sternum,  and  oedema  of  the  legs,  ascites,  enlargement  of  the  liver,  and 
albuminuria  may  also  be  present.  If,  in  addition,  there  are  signs  of  pulmonary 
emphysema,  viz.,  the  cubical  chest,  wide  epigastric  angle,  increased  tactile  vocal 
fremitus,  hyper-resonant  percussion  note,  diminished  area  of  hepatic  and  cardiac 
dullness,  increased  voice  sounds,  diminished  vesicular  murmur  \*ith  prolongation 
of  the  expiratory  sound,  with  or  without  non-consonating  r&les  and  rhonchi, 
and  if  there  are  no  indications  of  fibrosis  of  the  heart  valves  from  former  endo- 
carditis, chronic  Bright's  disease,  or  primary  arteriosclerosis,  enlargement  of  the 
heart  with  failure  of  compensation  as  a  result  of  chronic  bronchitis  and  emphy- 
sema may  be  diagnosed. 


ENLAHGEMEHT   OF  THE  THYROID  GLAND.— (See  Thyroid  Gland,  En- 

LARGEUENI   OP.) 

EHOPHTHALHOS  (or  RelrMllon  ot  the  EyebaU).— This  may  occur:  (i)  in 
wasting  diseases  ;  (l)  In  paralysis  of  the  cervical  sympathetic  ;  (3)  In  various 
congenital  affections. 

I.  The  enophthalmos  in  wasting  diseases  is  due  to  the  absorption  of  the 
orbital  fat,  and  the  diagnosis  as  regards  the  eye  presents  no  difficulty. 

z.  Enophthalmos  due  to  paralysis  of  the  cervical  sympathetic  is  always 
associated  with  the  other  well-defined  symptoms  of  this  condition,  namely, 
diminution  in  the  size  ot  the  palpebral  aperture,  constriction  of  the  pupil,  and 
absence  of  sweating  and  blushing  on  the  paralyzed  side.  The  pupil  is  constricted 
owing  to  the  paralysis  of  the  dilator  fibres,  the  pupil  therefore  not  dilating  in  a 
feeble  light. 

3.  In  certain  congenital  cases,  there  is  well-marked  retraction  associated  with 
defective  or  irregular  movements  of  the  affected  eyeball.  The  ocular  muscles 
are,  as  a  rule,  inserted  much  farther  back  in  the  sclerotic  than  is  normally  the 
case.  The  condition  appears  to  be  due  to  the  absence  or  defective 
the  extrinsic  muscles  oi  the  eye,  and  may  be  recognized  by  it 
birth.  Hirbirl  L.  Eason. 

ENUBESIS  is  the  term  used  to  denote  micturition  that  is  carried  out  involun- 
tarily by  the  reflex  stimulation  of  the  detrusor  muscle  of  the  bladder.  It 
occurs  almost  exclusively  in  children,  and  although  most  frequently  confined 
to  the  night,  it  may  occur  in  the  day.  It  must  be  distinguished  carefully  from 
incontinence  of  urine ;  the  patient  has  usually  full  control  of  micturition  during 
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the  day,  although  sometimes  the  desire  to  urinate  must  be  satisfied  quickly  or 
a  Uttle  dribbling  may  take  place.  In  this  disease,  the  child  completely  empties 
the  bladder,  often  without  waking,  once  or  several  times  during  the  night. 
The  bladder  need  not  be  quite  filled  for  micturition  to  occur,  for  it  takes  place 
in  the  early  hours  of  the  night. 

Enuresis  is  often  accompanied,  and  may  be  caused,  by  slight  affections,  such 
as  phimosis,  balanitis,  small  urinary  meatus,  vulvitis,  constipation,  or  intestinal 
worms,  the  correction  of  which  remedies  the  trouble,  but  in  other  cases  there 
seems  nothing  to  promote  the  excitabihty  of  the  detrusor  muscle.  It  is  cured 
not  infrequently  by  an  operation  for  the  removal  of  enlarged  toi\§ils  and 
adenoid  growths,  or  after  the  administration  of  small  doses  of  thyroid  extract. 
It  has  been  stated  that  the  condition  is  due  to  faulty  development  or  deficient 
innervation  of  the  sphincter  muscle,  or  to  spasm  of  the  detrusor;  but  it  is 
difficult  to  reconcile  these  affections  in  practice.  If  the  sphincter  muscle  were 
paralyzed  or  deficient,  there  would  be  true  incontinence  of  urine  present, 
whereas  this  is  not  so,  and  the  children  are  often  of  good  development  and 
health.  It  is  probable  that  the  infantile  condition  in  which  the  detrusor 
muscle  holds  the  mastery  over  the  sphincter  persists,  and  it  is  a  relative 
disparity  between  the  innervation  of  the  two  sets  of  muscles,  so  that  the  con- 
traction of  the  detrusor,  which  normally  is  held  in  check  by  the  sphincter,  is 
able  to  overcome  the  comparatively  weak  action  of  the  latter.  When  enuresis 
persists  throughout  childhood,  it  may  disappear  at  puberty,  when  the  prostate 
gland  enlarges  and  strengthens  the  action  of  the  sphincteric  apparatus. 

It  is  important  to  exclude  both  pyelitis  and  oxaluria  before  a  diagnosis  of 
simple  enuresis  is  made.  In  either  case  nocturnal  micturition  may  be  the  chief 
symptom  ;  microscopical  examination  of  the  centrifugaUzed  deposit  will  at 
once  detect  the  pus  cells  or  the  excess  of  calcium  oxalate  crystals  respectively. 

R.  H.  Jocelyn  Swan. 

EOSINOPHILIA  denotes  a  relative  increase  in  the  coarsely  granular  eosino- 
phile  cells  of  the  blood  (Plate  II,  Fig.  L)  ;  it  is  determined  by  preparing  blood 
films  and  making  a  differential  leucocyte  count.  Normally,  the  coarsely  granular 
eosinophile  cells  vary  from  o  to  2  per  cent ;  the  point  at  which  eosinophilia 
begins  is  quite  arbitrary ;  but  one  may  say  that  although  it  is  unusual,  under 
perfectly  healthy  conditions,  to  find  more  than  2  per  cent  of  these  cells  in  the 
differential  count,  they  should  reach  5  per  cent  or  more  before  the  term 
eosinophilia  is  applied  to  the  condition.  It  is  probable  that  some  normal  people 
have  upwards  of  5  per  cent  of  these  cells,  but  beyond  this  point  they  are  nearly 
always  pathological. 

One  may  divide  the  causes  of  eosinophilia  under  main  headings  as  follows  : — 

I. — Conditions  in  which  Eosinophilia  is  slight.  Inconstant,  and  of  little  diagnostic 
significance  : — 


Post-febrile  states,  after  : — 
Scarlet  fever 
Pneumonia 
Acute  articular  rheumatism 

Affections  of  the  bone-marrow  : — 
Splenomedullary  leukaemia 
Sarcoma  of  bone 
Rickets 


Measles 

Varicella 

Malaria 


Osteomyelitis 
Osteomalacia 


Addison's  disease 

After  certain  remedies,  particularly  camphor 

In  ovarian  maladies  Gonorrhcea 


ami  (.;),  whilst  sometimes  during  paroxysmal  asthma  they  may  reach  25,  50,  or 
even  more  per  cent,  and  they  are  often  over  20  per  cent  in  the  severer  forms  of 
parasitic  disease.  The  eosinophilia  of  leukemia  has  often  had  stress  laid 
upon  it  in  text-books,  but  as  a  matter  of  fact,  although  the  coarsely  granular 
eosinophile  cells  per  cubic  millimetre  of  blood  may  be  considerably  above  the 
normal  aloni?  with  all  the  other  corpuscles,  yet  when  reduced  to  percentages  in 
the  iJihcrential  leucocj-te  count,  the  eosinophile  corpuscles  seldom  number  more 
than  I  or  3  per  cent  of  all  the  while  cells  present. 

The  value  of  eosinophilia  in  discriminating  between  artificial  bleb- formation 
and  a  true  biillims  dermatasn  is  mentioned  ia  the  article  upon  Bcll^  [q".). 

The  difficulty  sometimes  present  in  deciding  whether  in  a  given  case  the 
lesion  ls  primary  emphysema  and  bronchitis,  or  primary  aslhma  succeeded  by 
emphysema  and  bronchitis,  is  discussed  under  Polvvria  ;  and  the  value  of  eosino- 
philia in  discriminating  between  truly  asthmatic  cases  and  those  which 
simulate  asthma  but  are  really  cardiac,  renal,  or  hronchitic,  is  there  referred  to. 
It  should  be  noted  that  the  eosinophilia  is  not  confined  to  the  blood,  being 
present  also  in  the  cells  in  the  sputum  ;  it  occurs  during  the  paroxysms  of 
:isthma,  and  rapidly  disappears  in  the  intervals. 

When  a  patient  is  suffering  from  an  obscure  form  of  anaemia,  and  when  the 
blood  at  the  same  time  exhibits  considerable  eosinophilia,  the  latter  may  some- 
times lie  the  first  suggestion  that  there  is  a  serious  parasitic  infection  in  the  case, 
and  careful  examination  of  the  fseces  or  urine  for  the  parasites  themselves  or 
for  their  ova,  with  the  administration  of  anthelmintic  drugs,  may  then  be  resorted 
to  for  confirmation  of  the  diagnosis  (see  Parasites,  Intestinal).  Persons 
who  have  been  resident  in  the  tropics  are  more  liable  to  unsuspected  infection 
of  this  kind  than  are  others.  Herbert  Punch. 
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EPIPHORA,  or  overflow  of  the  tears,  may  be  due  to  (i)  Increased  secretion  ; 
(2)  The  puncta  lachrymalia  not  being  in  close  apposition  to  the  globe  ;  (3)  Obstruc- 
tion of  the  lachrymal  canaliculi  or  duct. 

1.  The  most  familiar  cause  of  epiphora  due  to  increased  secretion  of  tears 
is  the  act  of  weepings  in  which  the  flow  is  due  to  psychical  stimuli.  Epiphora 
may  also  occur  in  the  lachrymation  caused  by  conjunctivitis ^  corneal  ulcers^ 
and  other  inflammatory  aflections  of  the  eye. 

2.  Tears  only  find  their  way  down  the  canaliculi  by  capillary  attraction, 
the  puncta  lachrymalia  being  applied  closely  to  the  surface  of  the  globe.  In 
facial  paralysis,  owing  to  the  failure  of  the  orbicularis  palpebrarum  muscle,  the 
lids  are  no  longer  braced  up  against  the  eye,  and  the  lower  lid  droops  away  from 
the  globe.  The  tears  collect  in  the  sulcus  thus  formed,  and  run  over  on  to  the 
cheek.  The  condition  is  easily  diagnosed  by  the  inability  to  close  the  eye 
entirely,  either  by  passive  or  active  movements.  In  cases  of  chronic  marginal 
blepharitis,  hypertrophy  of  the  lid-edge  and  the  conjunctiva  result  in  a  slight 
eversion  or  ectropion.  The  punctum  lachrymale  of  the  lower  lid  is  no  longer 
in  apposition  with  the  eye,  and  epiphora  follows,  causing  continual  moisture  of 
the  edge  of  the  lids  and  aggravation  of  the  original  condition. 

Cicatricial  ectropion  from  burns ,  injury,  scleroderma,  or  lupus  of  the  cheek  may 
also  result  in  epiphora  ;  and  so  may  severe  propiosis  (see  Exophthalmos),  result- 
ing from  tumours  or  inflammation  at  the  back  of  the  orbit,  or  from  Graves'  disease. 

3.  The  lachrymal  ducts  may  be  congenitally  obstructed.  The  obstruction  is 
usually  unilateral,  and  is  due  to  a  plug  or  septum  of  uncanalized  epithelium 
situated  in  the  lower  part  of  the  duct.  The  epiphora  is  as  a  rule  not  evident  till 
the  seventh  or  eighth  day,  at  which  period  the  infant  first  begins  to  shed  tears, 
and  owing  to  the  suppuration  of  the  tears  collected  in  the  lachrymal  sac,  the 
malady  may  be  mistaken  for  a  chronic  conjunctivitis.  The  unilateral  nature 
of  the  affection,  and  the  presence  of  tears  or  pus  in  the  sac,  are  the  diagnostic 
signs,  and  the  obstruction  may  generally  be  cured  by  a  single  probing  of  the  duct 
through  the  dilated  but  uncut  canaliculus.  Congenital  absence  of  one  or  both 
canaliculi  has  been  recorded.  Stenosis  of  the  lachrymal  duct  may  also  occur  as 
the  result  of  catarrhal  congestion  <H  the  mucous  membrane,  or  from  some  organic 
obstruction,  due  to  cicatrization  following  abscess  in  the  lachrymal  sac  or  necrosis 
of  the  bones  forming  the  walls  of  the  duct.  The  diagnosis  can  only  be  made 
by  syringing  through  the  canaliculi ;  in  catarrhal  obstruction,  fluid  can  usually 
be  forced  into  the  nose,  but  in  organic  stricture  it  is  returned  through  the  other 
canaliculus.  In  such  cases  the  stenosis  can  be  relieved  by  the  passage  of  a 
probe,  after  slitting  the  lower  or  upper  canaliculus. 

Excision  of  the  lachrymal  sac  for  chronic  suppuration  is  always  followed  by 
epiphora,  but  this  condition  may  often  be  preferable  to  the  discomfort  caused  by 
recurrent  lachrymal  abscess  and  the  risk  of  corneal  ulcer  with  h5^popyon. 

Injury  to  the  duct  or  canaliculus  may  also  cause  permanent  epiphora. 

Herbert   L.  Eason. 

EPISTAXIS — rhinorrhagia,  or  bleeding  from  the  nose,  is  a  common  occur- 
rence that  may  be  due  to  local  or  general  causes,  or  to  a  combination  of  both. 
In  a  certain  number  of  cases  it  occurs  spontaneously,  and  no  cause  can  be 
indicated. 

Loeal  Causes. 

Injury. — Falls,  blows,  fractures  of  the  base  of  the  skull,  foreign  bodies  in  the 
nose,  operations  on  the  nose,  violent  coughing,  sneezing  or  nose-blowing,  nose- 
picking. 

Ulceraiion. — Traumatic,  tuberculous,  syphilitic,  malignant,  leprous. 

New  growth. — ^Adenoid  growths,  polypi,  fibroma,  angioma,  malignant  disease, 
in  the  nose  or  nasophsurynx. 


bleeding. 

In  every  case  of  epistaxis,  the  historj'  of  the  atlack  should  be  gone  into  care- 
fully. Particular  enquiry  should  be  made  as  to  the  occurrence  of  any  sort  of 
trauma  that  might  account  for  it,  and  also  as  to  the  occurrence  of  previous  attacks 
o(  nose -bleeding.  More  important  still  is  a  careful  examination  of  the  local 
condition  of  the  nose,  with  use  of  a  nasal  speculum  to  dilate  the  nares,  and  of 
a  mirror  and  lamp  to  secure  a  good  illumination.  In  many  cases,  the  bleeding 
point  can  be  seen  in  this  way,  whether  the  hiemorrhage  be  arterial  or  venous  ; 
the  so-called  "  seat  of  election  "  of  epistaxis  being  a  small  and  perhaps  ulcerated 
spot  on  the  cartilage  of  the  septum  not  far  from  its  junction  with  the  ethmoid 
and  vomer.  In  other  instances  no  such  bleeding  point  can  be  seen,  the  blood 
being  the  result  of  general  oozing  from  the  mucous  membrane.  Examination 
of  the  urine  for  albumin  should  not  be  overlooked,  and  the  arterial  blood -pressure 
may  be  measured  instrumentally. 

Raeamnt  Epistaitli  at  irregular  intervals  is  likely  to  be  due  to  some  local 
cause.  For  example,  there  may  be  a  small  ulcer  on  the  septum  nasi,  due 
perhaps  to  injury  in  the  first  instance,  that  scabs  over  from  time  to  time 
but  never  heals  satisfactorily;  a  comparatively  trifling  injury,  such  as  that 
occasioned  by  blowing  the  nose,  may  suffice  to  detach  the  scab,  when  epistaxis 
may  follow.  Malignant  disease  of  or  about  the  nose,  and  also  adenoid  vegetations, 
often  give  rise  to  repeated  nose- bleeding.  Epistaxis  has  been  a  prominent 
symptom  in  the  rare  hereditary  disease  in  which  numerous  friable  telangiectases 
appear  about  the  surfaces  of  the  body  and  on  mucous  membranes. 

Considerable  aid  in  diagnosing  the  probable  cause  of  an  epistaxis  is  a.tiot&e4 
by  the  age  of  the  patient.     In  infancy,  the  cause  is  likely  to  be  \oca,\  ■,  \a\\s  Wt 
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not  infrequent,  foreign  bodies  are  often  introduced  into  the  nose,  the  habit  of 
nose-picking  may  be  formed,  or  syphilitic  disease  of  the  nasal  l)ones  may  become 
established.  In  childhood,  falls  and  blows  on  the  nose  are  common,  the  tempta- 
tion to  insert  foreign  bodies  up  the  nose  still  asserts  itself,  adenoid  growths  in 
the  nasopharynx  are  common  ;  and  general  causes  such  as  heart-disease,  diseases 
of  the  blood,  or  obscure  conditions  of  local  congestion,  may  exist  and  account 
for  the  onset  of  epistaxis.  About  the  age  of  puberty  nose-bleeding  may  occur 
in  either  sex,  and  particularly  in  girls,  not  only  in  consequence  of  the  causes 
enumerated  already,  but  also  spontaneously.  In  the  healthy,  or  apparently 
healthy,  young  adult,  almost  any  of  the  list  of  local  and  general  causes  may 
account  for  nose-bleeding  ;  diagnosis  here  must  rest  upon  the  results  of  the 
examination  into  the  local  conditions  of  the  nose,  and  the  general  state  of  the 
organs  of  the  body.  In  the  old,  on  the  other  hand,  and  in  middle-aged  patients 
of  plethoric  habit,  high  blood -pressure  with  or  without  general  arterial 
disease  becomes  the  most  important  factor  in  determining  the  occurrence  of 
epistaxis.  Nose-bleeding  in  such  persons  may  sometimes  be  regarded  as  a 
natural  remedy  for  the  plethora  from  which  they  suffer,  and,  indeed,  not 
infrequently  does  reheve  them  from  such  symptoms  as  a  sense  of  fullness  and 
congestion  of  the  head,  tinnitus  aurium,  or  the  appearance  of  flashes  of  light 
or  muscae  volitantes  before  the  eyes.  In  other  instances,  it  may  serve  as  a 
warning,  drawing  attention  to  the  abnormally  high  blood-pressure  and  to  the 
chronic  interstitial  nephritis  or  arteriosclerosis  that  underlies  it.  Examination 
of  the  urine  in  these  cases  will  often  show  that  the  specific  gravity  is  low,  and 
that  a  trace  of  albumin  is  present ;  the  heart  will  be  enlarged,  the  first  sound 
at  the  impulse  thudding,  prolonged,  or  even  replaced  by  a  soft  blowing  murmur, 
whilst  the  aortic  second  sound  will  be  very  much  accentuated. 

A.  J.  Jex'Blake 

ERUPTIONS,  BULLOUS,   VESICULAR,  Etc.— (See  Bull^,  Vesicles,  Etc.) 

ERYTHEMA  is  a  local  congestion  of  the  skin,  manifesting  itself  by  a 
superficial  redness  which  disappears  on  pressure.  Though  anatomically  the 
rashes  of  the  infectious  fevers  are  erythematous,  they  have  no  independent 
existence  as  pathological  processes,  but  are  the  result  of  the  irritation  caused  by 
specific  poisons  in  the  blood-stream.  They  will  not  therefore  be  considered  in 
this  place.  Nor  shall  I  deal  with  the  eruptions  caused  by  drugs  or  by  enemata, 
for,  though  often  erythematous  in  app>earance,  they  are  due  either  to  a  toxic 
action  of  the  chemical  substances  on  the  nerve  centres,  or  to  direct  irritation  of 
the  peripheral  ends  of  the  nerves  supplying  the  integument. 

Erythema  simplex — characterized  by  patches  of  redness  on  any  part  of  the 
cutaneous  surface,  scarlet  at  first,  afterwards  pinkish,  which  gradually  fade  away, 
often  with  slight  desquamation — is  distinguished  from  urticaria  by  the  absence 
of  the  wheals,  and  the  comparatively  persistent  nature  of  the  eruption,  and  from 
erysipelas  by  the  fact  that  the  reddened  area  is  not  raised  and  is  not  bounded  by 
a  sharply  defined  edge.  The  local  symptoms,  too,  are  milder,  and  usually 
there  is  no  systemic  disturbance.  If  the  h>'peraemia  is  transitory,  the  red  patches 
coming  out  suddenly  and  disappearing  in  a  day  or  two,  the  condition  is  styled 
erythema  fugax. 

In  erythema  solare  the  history  of  exposure  to  the  sun  will  supply  the  diagnosis, 
and  the  same  may  be  said  of  the  erythema  and  dermatitis  set  up  by  exposure  to 
the  ;r-ravs. 

Erythema  intertrigo,  occurring  in  parts  where  two  opposed  surfaces  of  skin 
chafe  each  other,  is  a  simple  erythema  modified  by  the  secretion  of  the  sweat- 
glands.  It  is  readily  distinguished  from  eczema  by  the  absence  of  weeping. 
When  it  occurs  in  children  it  may  possibly  be  confused  with  the  erythema  of 


ol  erylliftna  patattimma  under 
rythemas  under  NAi'KiN-REi;tON  Erittions. 

Malcohn  Morns. 

ERYTHRiEMIA.— (Sec  Polvcvth^.mia.) 

ERYTHROPSIA.— (See  Vision,  Defects  of.} 

EXOPHTHALMOS   lor  Proploilsl— May   be   bilateral   or    unilateral. 

BUataral  Exophtbilmos.— The  commonest  cause  of  tlii";  condition  is  Craves' 


uhich  the  txophthalmos  is  associated  with  other  Ki-neral  symptoms. 
such  as  tachycardia,  swelling  of  the  th\-roicl  ^land,  line  tremors,  and  ||;eneral 
nervousness.  The  eyes  are  pushed  iorwaril  to  a  varyinR  extent  (see  Facies. 
Fif-Sj,  p.  ii'lj,  in  some  cases  the  protrusion  Ix^iny  so  uTcat  that  they  cannot  any 
longer  be  entirely  covered  by  the  lids.  The  protrusion  causes  the  upper  lid  to 
be  unusually  raised,  and  the  eyes  look  wide  of>en,  yi*  ini;  the  patient  an  expression 
ol  alarm  or  astonishment  (Stellwa^j's  sign,  due  to  spasm  of  the  levator  palpebral 
supt-riori.'l.  When  the  eyes  are  lowered,  the  upper  lids  do  not  descend  to  the 
same  extent  as  the  cornea,  but  leave  a  broad  portion  of  the  sclerotic  visible 
above  the  cornea  (von  Graefe's  sikii).  Winking  lakes  place  less  frequently,  and 
converfjence  of  the  eyes  is  sometimes  rendered  tiifiicult  (the  si^n  of  Mocbius). 

Bilateral  exophthalmos  may  also  Ik  caused  by  Ihromliiisis  of  the  cavernous 
iiniis^s.  This  condition  is  usually  secondary  to  some  furuncle  or  carbuncle  of 
ihe  skm  of  the  face  in  the  region  of  the  eye,  to  orbital  cellulitis,  or  suppuration 
in  the  accessory  sinuses  of  the  nose.  Il  usually  starts  on  one  side,  and  invariably 
spreads  to  both  in  the  later  stages  of  the  attack.  The  eyes  arc  protruded  and 
tlxed,  the  eyelids  are  red  and  engorged,  and  the  frontal  and  ophthalmic  veins  aie 
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increased,   and   the   outlook  becomes  much  more  serious — for  the   crescentic 
marginal  ulcer  that  now  forms  on  the  cornea  may  lead  to  the  setting  up  of  iritis. 
In  other  instances  of  conjunctivitis  the  inflamed  membrane  is  seen  to  be  studded 
with  small  raised  bodies  the  size  of  a  pin's  head — follicular  conjunctivitis.     In 
trachoma,  or  granular  conjunctivitis,   small  greyish  or  pink  granules  appear 
in  the  conjunctival  fornices.     Bilateral  conjunctivitis  often  occurs  in  epidemics 
("  pink  eye  "),  sometimes  in  connection  with  influenza  or  German  measles. 
It  must  be  remembered  that  acute  conjunctivitis  is  often  secondary  to  the 
intrusion  of  some  foreign  body  into  one  or  other  of  the  conjunctival  sacs,  to  a 
corneal  ulcer,  to  keratitis,  to  inflammatory  processes  (such  as  a  stye)  in  other 
parts  of  the  ocular  apparatus,  and  that  all  these  may  be  in  more  urgent  need  of 
detection  and  treatment  than  the  conjunctivitis  itself.     It  must  be  distinguished 
from   such   non-inflammatory  or  chronic   conjunctival  conditions  as   oedema, 
sub-con junctival  haemorrhage,  Pinguecula,  as  well  as  from  inflammations  of 
the  sclerotic,  iris,  and  cihary  body.     The  conjunctival  oedema  of  Bright's  disease 
(Bright's  "  bright  eye  ")  or  severe  heart  disease,  in  which  the  bulbar  conjunctiva 
becomes  prominent,   shiny,   and   obviously   oedema tous    on    close   inspection, 
should  hardly  be  mistaken  for  inflammation,  even  when  the  vesseit  are  dilated 
by   passive   hyperaemia,   as   they   often   are.      Subconjunctival   hcemorrhage  or 
ecchymosis  follows  the  rupture  of  a  small  vessel  in  the  bulbar  conjunctiva  and 
the  escape  of  blood  into  its  lax  tissue,  with  the  result  that  a  vivid  or  dark-red 
patch  forms  over  a  part  or  the  whole  of  the  white  of  one  or  both  eyes.     It  occurs 
as  the  result  of  vascular  over-stress,  and  is  common  in  old  people  with  sclerotic 
arteries.     In  the  young  it  may  be  seen  after  the  severe  straining  of  whooping- 
cough,  vomiting,  lifting  heavy  weights,  an  epileptic  fit ;   while  in  cases  of  head- 
injury  it  is  symptomatic  of  haemorrhage  into  the  orbit  from  fracture  of  the 
base  of  the  skull.     Such  an  ecchymosis  is  distinguished  from  conjunctivitis 
by  its  uniformly  red  colour,  the  absence  of  a  network  of  dilated  vessels  in  it, 
and  by  its  sharp  limitation  from  adjoining  normal  parts  of  the  conjunctiva. 
Pinguecula  is  the  name  given  to  a  chronic  yellowish  thickening  of  the  scleral 
conjunctiva  where  it  is  most  exposed  at  the  inner  and  outer  margins  of  the  cornea. 
It  results  from  prolonged  exposure  to  weather,  wind,  and  dust,  occurs  in  the 
second  half  of  life,  and  even  when  its  vessels  are  injected  it  should  hardly  be 
mistaken  for  conjunctivitis.      Inflammation  of  the  sclerotic,  called  scleritis  if 
deep,  episcleritis  if  more  superficial,  though  not  common,  is  found  in  rheumatic, 
gouty,  or  syphilitic  adults.       It  takes  the  form  of  small  dusky-red  or  violet 
inflamed  spots  in  the  sclerotic,  placed  near  the  corneal  margin,  and  covered  by 
the   more   or  less  injected   conjunctiva.      Periodic    and    transient  attacks  of 
episcleritis  have  been  described  by  Hutchinson  ("  hot  eye  ").     The  deep  and 
dusky  injection  of  scleritis  should  suffice  to  distinguish  it  from  conjunctivitis. 

The  general  diagnosis  of  Iritis,  of  inflammation  of  the  ciliary  body  or  Cyelltis, 
and  of  the  common  combination  of  the  two,  or  Iridocyclitis,  from  conjunctivitis, 
is  indicated  in  the  table  opposite.  Apart  from  trauma  and  from  the  spread  of 
infection  through  the  cornea,  these  conditions  are  due  to  syphihs  in  over  half  the 
cases,  to  rheumatic  infection  in  many  of  the  remainder,  to  diabetes,  tuberculosis, 
or  gonorrhoea  in  others.  The  pain  felt  is  often  extremely  severe.  It  is  neuralgic 
in  character,  and  not  confined,  as  it  is  in  conjunctivitis,  to  the  inflamed  eye. 
It  radiates  into  the  brow  (supra-orbital  neuralgia),  the  side  of  the  no^e,  the 
malar  region  ;  and  in  the  syphilitic  cases  is  often  worst  at  night.  Inflammation 
of  the  ciliary  body  as  well  as  of  the  iris  is  to  be  diagnosed  if  deposits  of  pigmented 
lymph  are  seen  in  the  anterior  chamber  or  in  the  vitreous,  if  the  inflammation 
is  so  severe  as  to  bring  about  oedema  of  the  upper  eyelid,  if  the  ciliary  region 
is  tender,  and  if  the  tension  of  the  eyeball  is  raised — as  it  often  is  in  cyclitis. 
It  is  of  the  utmost  importance  to  the  patient  that  an  iritis  or  iridocyclitis  should 


EYE,     ACUTE    INFLAMMATION     OF 


257 


not  be  diagnosed  as  a  conjunctivitis,  or  glaucoma  as  either  ;  for  complete  loss  of 
sight  may  result  from  the  application  of  the  treatment  suitable  to  iritis  in  a 
case  of  glaucoma,  and  vice  versa. 

Inflammatory  Glaaeoma  is  an  acute  disease  of  the  later  years  of  life,  coming 
on  in  bouts  often  precipitated  by  indiscretions  in  diet  or  regimen,  and  affecting 
both  eyes.  At  first  the  chief  complaint  is  of  attacks  of  obscuration  of  vision, 
and  the  appearance  of  halos  or  rainbows  round  bright  lights — the  same  com- 
plaint may  be  made  in  chronic  conjunctivitis.  During  a  mild  attack  of  glaucoma 
there  is  a  feeling  of  tension  in  the  eye,  and  often  a  dull  frontal  headache,  in 
addition  to  the  loss  of  vision.  In  severe  attacks  the  pain  is  very  violent,  radiating 
from  the  eyes  to  the  head,  the  ears,  the  teeth ;  oedema  of  the  lids  and  of  the 
congested  conjunctiva  is  also  common.  Examination  of  the  eyes  will  show  the 
signs  tabulated  above ;  ophthalmoscopically,  glaucomatous  cupping  of  the 
optic  disc  Mrill  be  seen  so  long  as  the  media  remain  transparent  {Plate  VIII, 
Fig.  V).  Subacute  or  simple  glaucoma  may  occur  in  young  persons  or  in 
adults  ;  but  for  its  slower  course  and  the  absence  of  severe  attacks  it  resembles 
inflammatory  glaucoma.  The  importance  of  discriminating  between  iritis  and 
glaucoma  cannot  be  over-emphasized  ;  for  the  exhibition  of  atropine  or  some 
similar  mydriatic  is  the  sine  qud  non  of  the  treatment  of  iritis,  whilst  in  glaucoma 
it  is  contraindicated. 

The  points  which  serve  to  differentiate  these  three  conditions  from  one  another 
have  been  summarized  in  tabular  form  by  Dr.  Eason  as  follows  : — 


Conjunctiva 


-t 


Conjunctivitis 


Conjunctival  vessels  ' 
bright    red     and 
injected ;  movable  I 
over  subjacent ' 
sclerotic :      injec- 
tion most  marked 
away  from  corneo- 
sclerotic    margin ; 
colour    fades    on 
pressure 


Ikitis 


Ciliary  vessels  in- 
jected, deep  or 
bluish-red ;  most 
marked  at  comeo- 
sclerotic  margin : 
colour  does  not 
fade  on  pressure 


C.LAL'COMA. 


Both  conjunctival 
and  ciliary  vessels 
injected 


Cornea 


;  Clear,  sensitive 


Clear,  sensitive 


Steamy,     hazy,    in- 
sensitive 


Anterior  chamber     Clear,  normal  depth    Aqueous  turbid,  |  Very  shallow 

anterior  chamber 
I  slightly  shallow 


Iris 


1  Normal  colour 


Pupil 


Black,  active 


Tension 


Normal 


Injected,       swollen,     Injected 
adherent  to   lens,  1 
and         muddy, 
coloured 


May  be  filled  with  I  Dilated, 
lymph,  small,;  greenish 
fixed  I 


fixed. 


Normal 


!  Raised 


A.  J.  J  ex  Blake. 
^7 


Fif.  jS.—Congrniial  jyphilis,  showrng  Fit;,    jq.  —  Fmciej.   of  cnngeniial 

Phtli'  ly  !>r.  Rrndle  Skart.  Phole  iy  I>,.  S.  A.  A".   Wihtu. 

elsewhere.  Masses  of  fatty  tissue,  like  those  described  tn  cretins,  may  be  found 
scattered  about  the  neck  and  trunk. 

The  slow  speech,  the  expressionless  face,  and  the  general  attitude  of  the 
patient  may  suggest  paralysis  agitans,  but  the  diagnosis  may  be  made  readily 
by  panng  attention  to  the  features  just  mentioned,  and  by  observing  the 
slow  pulse  and  subnormal  temperature  in  myxedema,  and  the  effects  of 
th>-roid  treatment, 

Congeitilal  Syphilitic  Fades. — The  victims  of  congenital  syphilis,  after  ten  or 
twelve  years  of  age,  may  present  a  tacies  which  is  highly  characteristic.  An 
overhanging  forehead,  perhaps  frontal  bosses,  a  depressed  nasal  bridge  (Fig,  78), 
striated  scars  radiating  from  the  corners  and  other  parts  of  the  lips  (Fig.  79), 
with  a  sallow,  earthy  complexion,  are  the  most  prominent  features  of  the 
luetic  facies.  Closer  observation  of  the  eyes  and  teeth  may  detect  the 
opacities  of  old  keratitis  and  the  changes  in  the  upper  incisors  which  are 
claimed  by  Hutchinson  to  be  pathognomonic  (Fig.  8o|.  These  teeth  ate  pe^- 
sbaped,  irregul&r,  and  so  deBcieat  in   enamel  over  the  anteriol  and  me&a.U 


depends  chiefly  upon  the  "  stare  "  {Fig.  83).  Surprise  or  fear  is  suggested 
by  the  prominence  of  the  eyeballs  and  the 
retraction  of  the  eyelids.  The  degree  of 
exophthalmos  varies  greatly,  and  it  is  not 
present  in  all  cases  ;  sometimes  it  occurs 
on  one  side  and  not  on  the  other.  Close 
observation  shows  that  the  sclera  is  visible 
between  the  edge  of  the  iris  and  the  eye- 
lids, and  that  the  usual  harmony  of  move- 
ment between  the  eyeball  and  the  eyelid 
is  lacking.  Normal  winking  is  frequently 
much  diminished  or  entirely  in  abeyance. 
The  surface  of  the  conjunctiva  may  be 
abnormally  bright  and  glistening,  and  the 
secretion  of  tears  may  be  excessive.  In 
contrast  with  the  white  of  the  eyeballs, 
there  is  often  considerable  dark  pigmenta- 
tion of  the  eyelids,  which  may  also  be  the 

site  of  some  oedema.     The  size  of  the  pupils  /^>y.  Ss.— F.iniiliihaimic  eqii™- 

varies,  undue  dilatation  occurring   only  in  Pisia  lir  Dr.  s.  A,  A.  Ifi!i'>i- 

exceptional   cases.      A   moist    skin   and    a 
readiness   to   flush   may  often  be   remarked  in  the  face. 

The  Fades  of  Paralysis  Agilans.—la  this  disease,  a  cardinal  symptom  is 
muscular  rigidity,  which  affects  tlie  skeletal  muscles  generally  as  well  as  those 
of  the  face.     The  ocular  muscles,  however,  escape.     It  is  due  to  this  fact  that 


^>/.  as.-ACTomtEaly.  Ill-Ill.       I  lie  iniicaseu 

weight   of    the  lower 
part  of  the  face  tends  to  malie  the  head  lean  forward  aiid  pcitiaps  ultimately 
to  rest   upon  the  sternum.      Id  some   cases 
the   lower  jaw  is  not  affected,  and   the  face 
may    be    described    as    abnormally    square 
ilype  Carrie). 

Fades  of  Mongolian  Idiocy.— Thia  facies  is 
so  characteristic  that  the  diagnosis  may 
often  be  made  at  sight  {Fig.  89  ;  sec  atso 
DwAHFiSM).  The  head  is  brachycephalic ; 
the  palpebral  fissures  slant  obliquely  inwards 
and  downwards  towards  a  broad  fiat  nose, 
rendered  even  broader  by  the  presence  of 
epicanthus ;  the  eyelids  show  signs  of  chronic 
blepharitis  ;  the  ears  are  large  and  pitcher- 
shaped  ;  the  lips  arc  fissured  and  often 
left  open  to  allow  a  coarse  tongue  to 
protrude  (Figs.  90,  gi) ;  the  forehead  is 
downy,  and   the    hair  of   the  scalp    scanty, 

wiry,  and    frequently   mouse- coloured  ;     the  fif.  69— AchonJiopLasia. 

complexion    is     florid     and  mottled.       The  /'*""  h  Or.  s.  A.  A'.  Ifllien. 


[ast  that  much  fat  remains  undigested. 

It  is  easy  to  exclude  the  first  of  these  three  possibiLties  by  regulating  the 
diet ;  the  other  two  (actors  generally  occur  together,  and  the  chief  diseases  in 
which  fatty  stools  may  be  a  prominent  feature  are  : — 

1.  Those  associated  with  severe  diarrhcca,  especially  where  the  patient  may 

be  having  an  abundance  of  milk,  as  in  : — Typhoid  fever ;   Infantile  diar- 
rhcca ;   Sprue, 

2.  Those  associated  with  jaundice,  especially  where  the  cause  of  the  latter 

also  prevents  the  pancreatic  secretions  from  entering  the  duodenum, 
such  as  : — Chronic  pancreatitis ;  Carcinoma  of  the  duodenum,  including 
the  ampulla  of  Vater. 
The  diagnosis  of  Group  i  need  not  be  discussed  further  here,  for  it  will  be 
indicated  by  other  sj-mptoms  than  the  fatty  stools.  The  different  maladies 
belonging  to  Group  2,  on  the  other  hand,  may  be  directly  indicated  by  the  fatty 
condition  of  the  stools.  If,  for  instance,  there  is  doubt  as  to  whether  the  patient 
is  suffering  from  gall-stones  obstructing  the  common  bile-duct,  or  from  chronic 
pancreatitis,  the  occurrence  of  pale  abundant  stools  upon  the  surface  of  which 
an  iridescent  scum  of  fat  is  obvious,  will  be  in  favour  of  the  latter,  for  fat  can  be 
digested  to  a  far  greater  extent  without  bile  but  with  pancreatic  juice  than  it 
can  be  without  the  latter.  The  symptom  affords  no  means  of  distinguishing 
inflammation  from  new  growth,  however  ;  the  distinction  between  these  will 
depend  mainly  upon  the  duration  of  the  symptoms — growth  of  the  pancreas 
kilis  within  a  few  months  of  producing  fatty  stools,  whilst  chronic  pancreatitis 
may  continue  for  years,  or  even  get  quite  well.  Other  points  I0  be  on  the 
watch  for  would  be  the  presence  of  a  tumour,  of  a  dilated  gall-bladder,  or  of 
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secondary  deposits.  The  age  of  the  patient  is  seldom  much  help,  for  neither 
disease  is  common  before  adult  life.  The  distinction  between  carcinoma  of  the 
head  of  the  pancreas  and  carcinoma  of  the  ampulla  of  Vater  and  duodenum 
may  be  next  to  impossible  without  laparotomy  or  post-mortem  examination  ; 
although  carcinoma  of  the  head  of  the  pancreas,  rare  though  it  is,  is  much 
commoner  than  new  growth  starting  in  the  duodenum  near  the  bihary  papilla. 

Herbert  French. 
FEVER. — (See  Pvrexia,  and  Hyperpyrexia.) 

FINGER,  SORE. — Digital  lesions  may  be  erythematous,  papular,  vesicular, 
bullous,  pustular,  squamous,  or  ulcerative,  representing  a  long  list  of  cutaneous 
affections.  The  erythematous  affections  which  may  attack  the  fingers  are 
erythema,  lupus  erythematosus,  eczema,  urticaria,  chilblains  and  frostbite ; 
the  papular,  lichen  planus  and  lichen  annularis,  pityriasis  rubra  pilaris,  angio- 
keratoma, eczema,  and  papular  syphilides ;  the  vesicular,  scabies,  cheiropom- 
pholyx  (dysidrosis),  eczema,  dermatitis  herpetiformis,  chilblains,  the  irritation 
set  up  by  the  habitual  handling  of  sugar,  or  (in  washerwomen)  by  immersion  in 
water  containing  soda,  or  by  contact  with  such  vegetable  irritants  as  ^hus, 
mustard,  thapsia,  the  common  orange,  eucalyptus  leaves,  arnica,  etc. ;  the 
bullous,  pemphigus,  epidermolysis  bullosa,  dermatitis  herpetiformis,  scabies, 
leprosy,  and  syphilis  (chiefly  in  infants)  ;  the  pustular,  scabies,  boils,  impetigo 
contagiosa,  eczema,  and  pustular  syphilide  ;  the  squamous,  psoriasis,  eczema, 
ichthyosis,  Uchen  planus,  syphiUs,  acanthosis  nigricans,  and  verruca  necrogenica  ; 
the  ulcerative,  bedsore,  chilblains  and  frostbite,  ;r-ray  ulcer,  dissection  wounds, 
lupus  vulgaris,  leprosy,  chancre  and  syphilitic  ulcer,  epithelioma,  Raynaud's 
disease,  diabetic  gangrene,  trophic  ulcer,  and  scleroderma. 

The  diagnosis  of  these  various  affections  will  be  found  under  the  names  of 
the  primary  lesions — papules,  vesicles,  etc. — and  here  it  is  only  necessary  to 
particularize  bedsore,  diabetic  gangrene,  verruca  necrogenica  and  dissection 
wounds,  and  chancre.  Bedsore  on  the  fingers  is  caused  by  friction  between 
the  knuckles  and  the  bedclothes  as  the  patient  raises  himself  to  the  sitting  position. 
It  begins  as  erythema,  and  its  significance  can  hardly  be  mistaken,  though  its 
presence  in  such  a  situation  may  take  the  nurse  by  surprise.  Diabetic  gangrene 
most  frequently  attacks  the  toes  or  other  part  of  the  foot ;  but  occasionally  it 
has  been  observed  in  the  penis,  and  I  have  seen  cases  in  which  the  fingers 
have  been  affected.  Post-mortem  wart,  or  post-mortem  pustule,  the  condition 
sometimes  met  with,  chiefly  on  the  knuckles  and  in  the  interdigital  folds,  in 
those  who  have  to  handle  dead  bodies,  whether  of  human  beings  or  of  the  lower 
animals,  is  a  form  of  tuberculosis,  caused  by  infection  with  living  bacilli  from 
the  dead  tissue.  It  is  sometimes  met  with  also  in  colliers,  in  whom  the  site  of 
inoculation  is  probably  an  abrasion  received  in  the  handling  of  coal.  The 
pustule,  beginning  as  a  flat  papule,  dries  up  and  forms  a  scab,  which,  when  it 
falls  off,  leaves  a  surface  that  is  made  irregular  by  overgrowth  of  papillae.  These 
grow  and  become  harder,  until  they  form  a  warty  mass.  The  avocation  of 
the  patient  will  suggest  the  true  nature  of  the  lesion.  Of  dissection  wounds, 
consisting  of  pustules  or  small  abscesses  on  the  site  of  a  puncture  or  scratch, 
or  of  lymphangitis  and  cellulitis,  which  may  be  followed  by  pyaemia,  the  history 
will  supply  the  diagnosis.  In  chancre  of  the  finger,  usually  met  with  in  mid- 
wives,  nurses,  and  medical  men,  but  occasionally  in  others  also,  a  favourite 
situation  of  the  sore  is  at  the  lateral  nail-groove,  and  in  many  cases  the  lesion 
first  attracts  notice  as  a  persistent  fissure.  If  the  sore  undergoes  induration, 
and  there  is  enlargement  of  glands,  the  diagnosis  can  no  longer  be  doubtful. 

Malcolm  Morris. 
FITS. — (See  Convulsions.) 


stomacb  c 

Noti-fetmintalivr  flatulence  occurs  in  almost  all  forms  of  functional  disorder 
of  the  stomach,  but  is  specially  prone  to  occur  in  gastric  atony.  In  that  case 
there  will  l>e  a  well-marked  splash  over  the  gastric  area,  even  some  hours  after 
a  meal,  but  without  any  evidence  of  actual  dilatation  ol  the  organ,  although 
there  may  be  some  gastroptosis.     (See  also  Indigestion.) 

In  other  forms  of  gastric  disorder  flatulence  is  only  a  minor  symptom,  and  of 
little  diagnostic  value. 

Flatulence  is  also  not  an  uncommon  symptom  in  emphysema  of  the  lungs,  and 
in  cases  of  cardial:  disease,  especially  when  due  to  degeneration  oi  the  heart 
muscle.  In  elderly  persons  these  conditions  should  always  be  looked  for.  In 
angina,  also,  flatulence  may  be  a  prominent  symptom,  but  in  that  case  the 
attacks  tend  to  come  on  after  exertion,  and  are  accompanied  by  the  charac- 
teristic pain  of  angina. 

2.  InlMlInal  Platulencs  may  be  either  acute  (see  Meteorism|.  or  chronic 
(intestinal  flatulence  proper).  In  the  latter  case,  it  is  often  attended  by 
colicky  pain,  which  is  relieved  by  the  passage  of  wind.  It  is  important  to  note 
that  flatulence  is  not  a  feature  of  ordinary  constipation.  When  markedly 
present,  it  is  suggestive  either  of  chronic  obstruction  or  of  intestinal  fermentation. 

If  obstruction  be  present,  coils  of  intestine  undergoing  peristaltic  contraction 
are  olten  to  be  seen,  and  there  is  marked  constipation,  sometimes  alternating 
with  diarrhcea.  A  diagnosis  of  the  exact  cause  of  the  obstruction  may  necessitate 
the  use  of  the  sigmoidoscope,  or  even  of  an  exploratory  operation.  In  cases  of 
ittieslinaJ  fermeittation.  either  constipation  or  diarrhcea  may  be  present.     Micro- 
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scopic  examination  of  the  stools  is  often  of  help  in  elucidating  the  nature  of 
the  fermentative  process,  undigested  muscle  fibres  (proteid  fermentation  or 
putrefaction)  or  an  excess  of  starch  cells  (carbohydrate  fermentation)  being 
seen.     (See  also  Diarrhoea.)  Robert  Hutchison. 

FLUSHING. — The  difference  between  flushing  and  blushing  is  that  the 
former  only  occasionally,  the  latter  invariably,  arises  from  emotion,  and  that 
the  emotions  which  find  expression  in  blushing  are  always,  as  Darwin  points 
out,  the  result  of  excessive  self-attention — shyness,  shame,  and  modesty.  A 
flush  may  begin  instantaneously  in  all  the  parts  in  which  it  is  felt,  or,  arising 
in  a  lower  region,  it  may  ascend  to  the  head,  or,  beginning  in  the  head,  it  may 
descend  to  some  part  of  the  body,  or  it  may  pass  both  upwards  and  down- 
wards (Harry  Campbell).  The  sensation  varies  in  severity,  and  may  be  actually 
painful.  The  nerve-storm  generally  ends  in  a  cold  stage,  though  this  may 
precede  the  hot  stage.  The  cutaneous  symptoms  may  be  accompanied  or 
followed  by  nausea,  vomiting,  fainting,  a  sense  of  suffocation,  numbness,  tremors, 
tinnitus,  giddiness,  palpitation,  paresis.  The  physical  states  and  conditions 
from  which  flushing  arises  include  menstruation  and  menstrual  irregularities, 
the  climacteric,  pregnancy,  lactation,  chlorosis,  indigestion^  feeble  circulation, 
general  debility ;  it  may  also  be  an  expression  of  emotion,  may  be  caused  by 
alcoholic  indulgence,  or  may  merge  into  an  epileptic  aura.  If  it  becomes 
chronic,  the  skin  of  the  face,  especially  of  the  flush  area — the  middle  third 
of  the  face — is  permanently  reddened,  and  the  case  becomes  one  of  rosacea. 
Sooner  or  later  the  superficial  vessels  undergo  dilatation.  Hypersecretion  and 
retention  of  sebaceous  matter  follow,  and  inflammation  may  be  set  up.  The 
inflammatory  process,  becoming  chronic,  may  give  rise,  especially  if  the  patient 
is  much  exposed  to  the  weather,  to  hypertrophic  thickening  of  the  skin  of  the 
nose,  with  lobulation  (rhinophyma) . 

The  condition  or  habit  which  is  the  cause  of  rosacea  will  be  deduced  from  the 
history,  especially  as  regards,  tea,  alcohol,  and  dyspepsia,  and  from  examination 
of  the  patient.  Rosacea  is  distinguished  from  acne  vulgaris  by  the  absence  of 
comedones,  the  redness  of  the  affected  surface,  the  limitation  of  the  eruption  to 
the  face,  the  telangiectasis,  the  hypertrophy,  and  by  its  being  an  affection  of 
middle  life  rather  than  of  puberty.  It  differs  from  lupus  erythematosus  in  the 
absence  of  scaliness  and  of  atrophic  scarring,  in  the  border — which  is  not  raised 
and  shows  no  signs  of  active  spreading — and  by  its  fluctuations.  Seborrhceic 
eczema  may  be  met  with  in  the  flush  area,  but  it  is  usually  associated  with  sebor- 
rhoea  capitis,  there  is  no  telangiectasis,  and  the  affected  surface  is  oily  or  scaly. 
From  tertiary  syphilides^  rosacea  is  distinguished  by  its  slow  course,  its  s^inmetry, 
the  dilatation  of  blood-vessels,  and  the  absence  of  any  tendency  to  ulceration 
and  scarring,  or  to  atrophy.  In  syphilis,  further,  there  will  be  the  stigmata  or 
the  history  of  earlier  lesions.  Malcolm  Morris. 

FOOT-DROP. — (See  Paraplegia  ;  and  Paralysis  of  One  Lower  Extremity.) 

FORGETFULNESS.— (See  Amnesia.) 

FORMICATION.— (See  Pruritus.) 

FRACTURE,  SPONTANEOUS.  —  Spontaneous  fracture  signifies  fracture  of 
a  bone  from  causes  which  ordinarily  would  have  been  inadequate.  Tremendous 
muscular  efforts  sometimes  lead  to  the  breaking  of  bones  without  any  external 
violence,  but  this  variety  would  not  be  included  under  the  heading  of  spontaneous 
fracture  if  the  degree  of  muscular  effort  seemed  adequate.  A  man  has  been 
known,  for  instance,  to  dive  into  shallow  water,  and  in  order  to  bring  himself  to 


Spontaneous  fractures  in  general  paralysis  of  Ike  insane  occur,  like  the  aural 
haematomata  of  this  disease,  at  a  late  stage  when  the  patient  is  bedridden.  They 
may  arouse  suspicion  that  the  attendants  have  been  unduly  rough  in  their 
handling  of  the  patient ;  but  so  atrophic  do  the  tissues,  and  particularly  the 
bones,  become,  that  the  latter  may  fracture  from  slight  and  otherwise  inadequate 
causes.  The  diagnosis  will  have  been  made  months  or  more  previously,  by 
reason,  first,  of  the  mental  changes  of  the  patient,  particularly  ideas  of  grandeur  ; 
and  secondly,  by  the  occurrence  of  convulsive  seizures  after  there  have  been 
chanses  in  the  patient's  mental  condition  for  a  longer  or  shorter  time.  The 
case  is  generally  that  of  a  man  who  has  suffered  previously  from  syphilis,  for 
which  treatment  was  not  very  prolonged,  and  whose  business  has  entailed  much 
mental  hard  work,  and  possibly  worr>',  in  a  city.  Confirmatory  evidence  maybe 
obtained,  if  need  be,  by  finding  relatively  large  numbers  of  small  lymphocytes 
in  the  cerebrospinal  fluid  removed  by  lumbar  puncture,  and  Wassermann's 
serum  reaction  for  syphilis  may  be  positive. 

Before  concluding  that  spontaneous  fracture  of  a  bone  is  due  either  to  neuro- 
trophic causes,  or  to  fragilitas  ossium,  it  is  important  to  exclude  the  possibility 
of  pnmary  or  secondary  new  growth  in  the  affected  bone,  or  tuberculous  caries. 
It  may  be  that  the  patient  is  already  suffering'  from  a  bony  swelling,  such  as 
myeloid  sarcoma,  before  the  fracture  takes  place,  or  it  may  be  known  that  there 
is,  or  tias  been,  a  primary  growth  elsewhere ;  for  instance,  in  the  pelvis,  breast, 
or  stomach,  in  which  case  the  spontaneous  fracture  of  a  bone  would  suggest 
that  a  second  metastasis  has  occurred  at  the  site  of  fracture,  eroding  the 
bone  until  it  finally  broke  from  a  trivial  cause.  The  chief  difficulties  arise,  first, 
when  there  are  no  symptoms  of  the  primary  growth  itself,  for  ii 
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case  of  a  diffuse  carcinoma  of  the  stomach  of  the  indiarubber-bottle  type  ;  and 
secondly,  when  the  patient  is  really  suffering  from  tuberculous  caries  whose 
existence  has  been  entirely  unsuspected.  As  an  instance,  one  might  mention 
the  case  of  a  woman  fifty  years  of  age,  who,  seeming  to  be  in  perfectly  robust 
health,  was  standing  in  her  kitchen,  when  her  son  unexpectedly  entered, 
causing  her  to  start  suddenly,  giving  her  body  a  twist  at  the  same  time.  This 
movement  was  immediately  followed  by  paral3rsis  of  both  legs,  and  it  seemed 
as  though  the  sudden  muscular  exertion  had  led  either  to  a  haemorrhage  or 
to  a  fracture-dislocation  of  the  spine  ;  the  cause  for  the  fracture  was  in  itself 
inadequate,  however,  and  it  would  not  have  produced  the  S3rmptoms  had  there 
not  been  spinal  caries  which  had  been  slowly  eroding  the  bones  for  some  time 
previously,  until  they  now  gave  way  as  the  result  of  what  would  otherwise  have 
been  a  trivial  movement.  The  diagnosis  in  cases  of  the  kind  depends  chiefly 
upon  remembering  the  possibilities,  and  not  omitting  a  most  careful  exami- 
nation of  every  part  of  the  body.  When  the  ;r-ray3  are  available,  they  may 
sometimes  be  of  considerable  value  in  detecting  a  neoplasm  or  a  tuberculous 

focus  in  the  affected  bone.  Herbert  French. 

'< 

FREQUENCY  OF HICTURITION.— (See  Micturition,  Abnormalities  of.) 

FULLNESS,  SENSE  OF. — A  sense  of  fuUness  may  be  felt  in  the  abdomen  in 
any  condition  which  leads  to  abdominal  distention.  Such  distention  may  be 
due  to  the  presence  of  Flatulence  (q.v.)^  of  Ascites  {q.v,),  or  of  a  tumour,  or 
enlargement  of  any  of  the  abdominal  viscera.  It  is,  therefore,  by  itself,  of  little 
diagnostic  value.  Robert  Hutchison. 

FUNGOUS  AFFECTIONS  OF  THE  SKIN.  — We  here  include  (I)  Favus, 
(II)  Ringworm f  (III)  Eczema  marginatum,  (IV)  Tinea  imbricata,  (V)  Tinea 
versicolor,  and  (VI)  Erythrasma. 

I. — Favus. 

In  man  this  affection  is  due,  in  about  99  per  cent  of  cases,  to  inocula- 
tion with  the  Achorion  schonleinii.  Four  other  achorions,  of  animal  origin, 
have  been  identified,  and  it  has  been  proved  that  the  affection  can  be  com- 
municated from  animals  to  man,  but  the  instances  are  so  rare  as  to  be  negligible. 
Between  the  achorions  on*  the  one  hand  and  the  microsporons  and  trichophytons 
on  the  other  (see  Ringworm,  p.  272),  there  are  close  morphological  resemblances, 
but  the  clinical  differences  are  well  marked. 

Favus.  while  showing  a  distinct  preference  for  the  scalp,  may  attack  any 
part  of  the  skin  (Fig.  93),  and  even  a  mucous  membrane.  The  characteristic 
lesion — a  tiny  sulphur-yellow  disc  with  a  cup-like  depression  in  the  centre,  resemb- 
ling both  in  colour  and  in  shape  a  honeycomb  (hence  favus),  and  in  hairy  parts 
pierced  by  a  hair — can  hardly  be  mistaken.  An  even  more  unmistakeable 
diagnostic  point  is  furnished  by  its  peculiar  mousy  smell.  The  lesion  begins 
as  a  collection  of  whitish  material,  somewhat  resembling  a  pustule,  which  grows 
and  presently  becomes  dry  and  friable.  The  cup-like  disc  can  then  be  detached 
from  the  epidermis,  leaving  a  pimply,  smooth,  greasy  surface.  As  they  grow, 
the  discs  often  run  together.  In  a  later  stage  roughish  crusts  are  formed, 
separated  by  pale,  bluish-pink  scars.  The  crusts,  when  broken  up,  are  seen 
under  the  microscope  to  consist  of  spores,  varying  much  both  in  size  and  shape, 
and  of  short  threads  of  myceUum,  which  may  penetrate  into  the  mucous  layer 
of  the  epidermis,  and  may  even  reach  the  derma ;  this  never  occurs  in  tricho- 
ph3rtosis.  Hairs  affected  with  favus  are  discoloured  and  lustreless ;  but  instead  of 
breaking  off  as  in  ringworm,  they  may  fall  out.     Under  the  microscope  one  may 


ment  should  be  stopped  for  a  few  days,  when  the  uhitish  points  and  the  discs 
will  usually  have  reappeared.  In  prolonged  cases,  the  crusts  may  be  replaced 
by  an  irregular,  lumpy,  dirty -yellowish  accumulation,  but  the  odour  of  iavus 
will  still  remain.  At  this  stage  the  discaw  may  resemble  psoriasis  of  the  scalp  ; 
but  there  is  a  much  greater  loss  of  hair,  the  scales  are  less  pearly,  and  even  when 
no  discs  or  sulphur-yellow  scabs  can  be  seen  about  the  edges,  the  lustreless  hair 
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and  the  atrophic  scarring  left  by  the  scabs  are  sufficiently  distinctive  of  favus. 
The  scarring  may  suggest  lupus  erythematosus  of  the  scalp,  but  in  that  affection 
the  crusting  and  the  mouse-like  odour  are  absent,  "while  generally  there  are 
characteristic  lesions  on  the  face.  From  both  eczema  and  seborrhcea  favus  is 
differentiated  by  the  fact  that  its  lesions  are  never  diffuse,  but  always  have  a 
definite  margin.     In  alopecia  areata  there  is  no  scahng,  crusting,  or  cicatrix. 

II. — Ringworm. 

All  the  forms  of  ringworm,  whether  of  the  scalp,  the  beard,  the  hairless  skin, 
the  mucous  membrane,  or  the  nails,  are  due  to  fungi  belonging  to  two  different 
famihes,  the  microspora  and  the  trichophyta,  each  of  them  comprising  a  number 
of  different  species.  In  the  one  case  the  affection  is  styled  microsporosis^  or 
tinea  with  small  spores  ;  in  the  other,  trichophytosis ^  or  tinea  with  large  sp>ores. 
Eleven  species  of  ringworm  microsporons  have  been  identified  ;  of  the  tricho- 
phyta, upwards  of  thirty.  In  a  diagnostic  sense,  however,  only  four  species 
of  the  microspora,  and  the  same  number  of  species  of  the  trichophyta,  are  of 
importance.  The  four  microsporons  are  M.  audouini^  M,  felineum,  M.  cants 
and  M.  tardum  ;  the  four  trichophytons,  T.  crateriforme,  T.  acuminatum^  T. 
sulphureum  and  T.  violaceum.  In  both  families  some  of  the  species  are  of 
animal  origin,  and  it  is  these  which  account  for  nearly  all  the  inflammatory 
forms  of  ringworm,  including  kerion. 

Of  the  microsporons,  the  type  species  is  M.  audouini^  which  is  the  cause  of 
some  90  per  cent  of  the  juvenile  ringworm  of  London.  It  is  also  the  cause  of 
much  of  the  juvenile  ringworm  of  Paris,  though  of  much  less  than  was  the  case 
a  few  years  ago.  M.  felineum  and  M.  canis,  closely  allied  species,  are  responsible 
for  an  appreciable  percentage  of  human  ringworms — the  one  in  England,  the 
other  in  France.  M.  tardum ,  the  fourth  species  mentioned  as  of  cHnical  sig- 
nificance, is  occasionally  met  with  in  France.  Of  the  four  clinically  important 
species  of  trichophytons,  the  one  most  frequently  encountered  is  T,  crateriforme. 
Next  comes  T.  acuminatum,  then  T.  sulphureum,  which,  however,  is  not  known 
in  France  ;    and  lastly  T.  violaceum. 

The  division  of  the  ringworms  into  a  small-spored  and  a  large-spored  group 
may  easily  lead  to  confusion  in  diagnosis.  For  among  both  microsporons  and 
trichophytons  the  spores  vary  considerably  in  size,  according  to  the  species. 
Those  of  the  microsporons  may  be  as  large  as  4  /n,  while  those  of  the  trichophytons 
may  be  as  small  as  3  /i ;  the  limits  of  the  one  are  2  to  4  /i,  and  of  the  other,  3  to 
8  ft.  Clinically,  therefore,  microsporosis  and  trichophytosis  are  to  be  differen- 
tiated from  each  other  not  alone  by  the  size  of  the  spores,  but  also  by  their 
shape  and  arrangement  and  modes  of  growth. 

First,  as  to  shape  :  In  microsporosis  the  spores  are,  speaking  generally,  round 
or  ovoid  ;  in  trichophytosis,  they  tend  to  be  square  with  rounded  angles,  or 
oblong  with  sharper  angles.  Still  more  important,  for  diagnosis,  is  the  arrange- 
ment of  the  spores.  In  microsporosis  they  are  dotted  about  irregularly,  and 
the  myceUum  interwoven  with  them  is  curved  and  branching,  and  irregularly 
jointed.  In  trichophytosis  they  are  arranged  in  regular  chains,  and  the 
myceUum  is  short  and  regularly  jointed.  In  microsporosis  the  fungus  forms 
a  greyish  sheath  around  the  hair — whether  of  the  scalp  or  of  the  body — which 
it  eats  away,  fraying  the  edges,  penetrating  to  the  interior  of  the  shaft,  and 
growing  downwards  towards  the  root.  Presently  the  hair  breaks  .off,  at  some 
distance  from  the  follicular  orifice,  and  the  parasitic  sheath  is  disintegrated 
and  may  be  seen  as  a  patch  of  ash-coloured  scales  on  the  epidermis.  In 
trichophytosis,  the  parasite  attacks  the  root  of  the  hair  first,  and  grows  upward. 
The  hairs  are  broken  off  short,  and  no  sheath  is  to  be  seen  outside  the  follicular 
orifice.     By  way  of  qualification,  it  should  be  added  that  a  group  of  small- 


M.  fetineum.  In  the  first  group  pleomorpbism  is  never  met  with  ;  in  the  second, 
on  a  suitable  medium,  a  white  downy  pleomorphism,  quite  different  from  the 
mother  culture,  is  exhibited. 

Of  trichophyton  cultures,  there  are  four  main  types  :  (i)  the  craterifonn  or 
acuminate  ;  (i)  those  with  large  white  growths,  either  powdery  or  velvety  ;  (3) 
the  faviform  ;  (4)  a  single  species,  Epidermophyton  inguinale,  which  is  the  cause 
of  eczema  marginatum.  In  the  lirst  group,  to  which  belong  all  the  four  clinically 
important  species,  the  culture  resembles  the  crater  of  a  volcano,  and  is  white, 
cream-coloured,  or  primrose-coloured,  or  it  is  like  a  mountain  peak  ("  acuminate") 
and  is  grey  or  yellowish  in  colour.  The  parasites  of  this  cultural  group  are  all 
endotriches.  In  the  second  group  the  cultures  are  very  lai^e  and  white,  some 
of  them  powdery,  others  velvety.  The  species  which  yield  cultures  of  this  type 
are  all  endo-ec  tot  riches,  and  are  of  animal  origin.  The  three  species  which  give 
cultures  like  those  of  the  parasites  of  favus,  although  the  clinical  course  of  the 
lesions  and  the  appearance  of  the  fungus  in  the  hair  leave  no  doubt  that  they 
arc  trichophytons,  are  also  of  animal  origin.  The  Epidermophyton  inguinale 
yields  a  yellow-orange  culture,  dry  and  powdery,  but  often  white  and  velvety 
as  the  result  of  pleomorphism. 

RlDKWorin  ol  tha  Scklp  {Tinea  tonsurans). — Both  the  small-spored  and  the 
large-spored  ringworm  of  the  scalp  begin  alike  as  a  small  red  papule,  which 
develops  near  the  orifice  of  a  hair- follicle.  But  the  size,  and  yet  more  the 
shape  and  arrangement  of  the  spores,  and  the  way  in  which  the  hair  is 
attacked,  help  to  distinguish  between  them.  These  points  have  been  touched 
upon  already,  but  it  may  be  added  that  in  trichophytosis  there  is  a  much 
smaller  number  of  stumps  to  be  seen  with  the  naked  eye,  and  that  on  the  surface 
D  1% 
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of  the  scaly  patches,  among  the  remaining  healthy  hairs,  one  may  detect  those 
dark  points  to  which  the  affection  owes  its  name  of  "  black-dot  ringworm." 
These  dots  are  pigmented,  coiled-up  hair-stumps.  If  the  whole  scalp  is  thus 
affected,  the  case  becomes  one  of  "  disseminated  ringworm."  In  tricho- 
phytosis, again,  the  scales  are  scantier,  or  may  even  be  absent,  and  the  outline 
of  the  lesions  is  not  so  rounded  or  so  well-defined.  As  a  rule  it  is  not  difficult 
to  distinguish  tinea  tonsurans,  whatever  its  form,  from  other  scalp  affections, 
the  clinical  picture — the  broken  hairs,  the  black  dots,  the  slight  scaliness, 
the  prominent  folUcles,  the  baldness,  in  varying  degrees,  of  the  involved 
area — being  sufficiently  distinctive.  In  favus  there  is  the  same  dull  and 
brittle  condition  of  the  hair,  but  the  patches  are  not  generally  circular,  while 
in  ringworm  the  cup-shaped  crusts  are  absent,  nor  is  the  skin  atrophic.  The 
broken  hairs  serve  to  distinguish  tinea  tonsurans  from  pityriasis  of  the  scalp 
and  from  psoriasis  of  the  hairy  skin,  since  in  both  these  affections  the  hairs 
fall  out  unbroken.  In  psoriasis,  too,  there  is  a  greater  degree  of  scaUness,  and 
generally  it  is  not  the  scalp  only  that  is  affected.  Nor,  in  psoriasis,  is  loss  of  hair 
usual,  though  it  sometimes  occurs.  In  the  anomalous  form  of  ringworm  known 
as  tinea  decalvanSy  or  as  bald  ringworm^  in  which  the  hair  falls  out  in  places, 
leaving  sniooth  bare  patches,  confusion  with  alopecia  areata  may  be  avoided 
without  much  difficulty.  The  billiard-ball  smoothness  of  the  patches  in  the 
latter  condition  is  not  present  in  ringworm.  Another  differential  feature  is  the 
shape  of  the  short  hairs  found  at  the  edge  of  the  patches  :  in  tinea  tonsurans 
they  are  bent,  whereas  in  alopecia  areata  they  may  be  compared  to  a  note  of 
exclamation  (?)  In  the  latter  condition,  too,  the  hairs  that  remain  are  free  from 
fungus.  In  the  infrequent  cases  of  inflammatory  ringworm,  a  condition  some- 
what resembling  impetigo  or  eczema  may  be  set  up ;  but  the  broken  stumps  and 
the  limited  area  of  the  affection,  together  with  the  history  of  the  case,  should 
prevent  confusion  with  those  affections.  In  these  forms  of  ringworm  again, 
the  lesions  are  sharply  defined,  and  the  pustules  are  invariably  situated  round 
the  hairs.  Seborrhcea  can  be  ruled  out  by  remembering  the  greasiness  of  the 
scales,  the  diffusion  of  the  condition  over  the  whole  scalp,  and  the  absence  of 
patches  of  baldness. 

Ringworm  of  the  Beard  (Tinea  sycosis). — From  ordinary  sycosis  this  affection 
is  distinguishable  by  its  more  rapid  spread,  and  the  greater  lumpiness  of  the 
affected  surface.  In  sycosis  vulgaris,  too,  the  pustules  are  usually  pierced  by 
a  hair,  and  are  quite  small,  and  unless  there  is  much  more  suppuration  than  is 
usual,  the  hairs  do  not  fall  out.  Tinea  sycosis  differs  from  eczematous  folliculitis 
in  the  absence  of  the  serous  discharge  that  marks  the  latter  affection.  In  the 
eczematous  condition,  again,  there  is  but  sUght  if  any  loosening  of  the  hairs, 
so  that  if  they  are  extracted  they  bring  with  them  their  root-sheaths.  The 
affection  is  not  confined  to  the  hairy  parts,  as  in  tinea  sycosis,  nor  do  the  patches 
assume  the  ring-like  form.  The  ring-formation  is  absent  also  in  seborrhcea, 
nor  is  the  hair  involved  as  in  beard-ringworm.  In  the  circinate  tubercular 
syphiloderm^  the  border  of  the  lesion  is  darker  in  colour  and  more  infiltrated, 
and  there  is  either  atrophy  or  pigmentation,  or  both.  Occasionally  the  severer 
cases  of  ringworm  of  the  beard  take  the  form  of  a  single  tumour-Uke  formation 
which  may  be  mistaken  for  a  carbuncle.  But  the  inflammation  is  almost  always 
less  active  than  in  carbuncle,  and  the  swelling  and  pain  are  correspondingly 
less.  In  any  clinically  doubtful  case,  an  examination  of  the  hairs  under  a 
microscope  will  show  whether  or  not  the  case  is  one  of  beard  ringworm  by 
revealing  the  presence  or  the  absence  of  the  trichophytic  fungus. 

Ringworm  of  the  Body  Skin  (Tinea  circinata).— The  small,  red,  shghtly 
raised  spot  which  is  the  first  visible  lesion  of  ringworm  of  the  body,  gradually 
spreads  at  the  edge  and  becomes  scaly.     Fading  away  at  the  centre,  the  redness 


;  yellower,  and  the  mycelial  elements 

III. — Eczema    Marginatum. 

In  this  form  of  ringwonn  of  the  body,  more  frequent  in  tropical  climates  than 
in  Europe,  the  parts  chiefly  attacked  are  the  lower  portion  of  the  abdomen, 
the  groins,  the  buttocks,  the  fold  of  the  nates,  and  the  axilla — parts,  that  is, 
where  the  skin  surfaces  are  in  contact.  The  hair  is  never  involved.  The 
characteristic  feature  of  the  lesions  is  their  broad,  bluff  margin  ;  it  is  scaly,  and 
as  a  rule  papular.  They  are  often  eczematoid,  but  they  can  be  distinguished 
from  eczema  and  from  eczema  seborrhteicum  by  their  gradual  spread  and  broad, 
elevated  margin  and  by  the  ring-like  formation  of  the  early  stage.  If  any  doubt 
remains,  the  microscope  will  clear  it  up  by  revealing  the  parasite,  the  Epidermo- 
phytott   \nguina!e. 

From  eciema  marginatum,  dhobie's  itch  is  very  imperfectly  differentiated. 
It  is  in  fact  a  popular  name  for  all  epiphytic  skin  diseases  of  warm  chmates, 
but  usually  it  connotes  diseases  of  this  group  of  which  the  sites  are  the  inguinal 
regions  and  the  axillx.  Castellani  distinguishes  two  fungi  as  the  cause  of 
dbobie'3  itch,  besides  Epidermophylon  ittguinate,  namely  E.  perneli  and  E. 
rubrum;  and  Manson  holds  that,  in  many  cases,  the  parasites  concerned  are 
MicrospoTon  minulissimum  and  M.  turfur.  For  practical  purposes,  dhobie's 
itch  may  be  regarded  as  another  name  for  eczema  marginatum. 


IV.— Tinea  Imbi 
inea,  known  also  as  Tokelau  ringworm,  was  formerly  peculiar 
c  tropical  climates  in  the  East,  but  now  has  a  wider  area  of 
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distribution.  The  fungus  has  not  yet  been  classified  definitely.  Sabouraud 
holds  it  to  be  a  trichophyton  allied  to  species  of  animal  origin  met  with  in  Europe  ; 
by  other  authorities  it  is  regarded  as  a  lepidophyton.  It  has  not  so  far  been 
cultivated.  The  affection  to  which  it  gives  rise  is  characterized  by  a  concentric 
arrangement  of  closely-set  rings  of  scaly  epidermis.  The  conditions  from  which 
it  has  to  be  distinguished  are  tinea  circinata  and  ichthyosis.  From  the  former 
it  is  differentiated  by  the  greater  abundance  of  the  fungus  elements,  the  tendency 
of  the  process  to  spread  centripetally,  the  absence  of  marked  inflammation 
or  congestion  of  the  rings,  their  concentric  disposition,  and  the  greater  size 
of  the  scales.  From  the  latter,  by  the  presence  of  the  fungus,  the  concentric 
arrangement  of  the  scales,  and  the  fact  that  the  attached  border  of  each  scale 
is  towards  the  periphery,  the  free  border  being  towards  the  centre  of  the  circle, 
or  group  of  circles,  to  which  the  scale  belongs. 

I 

V. — Tinea   Versicolor. 

This  affection,  often  styled  pityriasis  versicolor,  is  caused  by  the  Micro  spot  on 
furfur  J  the  mycology  of  which  is  little  understood.  The  disease  is  contagious, 
but  only  in  a  low  degree.  The  lesions,  confined  to  the  homy  layer  of  the 
epidermis,  take  the  form  of  roundish,  scaly  patches,  with  a  definite  margin,  and 
of  a  colour  varying  from  fawn  to  liver — in  coloured  races,  grey  or  white  ;  in 
p>ersons  who  have  lived  in  warm  climates,  it  may  be  black.  The  hair  is  not 
assailed,  nor  are  the  hands  and  feet.  As  a  rule  the  lesions  are  limited  to  the 
trunk,  but  occasionally  they  extend  to  the  upper  parts  of  the  limbs  :  they  have 
been  mistaken  for  secondary  syphilides,  but  the  colour  and  distribution,  and  the 
large  patches  in  which  they  are  found,  should  serve  to  obviate  the  confusion. 
In  exceptional  cases  the  face  may  be  invaded,  and  the  affection  might  then  be 
confounded  with  chloasma.  From  pityriasis  rosea  and  from  eczema  sehorrhceicum 
it  may  be  distinguished  by  the  absence  of  inflammatory  reaction,  except  in 
persons  who  perspire  freely  ;  in  pityriasis  rosea,  too,  the  upper  parts  of  the  limbs 
are  affected  equally  with  the  trunk.  The  lesions  of  tinea  versicolor  offer  some 
resemblances  to  the  pigmentary  patches  sometimes  met  with  in  leprosy  ; 
but  from  these,  as  from  the  other  cutaneous  manifestations  mentioned,  they 
may  be  differentiated  almost  certainly  by  the  ease  with  which  the  scales  can 
be  detached  by  a  stroke  of  the  finger-nail,  and  quite  certainly  by  the  fungus 
elements  which  may  be  detected  in  the  scales  after  these  have  been  treated  with 
potash.  The  "  spores  *'  are  rounded  and,  like  the  mycelium,  have  a  double 
contour  with  a  diameter  of  3  to  5  ^ ;  they  are  generally  grouped  together  in 
masses,  suggesting  a  resemblance  to  bunches  of  currants. 

VI. — Erythrasma. 

There  are  several  points  of  resemblance  between  erythrasma,  due  to  the 
Microsporon  minutissimunty  and  tinea  versicolor.  In  both,  it  is  only  the  horny 
stratum  of  the  epidermis  that  is  affected,  nor  is  the  hair  ever  attacked.  In 
both,  too,  there  is  but  a  low  degree  of  contagiousness.  The  lesions  offer 
some  Ukeness  to  those  of  tinea  versicolor,  but  they  are  reddish-brown  in  colour, 
and  their  usual  site  is  the  genito-crural  region  or  the  axillae,  or  both,  though 
occasionally,  in  fat  subjects,  there  may  be  extension  to  the  abdominal  and 
submammary  folds  and  those  of  the  large  joints.  In  rare  cases,  erythrasma 
resembles  one  type  of  eczema  marginatum,  but  is  distinguished  from  that  affec- 
tion by  its  low  degree  of  contagiousness  and  its  slow  evolution,  and  by  the 
absence  of  inflammation,  which  also  distinguishes  it  from  eczema  seborrhoeicum 
and  from  pityriasis  rosea.  Any  doubt  between  erythrasma  and  any  other 
affection,  including  tinea  versicolor,  may  usually  be  cleared  up  by  examination 


diagnosia  depends  on  many  other  symptoms  and  signs,  and  it  is  discussed 
elsewhere.  Cerebellar  disease  causes  rather  a  reeling  in  the  gait  than  a  simple 
inco-ordination  in  the  individual  movements  ;  and  here  again,  other  symptoms 
will  be  to  the  front.  Localized  paralyses  of  eye  muscles  may  also  cause  inco- 
ordination ;  this  will  probably  cause  complaints  of  double  vision,  and  may  be 
diagnosed  by  the  fact  that  the  patient  walks  better  with  one  eye  shut  thao 
with  both  open — in  cases  of  some  duration  it  is  quite  likely  that  this  simple 
test  will  not  discover  which  is  the  affected  eye. 

1.  LoGftl  Lou  of  Powsr — The  most  peculiar  illustration  of  this  defect  is  the 
waddling  gait  of  pscudo-hyperlrophtc  paralysis,  calculated  to  get  the  we^ht  of 
the  body  as  speedily  as  possible  on  the  foot  as  a  basis.  The  diagnosis  depends  on 
the  pecuUar  way  in  which  the  patient  climbs  up  himself  (see  Paraplbgta). 
Another  condition  in  which  the  loss  of  power  is  due,  not  to  the  muscles  them- 
selves, but  to  the  position  of  their  attachments,  is  s^^n  \a  congenital  dislocaiioyt 
ol  the  hips  ;  the  gait  here,  too,  is  somewhat  waddling,  the  lower  part  of  the 
back  exhibits  extreme  lordosis,  and  the  belly  is  thrown  forward  through 
attempts  to  balance  on  the  pelvis,  or  rather  to  balance  the  pelvis  on  the  loose 
supports  at   the  hips. 

Other  forms  of  local  loss  of  power  betray  themselves  by  a  limp  or  by  a  dragging 
of  the  foot  or  leg,  and  (or)  peculiar  positions  of  the  feet.  Infantile  paralysis. 
and  old  hemi-  or  mono-  or  para-pUgias  are  the  common  causes  ol  this,  if  it  be 
unassociated  with  pain,  and  enquiry  must  be  made  as  to  mode  oi  onset  and 
ituratioo,  in  completing  diagnosis. 

3.  PalB  on  Walking This  is  at  once  obvious,  because  complained  of  by  the 

patient ;  acute  inflammatory  troubles  of  muscles,  joints,  or  tissues  will  be 
obvious  on  examination,  and  chronic  joint  troubles,  osteo-arthritis,  etc.,  may  be 
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easily  discovered,  chronic  gonorrhoea  or  pyorrhoea  alveolaris  not  being  for- 
gotten as  possible  causes  of  these.  The  only  thing  that  may  escape  observation 
is  hip-joint  disease,  when  pain  in  the  knee  may  be  the  complaint. 

The  only  other  caution  we  can  administer  here,  is  to  warn  practitioners  against 
any  hasty  conclusions  as  to  the  nature  of  a  disease  from  the  gait ;  the  high 
stepping  gait  of  tabes,  the  shuffling  gait  of  lateral  sclerosis,  the  festinating  gait 
of  paralysis  agitans,  are  all  easy  enough  of  recognition  when  a  diagnosis  is  made, 
but  are  too  frequently  absent  or  atypical  to  allow  much  diagnostic  superstructure 
to  be  built  on  them  alone.  Prtd.  J.  Smith. 

GALL-BLADDER  ENLARGEMENT. 

Physleal  Signs. — The  only  physical  method  of  examination  which  is  of  any 
material  assistance  in  determining  the  existence  of  an  enlargement  of  the  gall- 
bladder, is  palpation ;  inspection,  percussion,  and  auscultation  are  seldom  if 
ever  helpful.  On  careful  palpation,  however,  one  may  feel  an  oval,  smooth 
swelling,  which  may  be  no  larger  than  a  hen's  egg,  or  as  big  as  a  swan's,  moving 
downwards  close  behind  the  anterior  abdominal  wall  when  the  patient  inspires, 
descending  either  from  beneath  the  right  costal  margin  near  the  tip  of  the  ninth 
rib,  or  approaching  the  under  surface  of  an  enlarged  and  palpable  liver  in  the 
right  nipple  line.  This  smooth  oval  tumour  generally  extends  inwards  as  well 
as  downwards  as  it  grows  bigger,  so  that  it  may  ultimately  cross  the  middle 
line  below  the  level  of  the  umbilicus.  It  may  be  large  enough  to  be  palpable 
bimanually  in  a  thin  patient ;  but  it  seldom  fills  out  the  loin  in  the  way  that 
a  renal  tumour  would.  It  may  or  may  not  be  tender,  according  as  the  cause 
of  the  enlargement  is  associated  with  inflammation  or  not ;  it  feels  firm  and 
tense,  rather  than  hard  ;  on  careful  percussion  it  may  be  found  to  give  a  very 
impaired  note,  but  it  is  seldom  quite  dull  unless  it  is  very  big. 

Diagnotis  from  other  Swellings. — It  has  to  be  distinguished  particularly  from 
four  groups  of  conditions  which  may  simulate  it : — (i)  From  carcinoma  arising 
in  the  bile-ducts  or  gall-bladder,  and  replacing  the  latter  with  new  growth  ; 
(2)  From  tumours  in  or  attached  to  the  liver  in  the  neighbourhood  of  the  gall- 
bladder ;  Riedel's  lobe  ;  secondary  new  growth  ;  or  more  rarely  gumma,  abscess, 
or  hydatid  cyst ;  (3)  From  movable  kidney  or  hydronephrosis ;  (4)  From  tumours 
in  organs  in  the  neighbourhood,  such  as  carcinoma  of  the  pylorus,  carcinoma 
of  the  duodenum,  carcinoma  or  sarcoma  of  the  right  suprarenal  capsule. 

Careinomft  of  the  Ggll-bladder. — It  may  be  very  difficult  sometimes  to  decide 
whether  a  given  mass  is  merely  an  enlarged  gall-bladder,  or  a  growth  replacing 
the  latter  ;  in  either  case  there  may  be  a  history  of  gall-stones,  with  biliary 
colic,  pyrexia,  and  even  jaundice,  extending  over  years  ;  for  primary  new 
growth  of  the  gall-bladder  is  nearly  always  secondary  to,  and  associated 
with,  gall-stones.  The  rapidity  of  the  enlargement,  in  the  absence  of  any 
definite  cause,  may  suggest  growth,  particularly  in  a  person  of  the  cancer  age  ; 
careful  palpation  may  show  that  the  mass  is  not  smooth  as  most  gall-bladder 
enlargements  themselves  are,  but  more  or  less  nodulated  or  covered  with 
bosses  or  irregularities,  which  in  themselves  suggest  new  growth  ;  in  some  cases 
there  may  be  secondary  deposits  in  the  liver,  and  sometimes  the  enlargement 
of  the  left  supraclavicular  gland  points  to  malignant  disease  with  metastasis. 
Notwithstanding  these  points,  however,  the  differential  diagnosis  may  be  so 
difficult  that  laparotomy  will  be  resorted  to  in  order  to  decide  it,  with  a  view 
also  to  removing  the  gall-stones. 

The  Tumours  attached  to  or  in  the  Liver  that  are  most  Hkely  to  be  mistaken 
for  enlargement  of  the  gall-bladder,  or  vice  versa,  are  Riedel's  lobe,  secondary 
carcinoma  or  sarcoma  of  the  liver,  and  much  more  rarely  gumma,  abscess,  or 
hydatid  cyst.     A  Riedel's  lobe  is  a  tongue-shaped,  floating  or  accessory  lobe. 


is  likely  to  be  a  single  large  one,  which,  if  it  has  not  arisen  in  some  pre-exisient 
mass,  such  as  a  gumma,  new  growth,  or  hydatid  cyst,  is  likely  to  have  been 
acquired  in  a  tropical  country,  where  the  patient  may  have  sufiered  from  amcebic 
dysentery,  even  if  the  attack  was  only  mild  in  degree.  The  diagnosis  may 
not  be  evident  until  laparotomy  is  resorted  to,  or  until  the  mass  is  punctured 
with  an  exploring  needle,  when  the  chocolate-and-milk  appearance  of  the  pus 
obtained  may  be  characteristic.  It  is  often  sterile,  although  scrapings  of  the 
abscess  wall  would  show  the  Ameeba  coli  {Fig.  it,  p.  gi).  The  existence  of  an 
abscess  would  be  suggested  by  the  occurrence  oi  considerable  leucocytosis, 
together  with  a  relative  increase  in  the  large  polymorphonuclear  cells. 

Hydatid  cyst  of  the  liver  is  seldom  situated  in  such  a  position  as  to  cause 
difficulty  of  diagnosis  from  gall-bladder  enlargement,  the  cyst  being  more  often 
embedded  in  the  liver  substance,  or  projecting  from  its  upper  surface.  The 
diagnosis  might  be  arrived  at  if  the  patient  were  known  to  have  had  hydatid 
cysts  elsewhere;  but  in  most  cases  it  is  only  when  laparotomy  has  licen  performed 
that  the  correct  diagnosis  can  be  made.  It  might  have  t>een  suggested  by  the 
occurrence  of  eosinophilia,  and  also  by  a  specific  hydatid  serum  reaction,  though 
neither  of  these  is  likely  to  be  found  unless  the  hydatid  cyst  has  produced  toxic 
symptoms,  because  latent  hydatid  cysts  cause  no  symptoms. 

The  DistlDCllOD  belwMti  ftn  Enlugsd  G»)l-bUdd>r  and  a  BIOTAbh  Kldnsy  or 
Hrdronepbrosb  might  seem  to  offer  no  difficulty  ;  but  clinically  the  distinction  is 
not  always  so  easy  as  might  be  expected.  There  is  often  no  jaundice  to  suggest 
gall-bladder  trouble,  nor  need  there  be  any  obvious  urinary  changes  to  suggest 
kidney,  so  that  the  diagnosis  has  to  be  made  chiefly  by  palpation.  One  would 
lay  stress  upon  the  fact  that  the  gall-bladder  is  more  easily  felt  anteriorly  than 
posteriorly,  whilst  the  reverse  is  the  case  with  the  kidney  ;   that  the  kidney  is 
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the  more  freely  movable  of  the  two,  as  a  rule  ;  that  it  is  seldom  pK>ssible  to 
demarcate  the  upper  p>ole  of  an  enlarged  gall-bladder  in  the  way  that  a  movable 
kidney  can  sometimes  be  made  out ;  that  with  a  kidney  tumour  the  loin  is  dull, 
whilst  with  gall-bladder  enlargement  it  is  resonant ;  and  that,  on  rather  firm 
bimanual  palpation,  the  pecuUar  sickening  sensation  that  the  patient  may  com- 
plain of  is  more  characteristic  of  kidney  than  it  is  of  gall-bladder. 

Tumours  of  other  Organs  simulating  Enlargement  of  the  Gall-bladder  have  to 
be  distinguished  partly  by  the  fact  that  new  growths  of  the  pylorus,  duodenum, 
or  suprarenal  capsule,  big  enough  to  simulate  an  enlargement  of  the  gall- 
bladder, will  seldom  have  the  smooth  oval  outhne  that  the  latter  nearly  always 
possesses.  There  may,  moreover,  be  distinct  symptoms  attributable  to  the 
primary  growth,  such  as  dilatation  of  the  stomach,  coffee-ground  vomit,  and 
so  on,  or  there  may  be  extensive  secondary  deposits  in  the  liver,  in  the  left  supra- 
clavicular gland,  or  elsewhere,  to  indicate  the  diagnosis.  It  is  not  easy,  how- 
ever, to  exclude  enlargement  of  the  gall-bladder  without  resorting  to  laparotomy 
in  some  of  these  cases. 

The  Cause  of  Enlargement  of  the  Gall-bladder. — Having  decided  that  a  given 
tumour  is  an  enlargement  of  the  gall-bladder,  it  is  necessary  to  determine  which 
of  the  following  causes  it  is  due  to  : — 

Empyema  of  the  gall-bladder 

Chronic  pancreatitis 

Carcinoma  of  the  head  of  the  pancreas 

Typhoid  fever 

Cholecystitis  from  : — (i).  Gall-stones;    (ii.)  New  growth 

Obstruction  of  the  common  bile-duct  by  gall-stone 

Obstruction  of  the  cystic  duct  by  gall-stone 

Simple  mucocele. 
It  is  particularly  noteworthy  that  gall-stones  lead  to  enlargement  of  the  gall- 
bladder far  less  often  than  might  have  been  expected  ;  if  the  inflammation  they 
lead  to,  and  which  leads  to  them,  does  not  go  on  to  empyema  of  the  gall- 
bladder, the  latter  usually  becomes  thick-walled,  contracted,  and  embedded  in 
dense  adhesions,  the  latter  preventing  it  from  dilating,  even  when  the  cystic  or 
common  bile-ducts  become  obstructed  by  a  stone.  It  is  the  exception  to 
find  a  very  big  gall-bladder  with  gall-stones.  Indeed,  in  a  middle-aged  patient 
in  whom  there  has  not  been  any  very  definite  attack  of  biliary  colic,  the 
occurrence  of  progressive  and  considerable  enlargement  of  the  gall-bladder, 
associated  with  a  deepening  jaundice  and  no  ascites,  should  always  arouse 
serious  suspicion  of  there  being  a  lesion  of  the  head  of  the  pancreas  which  has 
extended  along  the  pancreatic  duct  so  as  to  occlude  the  common  bile-duct 
gradually,  the  commonest  cause  of  these  s>'inptoms  being  either  chronic  pan- 
creatitis or,  more  serious  still,  carcinoma  of  the  head  of  the  pancreas.  The 
greater  the  epigastric  pain  in  such  a  case,  especially  if  it  is  paroxysmal,  and  such 
as  to  suggest  gall-stones,  the  more  likely  is  the  lesion  to  be  chronic  pancreatitis 
rather  than  new  growth,  and  the  suspicion  may  be  confirmed  by  Cammidge's 
Pancreatic  Reaction  {q.v.).  There  are,  of  course,  cases  in  which  gall-stones 
are  the  cause  of  the  enlargement ;  but  when  this  is  so,  there  is  nearly  always 
tenderness  over  the  gall-bladder,  and  pain  when  it  is  firmly  palpated,  associated 
with  a  rise  of  temperature,  possibly  with  rigors,  especially  if  the  inflammation 
has  spread  to  the  bile-ducts  (infective  or  suppurative  cholangitis) .  Leucocytosis, 
with  a  relative  increase  in  the  polymorphonuclear  cells,  would  indicate  that 
in  addition  to  gall-stones  there  is  suppurative  inflammation — that  is  to  say, 
empyema  of  the  gall-bladder — requiring  surgical  treatment. 

Another  important  cause  for  empyema  of  the  gall-bladder  is  typhoid  fever. 
The  diagnosis  is  not  difficult  as  a  rule,  for  there  will  be  no  question  of  new  growth 


when    there    are    persistent    bacillary 
complications,    the    serum    test    may  ' 

remain    positive,    or    at    least    partly 
positive,  over  much  longer  periods.     When  a 
due  to  t>T>hoid   fever  remains  latent  for  wee 

.-  be  suggested  by  the  previous  history,  and  by  the  persistence  of  the 


Simple  mucocele  of  the  gall-bladder  is  probably  the  result  oi  former  catarrh 
of  the  cystic  duct,  or  often  of  a  gall-stone  which  has  disappeared  ;  nevertheless, 
in  many  cases  it  may  be  impossible  to  determine  the  precise  cause  ;  the  gall- 
bladder may  become  very  greatly  distended  with  perfectly  colourless  mucoid 
fluid,  free  from  bile  pigment,  though  sometimes  containing  crystals  of  cholesterin 
{Fig.  94).  The  fluid  is  sterile.  The  cystic  duct  is  generally  obstructed  as 
the  result  of  former  inflammation.  There  are  usually  no  symptoms  unless 
the  patient  may  by  chance  ha^e  discovered  the  tumour  for  herself.  Such  a 
mucocele  may  be  mistaken  for  a  movable  kidney,  and  the  diagnosis  of  the  nature 
of  the  mass  is  sometimes  obscure  until  operation  is  resorted  to.       Hnbttl  Frtnch. 

GANGRENE. — When  any  necrotic  tissue  is,  or  becomes,  infected  with  putre- 
factive micro-organisms,  the  resulting  condition  is  known  as  gangrene.  According 
to  the  appearances  it  presents,  gangrene  is  further  described  as  either  dry, 
moist,  or  spreading.     (See  also  G*n(;hene  of  the  Lung.) 

Causes  of  Gangrene. 
LomI  TrautDitIc  Ciusas  : — 

Severe  bruising  or  crushing  of  the  tissues,  with  or  without  fractures  of  the 
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The  application  of  extreme  heat  or  cold — burns,  hot-water  bottles,  frost- 
bite, freezing,  ice-bags,  etc. 
The  action  of  strong  chemicals — acids,  alkaUes,  phenol,  etc. 
The  action  of  powerful  electric  currents,  or  of  lightning. 

Lowered  Vltlllty  of  the  Tissues,  either  (a)  Local,  or  {b)  General. 
Local :  seen  in  the  immediate  neighbourhood  of  the  infected  area  in  such 
acute  infections  as — 


Septic  wounds 
Erysipelas 
Anthrax 
Gonorrhoea 


Sjrphilis 
Diphtheria 
Scarlet  fever. 


General :  occurring  after  some  slight  injury  as  a  complication  or  sequela  of — 
Enteric  fever  i       Cholera 


Small-pox 

Chicken-pox 

Measles 

Diabetes 

Infantile  marasmus 

Distorbanees  of  the  Innervation  of  the  Tissues,  such  as  occur  in — 


Plague 

Yellow  fever 

Malaria 

Poisoning  by  snake-venom. 


Hemiplegia 
Myelitis 

Meningo-myelitis 

Lesions  of  the  spinal  cord  and  cauda 
equina. 


Raynaud's  disease 
ErythromelaJgia 
Peripheral  neuritis 
Syringomyelia 
Tabes  dorsalis 
Leprosy 

Stoppage  of  the  CIrealatlon,  due  to — 

Embolism 

Thrombosis 

Endarteritis ;   senile  gangrene 

Occlusion  of  vessels,  complete  or  partial,  by — 

Ligature,  tight  bandages,  splints 

Pressure  of  new  growths 

Pressure  of  aneurysms  or  effused  blood 
The  arterial  spasm  of  ergotism,  the  so-called  "  epidemic  gangrene." 

Speaking  generally,  more  than  one  of  the  causes  enumerated  above  will 
be  at  work  in  the  production  of  gangrene  in  any  particular  instance.  Thus, 
in  the  gangrene  following  severe  injury  to  one  of  the  extremities,  stoppage  of 
the  circulation  through  the  afiected  part  is  usually  observed  in  addition  to  the 
direct  injury  caused  by  the  mechanical  crushing  of  its  tissues.  Again,  in  cancrum 
oris  or  noma — the  name  given  to  the  spreading  gangrene  of  the  soft  tissues  of  the 
mouth  and  cheek  occurring  in  debilitated  children  after  measles  or  scarlet  fever — 
great  feebleness  of  the  circulation  contributes  to  its  production,  in  addition  to 
the  lowered  vitality  of  the  necrotic  tissues  (Fig.  ii,  p.  88).  A  diabetic  patient 
with  gangrene  may  owe  it  partly  to  the  impoverished  or  altered  quaUty  of  his 
blood,  partly  to  the  arteriosclerosis  that  is  often  associated  with  diabetes,  and 
partly  to  peripheral  neuritis  occurring  as  a  further  complication  of  his  disease. 

In  dry  gangrene,  or  mummification ,  the  afiected  part  of  the  body,  usually  the 
distal  end  of  a  limb,  becomes  livid  and  cold,  and  gradually  blackens  as  the  blood- 
pigment  diffuses  out  of  the  blood-corpuscles  and  enters  the  tissues,  and  withers 
as  the  fluid  in  it  evaporates.  It  is  a  slow  process ;  putrefaction  is  little  in 
evidence,  and  there  is  no  markedly  offensive  odour  about  the  part,  for  it  is  too 
dry  to  afford  a  satisfactory  culture-medium  for  the  bacteria  of  putrefaction  that 


case  the  gangrene  is  a  direct  consequence  of  some  local  infection  or  injury,  and 
occurs  in  its  immediate  neighbourhood.  The  history  of  exposure  to  one  or 
another  of  the  forms  of  severe  injury  or  infection,  or  of  exposure  to  some  injury 
or  infection  that  would  be  unimportant  if  it  occurred  in  a  healthy  person,  but 
may   lead   to   gangrene  in   severely  debilitated   patients,  ought   to  be  elicited 


l84  CA\CHENE 

DbtorbanoM  ol  the  InnervaUon  at  tbe  Tbsuu. — Gangrene  due  to  disturb- 
ances in  the  innervation  of  the  tissues  is  commonly  described  as  a  tiophon  euros  is 
or  trophic  change.     It  may  be  either  chronic  or  acute  in  its  onset. 

Gangnne  of  a  Chronic  Type. — In  Raynaud's  disease  gangrene  may  aifect  the 
tips  of  the  fingers  or  the  toes,  less  often  the  edges  of  the  ears  and  the  end  of  tiic 
nose  or  tongue.  It  is  often  symmetrical  in  its  distribution,  and  is  preceded  by 
the  other  two  well-known  stages  of  the  disease,  namely,  local  syncope,  in  which 
the  affected  extremities  become  cold,  numb,  and  white  ;  and  local  asphyxia 
(Fig.  95),  in  which  they  turn  from  white  to  blue-grey  or  purple.  Rarely, 
Raynaud's  disease  is  characterired  only  by  recurring  attacks  of  necrosis  in  the 
extremities  (Fig.  9b).  It  is  a  chronic  affection,  and  gangrene  only  occurs  in 
marked  cases  and  in  their  later  stages,  although  it  may  be  seen  at  any  age. 


Fif.  9&— Thf  eflecl  of  Rsynnud'i  dUeait  »fl«  it  hm  piodu«d  recurrtiil  n«rosis  01  Ihe  finger'.. 

As  a  dry  gangrene  attacking  the  superficial  and  terminal  parts  of  some  of  the 
digits,  it  may  bear  some  resemblance  to  senile  gangrene  {Plate  II') ;  this,  however, 
generally  attacks  only  one  limb,  usually  a  lower  limb  ;  it  is  more  extensive  and 
more  progressive  than  the  gangrene  of  Raynaud's  disease  ;  and  it  is  associated 
with  well-marked  disease  oi  the  arterial  walls. 

Gangrene  may  be  a  part  of  the  manifestations  of  erythromelalgia.  a  rare  and 
chronic  disease  of  adults  who  do  hard  work  white  exposed  to  considerable  changes 
of  temperature.  It  is  charactcriied  by  pain,  heat,  and  flushing  of  one  or  more 
of  the  extremities,  all  aggravated  when  the  limb  is  allowed  to  hang  downwards. 
The  colour  varies  from  rosy  red  to  purple,  and  the  afiected  parts  are  hot :  hence 
the  condition  should  not  be  confused  with  Raynaud's  disease.  The  gangrene 
of  erythromelalgia  is  confined  to  the  extremities  and  may  be  symmetrical  ;  as 
a  role  it  is  more  narrowly  localized  and  less  superficial  than  the  gangrene  met 
with  in  Raynaud's  disease. 


Gangrene  of  the  toes  may  occur  in  tabes  dorsalis,  usually  ii 
pertorating  ulcer  about  the  ball  of  the  toe.  The  process  is  slow  and  painless, 
not  symmetrical  ;  and  is  associated  with  the  other  main  si^ns  of  tabes,  especially 
loss  of  the  knce-jciks.  Argyll  Robertson  pupils,  ataxia,  and  finally  diminution, 
or  loss,  of  control  over  the  sphincters. 

Gangrene  of  a  similar  sort,  and  similarly  started  by  some  ulceration  or  a 
neglected  injury,  is  common  in  leprosy  of  the  "  smooth,"  "  nerve,"  or  "  an- 
esthetic "  type.  It  occurs  only  in  the  later  stages  of  this  disease,  and  from 
its  rarity  calls  for  no  further  consideration  here. 

Gangrene  of  an  acute  type,  and  attributable  to  trophic  changes,  occurs  in 
the  form  of  decubitus  aciitus.  or  acute  bedsore  in  certain  acute  disorders  or  infec- 
tions of  the  central  nervous  system  or  spinal  cord.  These  are  all  characteriied 
by  the  fact  that  the  primary  lesion  of  the  ncn-ous  system  produces  both  paralysis 
and  an<esthesia,  and  is  also,  in  all  probability,  irritative.  Within  a  few  days 
or  even  hours  of  the  primary  lesion,  secondary  changes  are  seen  in  the  skin  and 
soft  tissues  where  they  are  most  exposed  to  pressure.  These  parts  are  those 
about  the  buttock,  sacrum,  coccyx,  iliac  crest,  great  trochanter,  tibia,  or  heel, 
according  to  the  position  in  which  the  paralyzed  patient  lies  in  bed.  When  the 
pressure  is  unduly  great  or  uniluly  protracted,  the  skin  turns  red  or  purple,  and 
unless  most  carefully  protected  may  presently  undergo  extensive  and  spreading 
necrosis  and  gangrene.  Hot-water  bottles  that  would  expose  an  ordinary 
patient  to  no  discomfort  or  danger  whatever,  may  set  up  analogous  necrosis 
and  gangrene  if  allowed  to  remain  too  long  or  too  closely  in  contact  with  the 
skin  of  a  paralytic  patient  liable  to  the  formation  of  bedsores.  The  chief  nervous 
lesions  in  which  the  acute  bedsore  is  seen  are  the  following  :  hemiplegia,  whether 
due  to  cerebral  embolism,  cerebral  haemorrhage,  or  cerebral  thrombosis  ;    acute 
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infections  of  the  spinal  membranes  or  spinal  cord,  or  both,  such  as  meningitis y 
myelitis t  or  meningo-myelitis^  whatever  the  origin  of  the  infection  may  be  ; 
transverse  lesions  of  the  spinal  cord  or  cauda  equina,  such  as  are  caused  by 
fractures  or  fracture-dislocations  of  the  spinal  column,  or  by  penetrating  wounds 
involving  the  spinal  cord.  These  bedsores  occur  only  in  the  anaesthetic  areas, 
and  hence  tend  to  escape  the  notice  of  the  patient,  who  may  also  be  unconscious 
or  delirious.  But  it  is  of  the  greatest  importance  that  a  sharp  look-out  should 
be  kept  upon  the  skin  covering  all  bony  prominences  particularly  exposed  to 
pressure  in  these  patients,  in  order  that  the  occurrence  of  a  bedsore  may  be 
detected  at  once,  and  suitable  treatment  applied  without  delay  to  check  its 
spread.  Once  well  established,  the  acute  bedsore  tends  to  spread  in  area  and 
in  depth,  in  spite  of  the  most  careful  treatment,  and  to  bring  about  the  death  of 
the  patient  by  septic  absorption,  pyaemia,  or  the  exhaustion  consequent  to 
prolonged  suppuration. 

Stoppage  of  the  Cireulatlon. — Among  the  most  important  and  extensive  causes 
of  gangrene  are  those  in  which  the  exciting  factor  is  some  more  or  less  com- 
plete vascular  obstruction,  with  consequent  stoppage  of  the  circulation,  and  the 
death  of  those  tissues  whose  blood-supply  is  cut  ofi.  In  this  connection,  occlusion 
of  the  arteries  is  more  important  than  that  of  the  veins,  the  channels  for  venous 
return  being  more  extensive  and  better  supplied  with  anastomotic  by-passes 
than  those  for  arterial  supply ;  nevertheless,  in  exceptional  cases,  moist  gangrene 
of  some  distal  part  follows  blocking  of  the  veins  by  thrombosis  or  by  pressure 
from  without,  while  the  arteries  are  still  patent.  The  importance  and  amount 
of  the  pathological  changes  following  vascular  obstruction  depend  to  a  large 
degree  on  the  extent  to  which  collateral  or  anastomotic  channels  exist  and  are 
able  to  carry  on  the  circulation  through  the  affected  area.  If  they  are  ill- 
developed,  and  the  artery  which  has  been  blocked  by  embolism  or  thrombosis 
is  an  "  end-artery  "  in  the  sense  in  which  Cohnheim  used  the  term,  the  conse- 
quences of  the  stoppage  are  likely  to  be  far  more  serious  and  extensive  than  if 
there  are  adjacent  vessels  able  to  make  good  some  supply  of  blood  for  the 
nourishment  of  the  affected  tissues.  Embolism  of  an  artery  is  likely  to  occur 
in  patients  who  have  valvular  disease  of  the  heart,  with  vegetations  on  the 
mitral  or  aortic  valves  that  may  be  swept  off  into  the  blood-stream  ;  or 
else  the  embolus  may  be  derived  from  a  blood-clot  formed  in  a  diverticulum 
of  one  of  the  chambers  of  the  left  heart,  or  in  an  aneurysm,  or  upon  the 
surface  of  a  rough  atheromatous  aorta.  ThrombosiSy  whether  arterial  or 
venous,  may  be  suspected  in  patients  in  whom  no  source  for  an  embolus 
can  be  detected,  but  who  exhibit  widespread  arterial  degeneration,  phlebo- 
sclerosis,  or  local  disease  that  may  spread  to  some  vessel  and  set  up  clotting 
in  its  contents. 

The  occurrence  of  arterial  embolism,  in  the  leg  for  example,  is  marked  by  a 
sudden  and  very  severe  pain  in  the  limb  at  about  the  level  of  the  blockage. 
The  distal  portion  of  the  limb  becomes  numb,  cold,  insensitive  ;  pulsation  can 
no  longer  be  felt  in  the  arteries  distal  to  the  obstruction.  The  gangrene  that 
follows  is  usually  of  the  dry  type.  Very  similar  symptoms  may  mark  the 
occlusion  of  an  artery  in  the  leg  by  thrombosis,  but  the  onset  is  usually  much 
more  gradual,  and  the  pain  may  be  terribly  protracted  and  severe,  death  of  the 
nerves  of  sensation  coming  on  but  slowly. 

Senile  gangrene  occurs  in  patients  who  are  advanced  in  years  and  exhibit 
extensive  arterial  sclerosis  ;  in  many  instances  they  also  give  a  history  of  gout, 
or  suffer  from  diabetes  mellitus.  It  is  in  reality  a  form  of  thrombotic  or  occlusive 
gangrene,  and  due  either  to  the  clotting  of  blood  on  the  diseased  and  roughened 
arterial  intima,  or  else  to  the  increasing  obstruction  of  the  arterial  lumina  by  a 
proliferative  endarteritis.  Senile  gangrene  is  often  of  insidious  onset  and  confined 


preparations  of  ergot.  It  is  stated,  however,  that  minor  degrees  of  ergonsm 
may  simulate  Raynaud's  disease  or  erythromelalgia.  Gangrene  due  to  ergot  is 
dry,  chronic  in  progress,  extremely  painful,  and  usually  asymmetrical  ;  it  results 
in  much  disligurement  Irom  loss  of  tissue,  and  has  had  a  high  mortality  in 
many  of  its  epidemics.  a.  J.  Jtx-Blakt. 

GANGRENE  OF  THE  LUNG.— This  occurs  whenever  a  portion  of  the  lung 
undergoes  necrosis,  and  then,  owing  to  invasion  by  one  or  more  of  many  kinds 
of  bacteria,  putrefies.  It  usually  occurs  in  senile,  intemperate,  or  debilitated 
patients.  Most  often  it  aflects  a  circumscribed  area  of  lung-tissue  only,  but  it 
may  be  a  diffuse  process  involving  a  whole  lung.  It  occurs  as  a  rare  complication 
of  pniumonia  or  broncho- pneumonia  ;  and  as  a  comparatively  common  compli- 
cation of  aspiration-pneumonia,  when  it  is  due  to  direct  infection  of  the  lung  by 
the  bacteria  contained  in  food,  mucous  secretions,  or  foreign  bodies  generally 
(peas,  beans,  fish-bones,  extracted  teeth,  etc)  that  have  made  their  way  past 
the  larynx  and  into  the  trachea  or  bronchi.  Gangrene  may  also  result  from  an 
extension  of  the  infection  in  such  chronic  suppurative  affections  of  the  lungs 
as  chronic  pulmonary  lubtrcutosis,  bronchiectasis,  or  /celid  bronchitis.  In  other 
instances  the  infecting  agent  reaches  the  lungs  by  the  bloodstream  ;  Ihus 
gangrene  may  follow  pulmonary  embolism  if  the  emboli  contain  septic  or 
putrefactive  bacteria,  secondary,  for  instance,  to  lateral  sinus  thrombosis,  the 
result  of  middle-ear  disease.  .  Finally,  pulmonary  gangrene  may  result  from 
penetrating  wounds  of  the  lung,  or  from  the  spread  of  infection  from  the  pleura, 
peritoneum,  or  pericardium,  to  the  tissue  of  the  lungs. 

Gangrene  of  the  lung  is  characterized  by  great  prostration,  irregular  fever, 
cough,  and  in  most  cases  the  expectoration  of  copious  fluid  and  frothy  sputum 
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of  disgusting  odour.  The  sputum  settles  into  three  layers  on  standing,  and  the 
lowermost  of  these  will  be  found  to  contain  fragments  of  elastic  tissue.  Severe 
haemoptysis  from  gangrenous  erosion  of  a  blood-vessel  may  be  noted  in  chronic 
cases.  In  a  minority  of  instances  the  sputum  lacks  the  indescribable  but 
characteristic  foetor,  and  this  is  oftenest  so  m  the  pulmonary  gangrene  of 
diabetic  patients  and  of  children.  The  physical  signs  of  gangrene  of  the  lungs 
are  in  no  way  distinctive  ;  more  or  less  extensive  consohdation  or  infiltration 
of  the  affected  part  will  be  indicated  early  in  the  disease,  and  later,  when  the 
gangrenous  tissue  has  softened  and  been  expectorated,  the  signs  of  a  cavity 
may  appear.  Occurring  as  a  terminal  event,  shortly  before  the  death  of  an 
exhausted  and  debilitated  patient,  pulmonary  gangrene  may  not  be  suspected, 
and  so  may  escape  detection. 

As  a  rule,  however,  the  diagnosis  presents  no  great  difficulty,  being  suggested 
by  the  supervention  of  copious  and  highly  offensive  expectoration  in  a  patient 
known  to  be  suffering  from  one  or  another  of  the  diseases  already  mentioned. 
The  gangrene  may,  however,  be  simultaneous  with  the  development  of  an 
aspiration-pneumonia,  and  this  condition  may  therefore  be  more  fully  con- 
sidered. As  already  mentioned,  aspiration -pneumonia  is  often  set  up  by  the 
entry  of  a  foreign  body  into  the  tiachea  or  into  a  bronchus  ;  it  may  follow 
stenosis  of  a  bronchus  from  any  cause  such  as  syphilis,  the  pressure  of  an 
aneurysm  or  of  a  new  growth ;  it  may  result  from  the  establishment  of  a 
fistula  leading  from  the  oesophagus  to  the  trachea  or  a  bronchus,  as  may 
happen  as  a  terminal  event  in  malignant  disease  of  the  air-passages  or 
oesophagus  ;  it  is  seen  in  patients  with  spreading  infections  of  the  mouth. 
pharynx,  or  larynx ;  it  occurs  in  the  insane,  or  'in  persons  with  extensive 
laryngeal  or  bulbar  paralysis  who  are  constantly  exposed  to  the  danger  of 
swallowing  food  directly  into  their  air-passages  ;  and  it  is  observed  occasion- 
ally after  operations,  particularly  those  on  the  mouth,  pharynx,  larynx,  or 
trachea,  when  infective  matter  has  made  its  way  into  the  bronchi  while  the 
patient  was  under  the  influence  of  a  general  anaesthetic.  In  patients  with 
pycBmia,  gangrene  of  the  lung  due  to  the  establishment  of  multiple  embolic 
pulmonary  abscesses  would  be  suggested  if  the  patient  should  develop  the 
signs  of  pulmonary  consolidation,  cough,  and  offensive  expectoration.  Similar 
symptoms  occurring  after  wounds  or  contusions  of  the  lungs  would  make  the 
same  diagnosis  highly  probable. 

Greater  difficulty  is  experienced,  however,  in  deciding  the  question  whether 
or  no  gangrene  of  the  lung  has  occurred  in  a  patient  suffering  from  bronchiectasis, 
foetid  bronchitis,  chronic  pulmonary  tuberculosis  with  cavity  formation,  or  putrid 
empyema  discharging  through  the  lung,  in  whom  the  expectoration  of  highly 
offensive  sputum  was  already  present.  To  some  extent  the  question  is  then 
mainly  of  academic  interest.  Elastic  fibres  and  shreds  of  pulmonary  tissue  may 
be,  and  often  are,  present  in  the  sputa  of  all  these  conditions  ;  but  they  are 
commonest,  and  present  in  greatest  amount,  in  pulmonary  gangrene.  Again, 
the  onset  of  pulmonary  gangrene  is  often  acute,  and  is  accompanied  by  much 
prostration,  no  doubt  due  to  septic  absorption  ;  these  facts,  coupled  with  evidence 
of  the  appropriate  changes  in  the  physical  signs  of  the  patient's  lungs,  should  be 
of  assistance  in  arriving  at  the  diagnosis. 

Pulmonary  gangrene,  as  already  stated,  may  occur  so  soon  before  death  as 
to  be  unsuspected.  In  a  few  instances  the  sputum  is  not  foetid.  In  other  cases, 
particularly  when  it  occurs  in  children,  the  gangrene  may  lead  to  no  expectoration 
at  all.  Under  these  circumstances  the  diagnosis  is  impossible,  and  the  gangrene 
of  the  lung  may  be  described  as  latent,  a  .  /.  Jcx-Blake. 

GIDDDNESS.— (See  Vertigo.) 


tions  of  it,  depend  on  the  power  possessed  by  glucose  of  reducing  alkaline  solu- 
tions of  salts  of  copper  with  formation  of  red  oxide  of  copper.  To  perform 
Trommer's  test,  a  t>mall  amount  of  solution  of  potassium  hydrate  is  poured  into 
a  test-tube  (say  [-in.  depth),  and  to  it  are  added,  first  a  few  drops  of  solution  of 
copper  sulphate,  which  will  produce  a  precipitate  of  copper  hydrate,  and  secondly 
a  small  quantity  of  the  suspected  urine.  On  boiling  the  mixture,  if  glucose  be 
present  a  red  precipitate  or  suspension  of  cuprous  oxide  appears  ;  white  if  glucose 
is  absent,  black  cupric  oxide  is  formed  instead- 

I.  FehUng'i  Twt.^This  is  Trommer's  test  modified  by  the  addition  of 
sodio-potassic  tartrate,  which  holds  the  black  oxide  of  copper  in  solution.  Two 
solutions  are  prepared  as  follows  :  (i)  Dissolve  36'64  grams  of  copper  sulphate 
crystals  in  distilled  water  and  make  up  to  500  c-c.  ;  (ii)  Dissolve  125  grams 
potassic  hydrate  and  17J  grams  sodio-potassic  tartrate  (Rochelle  salt)  in  distilled 
water  and  make  up  to  500  c.c.  These  two  fluids  should  be  kept  in  separate 
stoppered  bottles.  For  use,  take  equal  quantities  of  each  (.say  J-in.  deep  in  a 
test-tube),  mix  and  boil-  Add  to  the  hot  duid  a  few  drops  oi  boiling  urine, 
li  glucose  is  present  a  red  suspension  of  cuprous  oxide  is  formed  ;  if  it  is  absent, 
the  fluid  retains  its  blue  colour. 

3.  P»¥y's  Te«t.— This  is  practically  the  same  as  Fehling's,  with  the  exception 
that  a  certain  amount  of  ammonia  is  added,  to  retain  the  red  oxide  of  copper  in 
solution.  The  solution  is  made  thus:  Copper  sulphate,  4'iG  grams;  sodio- 
potassic  tartrate,  20-4  grams ;  strong  solution  of  ammonia,  300  c.c.  ;  and 
distilled  water  to  i  htre.  On  boiling  this  with  urine  containing  glucose  it  is 
decolorized-  The  blue  colour  returns  on  contact  with  the  air.  This  test  is 
seldom  used  except  for  quantitative  purposes  [see  below). 
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Sources  of  Error  in  the  Above  Tests. — Error  may  be  caused  by  the  presence  in 
the  urine  of  other  bodies  besides  glucose  which  have  the  power  of  reducing 
copper  salts.  The  most  important  of  these  are  Lactose  and  Pentose.  Both  of 
these  sugars  form  "  osazone  "  crystals  with  phenyl- hydrazine,  but  they  do  not 
ferment  with  yeast.  Pentoses  give  a  cherr>'-red  colour  when  heated  with  hydro- 
chloric acid  and  a  little  phloroglucin.  They  also  react  with  the  following  solutions 
(Bial's  Test)  :  Orcin,  i  gram  ;  lo  per  cent  solution  of  ferric  chloride,  25  drops  ; 
and  strong  hydrochloric  acid,  500  c.c.  On  heating  5  c.c.  of  the  urine  with  loc.c. 
of  this  solution  a  greenish-blue  colour  is  produced,  and  finally  a  precipitate  of 
this  colour  is  formed.. 

Other  substances  which  may  cause  error  in  testing  with  Fehling's  solution  are 
Glycuronic  Acid,  Uric  and  Hippuric  Acids ^  Xanthifi,  Creatinin,  and  Alkapton. 
They  do  not,  however,  as  a  rule,  produce  more  than  a  dull  greenish-yellow 
precipitate,  instead  of  the  golden  colour  given  with  glucose.  They  are  none  of 
them  fermented  by  yeast.  Glycuronic  acid  gives  the  reactions  described  as 
characteristic  of  pentose.  Alkaptonuria  is  suggested  by  the  dark  colour  of  the 
urine  (see  Urine,  Abnormal  Coloration  of).  The  reduction  sometimes  seen 
on  testing  the  urine  of  patients  who  have  been  taking  certain  drugs,  such  as 
morphine,  chloroform,  chloral,  salol,  camphor,  phenazone,  benzoic  acid,  or 
carboUc  acid,  is  probably  due  to  glycuronic  acid. 

If  the  urine  to  be  tested  for  glucose  by  means  of  the  copper-reduction  method 
contains  any  large  amount  of  albumin,  this  should  be  removed  first  by  boihng 
and  filtration.  If  the  urine  be  ammoniacal,  Fehling's  test  may  be  unwittingly 
converted  into  Pavy's,  and  decolorization  be  produced  instead  of  a  red  precipi- 
tate. Strongly  alkaUne  urine  should  therefore  be  rendered  shghtly  acid  with 
acetic  acid. 

4.  Bottfl^er's  Test. — Put  a  small  quantity  of  urine  (freed  if  necessary  from 
albumin)  into  a  test-tube,  and  add  an  equal  quantity  of  liquor  potassac  and  a 
couple  of  grains  of  bismuth  subnitrate  (as  much  as  will  lie  on  the  point  of  a  small 
penknife).     On  boiling,  a  black  precipitate  is  formed. 

5.  NyUnder's  Test. — Make  up  the  following  solution  :  Bismuth  subnitrate, 
2  grams  ;  sodio-potassic  tartrate,  4  grams  ;  caustic  soda  solution  (sp.gr.  1*12), 
to  100  c.c.  On  boiling  5  c.c.  urine  containing  glucose  with  5  or  10  drops  of  this 
solution  a  black  precipitate  is  formed.  Glycuronic  acid,  pentose,  and  lactose 
also  reduce  bismuth. 

6.  Moore's  Test. — Put  a  small  quantity  of  urine  into  a  test-tube,  add  an 
equal  amount  of  liquor  potassae,  and  boil.  If  sugar  is  present,  a  dark-brown 
colour  is  produced  and  gradually  deepens  to  an  almost  black  tint.  This  test  is 
not  of  much  value,  as  it  requires  the  presence  of  a  considerable  percentage  of 
sugar,  and  a  dark  colour  may  be  produced  by  other  substances,  such  as  indican 
and  alkapton. 

7.  Picric  Acid  Test — Pour  about  5  c.c.  of  urine  into  a  test-tube  ;  add  2  c.c. 
of  saturated  solution  of  picric  acid  in  water  and  a  few  drops  of  liquor  potassae. 
and  boil.  A  dark-brown  colour  is  produced  if  glucose  be  present.  This  test  also 
is  of  little  value,  as  a  dark  colour  is  produced  also  by  lactose,  and  even  by 
creatinin  ;  while  impure  picric  acid  alone  may  darken  on  boiling. 

8.  Phenyl-hydradne  Test.— Fill  a  test-tube  about  a  quarter  full  of  urine,  and 
add  as  much  phenyl-hydrazine  as  will  He  on  the  point  of  the  large  blade  of  a 
penknife,  and  a  rather  larger  amount  of  sodic  acetate.  Boil  some  water  in  a 
beaker,  and  place  the  test-tube  in  this  for  half  an  hour.  Then  remove  it,  and 
allow  it  to  cool.  If  glucose  be  present,  crystals  of  phenyl-glucosazone  will  form 
in  the  shape  of  sheaves  of  bright  yellow  needles  as  seen  under  a  low  power  of  the 
microscope.  Other  sugars,  such  as  lactose  and  pentose,  as  well  as  glycuronic 
acid,  form  crystals  with  this  test.    These  differ  somewhat  in  shape,  phenyl- 


in  a  porcelain  dish  along  with  about  40  c.c.  of  distilled  water,  and  heated  to 
boiling  over  a  flame,  A  burette  is  filled  up  to  a  known  mark  with  the  urine, 
diluted  to  ]  in  lo  (10  c.c.  in  90  c.c.  of  distilled  water),  and  this  is  allowed  to  run 
slowly,  a  few  drops  at  a  time,  into  the  boihng  fluid,  which  is  stirred  meanwhile 
with  a  glass  rod.  A  precipitate  ol  red  oxide  of  copper  forms,  and  the  blue 
colour  is  gradually  discharged.  When  this  has  completely  disappeared,  the 
quantity  of  diluted  urine  is  read  off  ;  and  the  amount  of  sugar  in  this  is  known 
to  be  0-05  gram.  Suppose  that,  for  example,  S  c.c.  of  urine  diluted  to  i  in  to  have 
been  used  ;  then  8  c.c.  of  undiluted  urine  will  contain  iO  k  oo;  gram  glucose, 
or  0-5  gram.     Knowing  this,  the  percentage  of  sugar  is  easily  calculated  to  be 

The  method  of  using  Pavy's  Solution  is  similar,  with  the  exception  that  it  must 
be  boiled  in  a  closed  flask,  and  the  nozzle  of  the  burette  connected  to  this  by  a 
piece  of  tubing  which  passes  through  the  cork  oJ  the  flask.  The  complete 
reduction  of  the  copper  is  known  by  the  decoloriiation  ol  the  fluid.  Ten  c.c. 
of  Pavy's  solution  are  equivalent  to  000;  gram  sugar  (it  is  thus  only  one-tenth 
the  strength  ol  Fehling's). 

The  Polarimetcr  may  also  be  used  for  quantitative  estimation  ol  glucose  ;  but 
as  the  instrument  is  not  likely  to  be  available  in  ordinary  medical  practice,  it 
will  not  be  described  here, 

11. — Diagnostic   Importance   of  Glucose   in   the   Urine. 


In  the  great  majority  ol  instances,  if  glycosuria  persists  for  any  length  of 
time — e.g.,  if  sugar  is  found  in  the  urine  at  frequent  examinations  during  six 
weeks  or  two  months — the  patient  is  suffering  from  some  form  of  diabetes 
mellitus.     Two  main  varieties  may  be  distinguished  : — - 
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1.  True  or  Acute  Diabetes. — ^This  occurs  usually  in  youngish  subjects  ;  the 
urine  is  largely  increased  in  amount,  and  the  condition  is  accompanied  by 
muscular  weakness,  wasting,  marked  thirst,  and  increased  appetite.  The  face 
may  be  flushed,  and  the  tongue  often  looks  large  and  deep-red  in  colour.  The 
amount  of  sugar  in  the  urine  is  but  shghtly  influenced  by  diet.  As  the  disease 
advances,  acetone,  diacetic  acid,  and  oxy butyric  acid  make  their  appearance  in 
the  urine.  (See  Acetonuria.)  The  knee-jerks  are  lost.  Death  finally  occurs, 
usually  within  two  or  three  years  of  the  occurrence  of  the  first  symptoms,  in  a 
condition  of  coma.  It  may  be  hastened  by  the  supervention  of  acute  pneumonia, 
or  of  a  rapidly  progressive  tuberculosis  of  the  lungs. 

2.  Chronic  Glyeosurla. — This  occurs  in  elderly  subjects,  who  are  often  obese, 
and  may  show  gouty  tendencies.  The  urine  is  not  markedly  increased  in  amount, 
and  does  not  contain  acetone  bodies.  The  amount  of  sugar  present  is  consider- 
ably reduced  by  strict  dieting.  There  is  no  wasting,  and  httle  alteration  of 
thirst  or  appetite. 

Forms  of  intermediate  severity  are  met  with,  the  rapidity  of  the  progress  of 
the  disease  diminishing  somewhat  as  age  advances. 

There  are  a  few  conditions  associated  with  temporary  glycosuria  which 
have  to  be  distinguished  from  true  diabetes.  The  following  are  the  most 
important : — 

1.  Cerebral  Injuries,  Hssmorrhage,  and  Tumours  may  be  associated  with 
glycosuria.  In  the  case  of  cerebral  tumours  the  glycosuria  may  persist  till 
death,  and  is  by  some  writers  described  as  diabetes  due  to  this  affection.  It  will 
usually,  however,  be  associated  with  the  cardinal  signs  of  cerebral  tumour — 
headache,  vomiting,  and  optic  neuritis.  None  of  these  are  common  in  diabetes, 
though  optic  neuritis  may  occur.  If  a  patient  is  seen  for  the  first  time  during 
the  coma  which  is  caused  by  a  cerebral  haemorrhage  or  injury,  the  presence  of 
glycosuria  may  lead  to  a  mistake  in  diagnosis.  It  must  be  borne  in  mind  that 
in  diabetic  coma  there  are  usually  acetone  bodies  present  in  the  urine  ;  also 
that  cerebral  haemorrhage  is  most  often  seen  in  elderly  subjects,  diabetic  coma 
in  younger  persons,  and  that  the  amount  of  sugar  found  in  cases  of  cerebral 
disease  is  not  as  a  rule  large. 

2.  In  Alcoholic  Subjects  considerable  quantities  of  sugar  may  occur  in  the 
urine  and  persist  for  some  weeks,  and  may  yet  disappear  entirely  on  careful 
dieting  and  complete  abstinence  from  alcoholic  liquors.  This  condition  may  be 
due  to  disturbance  of  the  pancreatic  or  hepatic  functions  by  the  poison,  and  may 
really  be  an  early  stage  of  true  diabetes,  which  is  amenable  to  treatment.  It  is 
well,  therefore,  not  to  make  a  diagnosis  of  incurable  diabetes  in  an  alcohohc 
subject  until  the  effects  of  careful  regime  have  been  noted. 

3.  Pancreatic  Disease,  acute  and  chronic,  may  be  accompanied  by  glycosuria. 
Pancreatic  haemorrhage  and  acute  pancreatitis  are  signaUzed  by  severe  pain  in 
the  upper  part  of  the  abdomen,  constipation,  vomiting,  and  collapse — in  short, 
by  symptoms  suggestive  of  acute  intestinal  obstruction.  In  only  a  minority  of 
these  cases  does  sugar  appear  in  the  urine  ;  when  it  does,  it  is  an  important  aid 
in  diagnosis  of  the  affection  present.  In  chronic  pancreatitis — as  also  in  some 
cases  of  gall-stones,  in  which  this  condition  is  probably  present — glycosuria  is 
encountered  ;  indeed,  the  condition  may  go  on  to  true  and  fatal  diabetes.  Wast- 
ing, pigmentation  of  the  skin,  repeated  rigors,  and  the  passage  of  undigested 
meat-fibres  and  of  an  increased  quantity  of  fat  (especially  neutral  or  unspht  fats) 
in  the  faeces,  accompany  this  form  of  pancreatic  disease.  Jaundice  is  often 
a  marked  symptom. 

4.  Other  conditions  in  which  small  quantities  of  sugar  may  be  found  in  the 
urine  are  Graves'  Disease,  Starvation,  and  so-called  Alimentary  Glycosuria,  in 
which  glucose  is  excreted  after  meals  containing  large  quantities  of  this  substance 


GUHS,  BLEEDING (See  Bleeding  Gums.) 

GUMS,  RETRACTION  OF.— (See  Retraction  of  Gums.) 
GUMS,  SPONGY.— (See  Bleedtnc   Gums.) 

HSHATEHESIS.  —  This  lenn  indicates  vomiting  of  blood.  It  has  to  be 
differentiated  Irom  hemoptysis,  but  the  distinction  is  not  difficult  if  the 
foUomng  points  are  remembered  ; — 

In  hsmatemesis  the  blood  is  vomited,  and  in  consequence  may  be  mixed  with 
panicles  of  partly-digested  food  ;  it  is  usually  dark  in  colour,  but  if  the  hemor- 
rhage is  considerable,  the  blood  may  be  bright  red  and  liquid,  or  slightly  altered 
in  colour,  and  in  clots  ;  if  the  haemorrhage  has  been  gradual  and  the  blood  has 
remained  for  some  time  in  the  stomach,  it  becomes  of  a  dark  brownish  colour, 
and  has  been  likened  in  appearance  to  coffee  grounds,  the  cause  of  this  alteration 
being  the  action  of  the  gastric  juice,  which  converts  the  ox y haemoglobin  into 
hjematin  ;  it  may  be  acid  in  reaction.  In  haemoptysis  the  blood  is  coughed  up  ; 
the  first  indication  may  be  a  tickling  or  gurgling  sensation  in  the  throat  and  a 
saltish  taste  in  the  mouth  ;  the  amount  of  blood  may  vary  from  a  few  streaks 
to  a  pint  or  more  ;  it  is  bright  red  in  colour,  and  often  frothy  from  admixture 
with  air  ;  it  is  usually  liquid  when  expectorated,  but  it  may  coagulate  in  the 
vessel  which  receives  it ;  it  is  alkaline  in  reaction  ;  it  may  be  mixed  with 
sputum  which  may  consist  chiefly  of  mucus  or  muco-pus  ;  if  the  hxnioptysis 
is  very  profuse,  the  blood  may  pour  out  of  the  mouth  in  a  stream  and  rapidly 
prove  fatal  ;  when  hemoptysis  has  occurred,  the  sputum  may  be  blood-stained 
for  several  days  afterwards  ;   at  first  it  is  bright  red,  but  subsequently  becomes 
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darker  and  assumes  a  brownish  tinge.     For  a  tabular  summary  of  the  points 
of  distinction  between  haematemesis  and  haemoptysis  see  HitMOPXYSis. 

Having  arrived  at  the  conclusion  that  the  patient  is  suffering  from  haemat- 
emesis, the  next  point  is  to  determine  the  cause. 

Causes  of  H^matemesis. 


Bleeding  from  the  mouth  and  throat 
Malingering. 


A.  Swaflowed  Blood, 

Epistaxis 
Haemoptysis 

B.  Diseases  of  the  (Esophagus : — 

Epithehoma     • 

Aortic  aneurysm  rupturing  into  the  oesophagus 

Rupture  of  varicose  oesophageal  veins 

Mediastinal  growth  perforating  the  oesophagus  and  aorta 

Foreign  body  perforating  the  oesophagus  and  aorta. 

C.  Diseases  of  the  Stomach : — 

Acute  gastritis 

Chronic  gastritis   • 

Toxic  gastritis 

Corrosive    poisons,    such    as 
strong  acids  or  alkalies 

Gastrointestinal  irritants,  such 
as  arsenic,  phosphorus,  anti- 
mony 

D.  Diseases  of  the  Daodenom : — 

Ulcer 
Pancreatico-duodenal  fistula 


Ulcer 

Gastrostaxis 
Haemorrhagic  erosions 
Carcinoma 
Injuries 
Atheroma 

Abdominal  aneurysm  opening  into 
the  stomach. 

Gall-stone   ulcerating  into   the   duo- 
denum 


E,  Portal  ObstructloB  : — 

Cirrhosis  of  the  Uver 
Pylephlebitis  (adhesive) 
Pressure  on  the  portal  veins 
Chronic  heart  and  lung  disease 
Some  cases  of  enlarged  spleen. 

F,  Acute  Febrile  Diseases: — 

MaUgnant  variola 
MaUgnant  scarlet  fever 
Malaria 
Yellow  fever 


quite  rarely. 


Dengue 
Cholera 
Acute  yellow  atrophy 


Hodgkin's  disease 
Chlorosis  (?) 
Pernicious  anaemia. 


G.  Blood  Diseases: — 

Purpura. 
Scurvy   - 
HaemophiUa 
Leukaemia 

H.  MlsceUaneous : — 

Chronic  Bright's  disease 
Following  abdominal  operation. 

It  may  be  said  at  once  that  there  are  only  three  common  causes  of  profuse 
haematemesis,  namely,  gastrostaxis,  gastric  ulcer,  and  cirrhosis  of  the  liver.  The 
differential  diagnosis  between  these  is  by  no  means  always  easy.  The  older 
the  patient  and  the  greater  the  history  of  alcohoUsm,  the  more  likely  is  the 
symptom  to  be  due  to  cirrhosis  of  the  liver ;  at  this  stage  of  the  malady  there 
may  be  neither  jaundice  nor  ascites,  but  the  liver  may  be  felt  enlarged  and 


is  not  infrequently  complicated  by  phthisis,  and  so  on. 

BUiding  from  the  Mouth  and  Throat. — The  gums,  tongue,  and  fauces  shoulS 
be  examined  carefully,  as  blood  Irom  any  of  these  sources  may  be  swallowed 
and  later  vomited.  Bleeding  from  the  gums  is  most  likely  to  occur  when  they  &e 
spongy,  as  in  scurvy  or  mercurial  stomatitis. 

Maiingering. — The  possibility  of  blood  having  been  drunk  in  secret  and 
afterwards  vomited  with  intent  to  deceive  must  be  considered  in  some  cases 
when  no  cause  can  be  found  to  account  for  its  occurrence.  Should  fraud  be 
suspected,  it  may  generally  be  detected  by  careful  observation.  The  red 
corpuscles  should  be  examined  microscopically  in  case  the  oval  corpuscles  of 
a  bird  may  reveal  their  e 


B.  Dlseues  ol  lh«  (EMphkgas. 

Epithelioma. — Haemorrhage  is  rare  in  the  commonest  form  of  epithelioma  of 
the  oesophagus  which  leads  to  an  annular  stricture,  but  it  may  occur  as  the 
result  of  the  ulcerative  form  of  the  disease  from  erosion  of  small  blood-vessels, 
the  amount  of  blood  which  is  brought  up  being  small.  When  the  ulceration  is 
deeper  and  mote  extensive,  it  may  finally  lead  to  perforation  of  a  larger  vessel, 
even  the  aorta,  a  condition  which  causes  sudden,  profuse,  and  rapidly  fatal 
haemorrhage.  The  diagnosis  of  this  cause  does  not,  as  a  rule,  give  rise  to  much 
difficulty.  Dysphagia  is  the  earliest  symptom  in  nearly  all  the  cases,  and  it  is 
generally  progressive  unless  a  good  deal  of  ulceration  occurs  to  re-open  the 
passage.  The  first  difficulty  is  in  swallowing  ordinary  food,  then  soft  food 
will  not  go  down,  and  finally,  as  the  growth  closes  up,  even  fluids  are  regurgitated 
as  soon  as  an  attempt  is  made  to  swallow.  The  food  which  is  thus  regurgitated 
may  be  tinged  with  blood.     Rapid  emaciation  is  associated  with  the  dysphagia. 
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the  abdomen  becomes  flat  and  retracted,  and  in  some  cases  hard  and  enlarged 
cervical  glands  may  be  felt.  Pain  may  be  felt  at  any  attempt  to  take  food,  or 
it  may  be  persistent  and  severe.  One  or  other  recurrent  laryngeal  nerve  is 
involved  in  some  cases,  causing  paresis  or  paralysis  of  the  corresponding  vocal 
cord.  There  may  be  some  difficulty  in  differentiating  this  condition  from  an 
aneurysm  of  the  aorta  pressing  on  the  oesophagus,  and  here  the  value  of  ;r-rays 
in  examining  the  chest  is  very  great.  Even  without  using  any  bougie,  the 
fact,  and  the  site  of  oesophageal  stenosis  can  be  demonstrated  by  watching  the 
passage  of  capsules  containing  bismuth  oxycarbonate,  whilst  an  aortic  aneurysm 
which  obstructs  the  oesophagus  is  nearly  always  large  enough  to  present  a 
distinctive  pulsatile  ;r-ray  shadow. 

Aneurysm  of  the  Thoracic  Aorta  opening  into  the  (Esophagus. — An  aneurysm  of 
the  descending  thoracic  aorta  compressing  the  oesophagus,  may  finally  erode 
and  open  into  it,  with  profuse  and  fatal  haematemesis.  Such  cases  may  be  very 
difficult  to  distinguish  from  epithelioma  of  the  oesophagus,  and  the  danger  of 
passing  a  bougie  is  obvious.  Hence  the  great  value  of  the  ;r-rays,  as  mentioned 
just  now.  An  aneurysm  situated  in  such  a  position  that  it  can  exert  pressure 
on  the  oesophagus,  is  more  likely  to  give  rise  to  subjective  symptoms  than  to 
physical  signs.  Syphilis  has  such  an  important  bearing  on  its  causation  that 
positive  evidence  of  lues,  especially  if  treatment  has  been  insufficient,  would 
be  in  favour  of  a  diagnosis  of  aneurysm.  Syphilitic  stricture  of  the  oesophagus 
may  be  disregarded,  for  there  is  no  authentic  case  on  record.  Pain  in  the  back 
is  much  more  constant  and  severe  in  aneurysm  than  in  epithelioma,  and  it  is 
liable  to  sharp  and  paroxysmal  exacerbations.  The  bulge  is  generally  too  far 
along  the  aorta  to  cause  paralysis  of  the  left  vocal  cord.  Tracheal  tugging  will 
be  absent,  and  the  pulses  and  pupils  equal.  The  presence  of  pulsation  and  a 
bruit  in  the  back  over  the  seat  of  pain,  would  of  course  point  to  an  aneurysm, 
but  these  are  very  exceptional  signs.  The  most  common  effect  of  aneurysm 
of  the  descending  thoracic  aorta  is  to  obstruct  the  left  main  bronchus,  and  lead 
to  pain  in  the  left  side  of  the  thorax  behind,  with  impairment  of  percussion  note, 
together  with  crackling  r&les,  and  deficient  voice  sounds,  vesicular  murmur, 
and  tactile  vocal  fremitus  in  the  left  lower  lobe.  These  pulmonary  effects  of 
aneurysm  in  this  part  of  the  aorta  should  never  be  forgotten. 

Rupture  of  Varicose  (Esophageal  Veins. — Varicose  veins  occur  in  the  lower  end 
of  the  oesophagus  as  a  result  of  portal  obstruction,  especially  that  form  which  is 
due  to  cirrhosis  of  the  liver,  and  the  rupture  of  such  veins  is  often  followed  by 
profuse  haematemesis.  It  is,  however,  practically  impossible  to  determine 
whether  the  blood  comes  from  the  lower  end  of  the  oesophagus  or  from  the 
stomach,  so  that  the  diagnosis  resolves  itself  into  one  of  cirrhosis  of  the  liver. 

Mediastinal  Growth  perforating  the  (Esophagus  and  Aorta. — Haematemesis  from 
this  cause  is  exceptionally  rare,  for  mediastinal  growth  is  by  no  means  a  common 
disease,  and  vomiting  of  blood  is  an  infrequent  complication  of  it.  Haemorrhage 
may  occur,  however,  if  the  growth  compresses  and  erodes  the  oesophagus.  It 
is  most  likely  to  be  mistaken  for  thoracic  aneurysm  or  epithelioma  of  the 
oesophagus.  The  tendency  of  new  growth  to  compress  and  invade  the  large 
veins,  leading  to  oedema  of  the  neck  and  upper  extremities,  cyanosis,  and  dilated 
superficial  veins,  is  characteristic,  and  serves  to  distinguish  it  from  aneurysm, 
in  which  severe  venous  obstruction  is  much  rarer.  The  following  case  of 
mediastinal  sarcoma  perforating  the  oesophagus  and  aorta  is  an  example  of 
haematemesis  from  this  cause  : — 

Michael  H.,  aged  30,  was  admitted  for  dyspnoea  and  pain  in  the  chest.  He  had 
suffered  from  several  attacks  of  what  had  been  considered  to  be  htcmoptysis,  similar  to 
that  of  phthisis,  first  occurring  seven  months  before  his  admission.  He  was  found 
to  have  impairm        of  note,  with  diminished  breath-sounds,  over  the  whole  of  the  left 


It  may  follow  acute  gastritis,  but  most  frequently  is  caused  by  the  continual 
and  excessive  ingestion  of  alcohol,  tea,  coffee,  and  irritating  and  indigestible 
articles  of  diet.  The  main  symptoms  are  :  Tenderness  in  the  epigastrium 
agcravated  by  the  taking  of  food,  nausea,  vomiting — especially  in  the  early 
morning  if  due  to  alcohol — flatulence,  foul  breath,  a  furred  tongue  indented  by 
the  teeth  at  the  edges,  constipation,  concentrated  urine,  and  a  slight  degree  of 
pyrexia. 

Toxic  Gaslrilis  due  to  Corrosive  Poisons. — Strong  acids  or  alkalies  destroy  the 
mucous  membrane  of  the  stomach  as  well  as  injure  that  oi  the  mouth,  throat, 
and  cesophagus.  More  or  less  constant  vomiting  of  blood  and  blood-stained 
mucus  is  one  of  the  most  prominent  symptoms,  and  it  may  be  associated 
with  intense  pain  in  the  mouth,  throat,  and  abdomen,  dysphagia,  pain 
and  tenderness  behind  the  lower  end  of  the  sternum  or  in  the  epigastrium, 
distention  of  the  abdomen,  collapse,  and  a  rapid,  feeble  pulse.  The  urine  may 
contain  blood  and  albumin  and,  if  the  poison  is  oxahc  acid,  crystals  of  oxalate 
of  lime.  If  corrosive  poisoning  is  suspected,  an  inspection  ol  the  mouth  and 
pharynx  will  show  signs  of  corrosion,  and  an  examination  of  the  vomit  will 
furnish  evidence  of  the  nature  of  the  poison. 

Arsenic. — The  mucous  membrane  of  the  stomach  is  red,  inflamed,  partly 
detached,  and  covered  with  blood-stained  mucus.  The  chief  symptoms  are 
nausea,  violent  and  incessant  sicknes.n,  burning  pain  in  the  epigastrium, 
diarrhcea,  faintness,  and  depression.  The  vomit  is  usually  a  brownish,  tutbid 
fluid,  mixed  with  mucus  and  streaks  of  blood.  Later,  there  may  be  severe 
diarrhrea,  with  rice-water  stools.     Arsenic  may  be  detected  in  the  vomit. 

Phosphorus,  antimony,  and  other  irritant  poisons  may  also  cp"Se  inflammation 
of  the  mucous  membrane  of  the  stomach,  and  lead  to  slight  t 
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Gastric  Ulcer. — Haematemesis  is  the  most  important  symptom  of  gastric  ulcer, 
though  it  occurs  in  only  about  50  per  cent  of  the  cases  both  in  the  acute  and 
chronic  forms  of  the  disease,  in  the  former  being  due  to  the  erosion  of  small 
vessels,  and  in  the  latter  to  the  ulcerative  process  extending  to  and  opening 
up  larger  gastric  vessels,  and  occasionally  even  the  pancreatic  or  splenic  artery. 
The  amount  of  blood  varies  within  wide  limits.  If  the  quantity  is  small,  or 
if  it  is  gradually  poured  out  into  the  stomach,  it  may  remain  there  a  sufficient 
time  for  the  acid  gastric  juice  to  act  on  it  and  convert  the  haemoglobin  into 
haematin,  a  condition  which  gives  to  the  vomit  the  characteristic  dark-brown 
"  coffee-grounds  "  appearance.  In  some  cases  the  blood  is  not  vomited  but 
appears  in  the  stools  as  melaena.  If  a  medium  or  large  vessel  is  eroded,  the 
bleeding  may  be  very  copious,  a  quart  or  more  of  blood  being  vomited,  either 
liquid  and  arterial  in  colour  or  in  large  red  clots.  A  profuse  haemorrhage  causes 
sudden  pallor,  a  feeling  of  faintness,  restlessness,  syncope,  and  a  rapid,  feeble 
pulse.  It  is  rarely  fatal  unless  a  large  vessel  such  as  the  splenic  artery  has  been 
eroded.  Occasionally,  haematemesis  is  the  first  intimation  of  the  presence  of  a 
gastric  ulcer,  but  in  the  majority  of  cases  there  are  other  symptoms  and  signs 
which  have  preceded  it.  Clinically  it  is  a  disease  which  was  formerly  said 
to  occur  most  frequently  in  females,  especially  of  the  servant  class,  between 
the  ages  of  twenty  and  thirty,  though  not  a  few  cases  diagnosed  as  gastric 
ulcer  are  probably  examples  of  gastrostaxis,  or  bleeding  from  a  spongy, 
oozing  mucosa,  without  any  definite  and  macroscopic  ulceration.  An  analysis 
of  loi  fatal  cases  showed  59  males  and  42  females.  Like  duodenal  ulcer,  it 
seems  to  be  commoner  in  the  North  of  England  than  in  the  South,  and  in  mining 
and  manufacturing  rather  than  in  rural  districts.  In  addition  to  haemat- 
emesis, the  signs  most  characteristic  of  gastric  ulcer  are  abdominal  pain,  nausea, 
vomiting,  and  melaena.  Pain  is  felt  in  the  epigastrium  just  below  the  ensiform 
cartilage  ;  it  usually  begins  a  few  minutes  after  the  ingestion  of  food,  but 
in  some  cases  is  not  experienced  until  an  hour  or  two  afterwards.  Pain  may 
also  be  felt  in  the  back,  between  the  tenth  dorsal  and  first  lumbar  spines.  Its 
character  and  intensity  are  very  variable,  but  it  is  usually  severe.  Hyperaesthesia 
of  the  skin  and  tenderness  on  pressure  in  the  epigastrium  may  also  be  present. 
Vomiting  may  come  on  immediately  after  food  is  taken,  or  may  be  deferred 
for  an  hour  or  two,  being  preceded  usually  by  a  good  deal  of  pain.  The  vomit 
has  a  very  acid  taste  and  an  abnormally  acid  reaction.  Melaena  follows 
haematemesis  ;  occasionally  it  may  precede  it,  and  rarely  occurs  independently- 
The  tongue  in  the  majority  of  cases  is  clean,  red,  moist,  and  steady. 

Haematemesis  from  this  cause  is  sometimes  difficult  to  differentiate  from 
that  due  to  cirrhosis  of  the  liver  or  carcinoma  of  the  stomach. 

There  is  more  or  less  anaemia  ;  the  points  of  distinction  between  gastric  ulcer 
and  anaemic  vomiting  are  discussed  on  page  40. 

Gastrostaxis  (sec  ANiEMiA,  p.  40). 

Hemorrhagic  erosions  are  probably  the  earliest  stage  of  gastric  ulcer,  though 
they  may  not  develop  beyond  the  phase  of  minute  erosions.  They  may  be  the 
actual  cause  of  gastrostaxis,  and  perhaps  the  distinctions  between  gastrostaxis, 
haemorrhagic  erosions,  and  multiple  small  gastric  ulcers  are  differences  of  degree 
and  not  of  kind.  There  are  certain  conditions,  however,  especially  acute 
malignant  fevers,  purpura,  infective  endocarditis,  and  similar  septic  States, 
in  which  a  general  tendency  to  subcutaneous  and  submucous  haemorrhages 
leads  to  multiple  small  gaistric  erosions,  which  produce  haematemesis,  without 
being  directly  related  to  ordinary  gastric  ulcer. 

Carcinoma. — Haematemesis  is  a  less  frequent  and  important  sign  of  carcinoma 
of  the  stomach  than  of  gaistric  ulcer,  for  it  occurs  in  but  a  Uttle  over  20  per 
cent  of  the  cases,  and  even  then  is  generally  sUght.     Bright-red  blood  is  rarely 


in  about  70  per  cent  of  the  caws  a  tumour  may  be  felt,  though  it  is  to  be  hoped 
that  the  gastroscopc  will  lead  to  the  diagnosis  of  carcinoma  ventriculi  before 
this  stage  is  reached,  and  when  surgical  cure  is  still  possible.  The  position  and 
character  of  the  tumour  vary  according  to  the  part  of  the  stomach  which  is 
involved,  Pj-loric  growth  may  cause  the  abdomen  to  be  distended  as  a  result 
of  gastric  dilatation,  and  a  movable  tumour  may  be  felt  above  the  umbilicus, 
near  the  middle  line  and  to  the  right  of  it.  When  the  cardiac  orifice  is  in- 
volved, there  may  be  no  tumour  to  be  felt,  and  the  same  applies  to  the  small 
"  indiarubber-bottle  "  stomach  of  diffuse  carcinoma  ventriculi.  Tumours  of  the 
body  of   the  stomach  may  be  felt  in  the  epigastrium,  or  below  the  left  costal 

Injuries.- — H-ematemesis  may  follow  blows,  stabs,  or  gunshot  wounds  in  the 
epigastric  region,  or  the  passage  of  instruments  or  foreign  bodies,  such  as  a  broken 
thermometer,  into  the  stomach.  The  history  and  the  evidence  of  any  such 
occurrence  would  make  the  diagnosis  suflicientU  obvious 

Atheroma  in  association  with  arterioaclerosis  or  granular  kidney  and  high 
blood -pressure,  may  lead  to  hrematemesis  m  very  exceptional  cases  by  causing 
weakness  and  rupture  of  small  gastrii.  vessels  Such  a  diagnosis  should  be 
made  with  extreme  caution,  even  when  other  svmptoms  and  signs  of  atheroma 
are  present,  for  hjematemesis  as  the  direct  result  either  of  heart  disease  lung 
disease,  Bright's  disease,  or  affections  of  the  blood  vessels,  is  exceedingl>  rare 

Abdominal  Aneuryim  opening  into  the  SfoBiflift .^Aneurysm  of  the  abdominal 
aorta  is  uncommon.  The  sac  may  rupture  into  the  stomach,  however,  and  lead 
to  a  sudden,  profuse,  and  fatal  attack  of  hiematemesis.  The  chief  diagnostic 
signs  are  ;  an  abdominal  tumour,  with  distinct  expansile  pulsation  and  severe 
pain,  both   in   the   abdomen  and  in  the  back,  over  the  site  of  the  bulge  in  a 
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patient  who  has  suffered  from  syphilis  and  has  been  accustomed  to  repeated  and 
violent  muscular  exertion. 

D.  Diseases  of  the  Daodenum. 

Duodenal  Ulcer. — Haematemesis  is  caused  in  the  same  manner  in  this  disease 
as  in  gastric  ulcer,  viz.,  by  the  erosion  of  small  duodenal  blood-vessels  or  by  the 
ulcerative  process  spreading  to  and  opening  larger  and  deeper  blood-vessels 
outside.  The  ulcers  are  in  the  first  part  of  the  duodenum  in  a  very  large 
proportion  of  cases.  They  are  about  eight  times  as  common  in  men  as  in  women. 
Some  of  the  symptoms  are  similar  to  those  of  gastric  ulcer,  viz.,  haematemesis, 
melsena,  abdominal  pain  and  tenderness,  anaemia,  and  vomiting.  Haematemesis, 
however,  is  not  so  frequent  as  it  is  in  gastric  ulcer ;  it  is  generally  less  marked 
than  is  the  melaena,  and  the  latter  may  occur  independently  of  haematemesis 
or  before  it.  In  the  acute  form  of  the  disease,  there  may  be  a  copious  intestinal 
haemorrhage  in  an  apparently  healthy  person,  accompanied  by  acute  pallor  and 
followed  by  the  evacuation  of  a  mixture  of  black  altered  blood  and  bright  arterial 
blood  from  the  rectum.  The  more  the  bleeding,  the  greater  the  tendency  for 
the  blood  passed  to  be  still  bright  red.  There  may  be  no  pain  at  all,  but  more 
often  it  is  considerable  ;  it  is  deep-seated  in  the  upper  part  of  the  abdomen, 
below  the  tip  of  the  ninth  right  rib,  more  to  the  right  of  the  middle  line  than  is 
that  of  gastric  ulcer,  and  usually  its  onset  is  two  or  three  hours  after  the 
ingestion  of  food.  One  point  about  this  pain  that  is  almost  pathognomonic 
is  the  way  in  which,  coming  on  when  the  patient  is  beginning  to  get  hungry 
— "  hunger  pain  " — ^it  is  often  entirely  reUeved  by  taking  food.  Vomiting  is 
another  important  symptom  which  may  be  very  troublesome,  though  in  some 
cases  it  is  entirely  absent. 

Gall-stones  Ulcerating  through  from  the  Gall-bladder  into  the  Duodenum. — 
Haemorrhage  may  occur  if  a  large  gall-stone  ulcerates  through  from  the  gall- 
bladder into  the  duodenum,  and  may  cause  haematemesis  and  melaena.  Previous 
attacks  of  pain  occasioned  by  the  gall-stone  might  lead  to  a  diagnosis  of  gastric 
or  duodenal  ulcer  ;  but  if  the  pain  was  coUcky  in  character  and  was  associated 
with  tenderness  and  enlargement  of  the  Uver,  pain  over  the  gall-bladder,  and 
jaundice,  it  would  point  to  the  presence  of  a  gall-stone.  The  diagnosis  might  be 
confirmed  by  the  discovery  of  the  stone  in  the  faeces,  or,  in  the  case  of  a  larger 
calculus,  by  the  occurrence  of  acute  intestinal  obstruction  from  its  impaction 
in  the  small  intestine.  As  a  cause  of  haematemesis,  this  condition  is  naturally 
very  rare. 

E.  Portal  Obstruction. 

As  a  result  of  obstruction  to  the  flow  of  blood  through  the  portal  system  of 
veins,  passive  congestion  and  haemorrhagic  erosion  of  the  mucous  membrane 
of  the  stomach  and  varicose  gastric  and  oesophageal  veins  may  be  produced. 
Haematemesis  may  then  arise  through  oozing  of  blood  from  the  congested  mucous 
membrane  or  from  an  actual  escape  of  blood  in  the  case  of  haemorrhagic  erosion 
or  the  rupture  of  one  of  the  varicose  veins. 

The  signs  which  are  common  to  portal  obstruction  in  addition  to  haematemesis 
are  :  nausea,  vomiting,  ascites,  oedema  of  the  legs,  albuminuria,  and  the  presence 
of  dilated  and  tortuous  superficial  abdominal  veins  ;   the  chief  cause  is  : — 

Cirrhosis  of  the  Liver. — This  disease  is  one  of  the  commonest  and  most 
important  causes  of  profuse  haematemesis,  and  it  is  often  difficult  to  diagnose 
from  gastric  ulcer  or  carcinoma  of  the  stomach.  Haematemesis  may  be  one  of 
the  earliest  symptoms,  and  it  is  frequently  profuse  and  very  Uable  to  recur, 
though  it  is  seldom  fatal.  There  may  be  a  history  and  the  signs  and  symptoms 
of  chronic  alcohoUsm  :  morning  sickness,  loss  of  appetite,  especially  for  break- 
fast, epistaxis,  melaena,  cramps  in  the  legs  at  night,  bottle- nose,  dilated  stellate 


epigastric  pain,  cutaneous  hemorrhages,  and  the  difluse  hypecaemic  msh  wim 
small  punctifoim  hemorrhages  which  appears  first  in  the  groins  and  tower 
part  of  the  abdomen,  would  point  to  a  diagnosis  of  hemorrhagic  or  black 
small-pox,  if  such  a  case  occurred  during  an  epidemic  of  the  disease. 

Malignant  Scarlet  Fever. — In  the  hemorrhagic  form  of  scarlet  fever,  hemat- 
emesis  may  occur  ;  but  hematuria,  epistaxis,  and  cutaneous  haemorrhages  are 
more  frequent.  The  sudden  and  severe  onset,  the  \-eiy  high  temperature, 
the  extremely  rapid  and  feeble  pulse,  headache,  delirium,  and  the  appearance 
of  the  characteristic  rash  on  the  second  day,  would  point  to  scarlet  fever. 

Yellow  Fever. — "  Black  vomit "  due  to  the  presence  of  altered  blood  is  one  of 
the  most  characteristic  features  of  this  disease.  Hyperemia  and  catarrhal 
swelling  of  the  mucous  membrane  is  the  only  change  which  is  found  in  the 
stomach.  It  is  essentially  a  disease  of  tropical  and  sub-tropical  countries.  The 
onset  is  sudden,  with  a  chill,  headache,  and  severe  pain  jn  the  back  and  limbs. 
The  face  is  flushed,  and  very  soon  jaundice  apf>ears.  After  the  first  day  the 
pulse-rate  drops,  so  that  with  a  temperature  of  103"  F.  or  104°  F.  the  pulse  may 
be  only  70  or  80.  Albuminuria  is  another  early  symptom  which  may  appear 
on  the  third  day.  In  addition  to  the  black  vomit,  there  may  be  cutaneous 
petechie  and  bleeding  from  the  gums.  It  is  often  difficult  to  distinguish  from 
malignant  malaria,  though,  in  the  early  stages  in  malaria,  jaundice,  albuminuria 
and  hematuria  are  extremely  rare,  w'hilst  an  examination  of  the  blood  may 
reveal  the  presence  of  malarial  parasites. 

Cholera  may  be  associated  with  hematemesis  sometimes.  The  sudden  onset 
of  acute  gastrointestinal  symptoms,  the  rapidly  repeated  rice-water  stools,  and 
the  epidemic  nature  of  the  malady,  all  point  to  the  diagnosis,  which  may  be 
confirmed  by  recovering  the  vibrio  from  the  motions  bacteriologically. 
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Acute  Yellow  Atrophy  of  the  Liver. — Haematemesis  is  the  commonest  form  of 
haemorrhage  in  this  rare  disease.  Women  between  twenty  and  thirty  are 
afiected  more  frequently  than  men,  especially  during  and  just  after  pregnancy. 
It  sometimes  follows  fright  and  mental  emotion.  The  first  symptoms  are 
indistinguishable  from  catarrhal  jaundice,  viz.,  malaise,  loss  of  appetite, 
nausea,  vomiting,  and  jaundice.  The  vomiting  soon  becomes  intractable, 
the  jaundice  increases,  and  drowsiness,  restlessness,  and  deUrium  sup)ervene. 
The  vomit  is  black,  and  may  resemble  treacle,  its  appearance  being  due  to 
altered  blood.  Melaena,  epistaxis,  and  subcutaneous  petechiae  may  be  noticed. 
The  tongue  becomes  dry  and  brown,  the  Uver  dullness  diminishes,  the  urine 
shows  characteristic  changes  in  the  marked  diminution  in  the  amount  of  urea 
and  the  presence  of  bile  pigment,  whilst  leucin  and  tyrosin  crystals  in  it  are 
an  important  diagnostic  sign  of  this  disease. 

G.  Blood  Diseases. 

Purpura  Hemorrhagica. — Haemorrhage  from  the  stomach  is  rare  in  this  disease. 
Haematemesis  may  occur,  however,  as  a  result  of  blood  derived  from  the  mucous 
membrane  of  the  nose  or  mouth  being  swallowed.  As  purpura  is  a  symptom 
rather  than  a  disease  in  the  majority  of  cases,  before  making  a  diagnosis  of 
purpura  haemorrhagica  or  idiopathica,  those  diseases  which  lead  to  symptomatic 
purpura  must  be  excluded  first.  In  scurvy,  the  spongy  gums,  the  distribution 
of  the  cutaneous  haemorrhages  around  the  hair  sacs,  and  the  anaemia  and  debility, 
which  are  out  of  proportion  to  the  loss  of  blood,  are  characteristic  diagnostic 
points.  The  possibiUty  of  an  acute  specific  fever  may  be  excluded  by  the 
absence  of  an  acute  onset  of  a  high  temperature.  An  examination  of  the  blood 
must  also  be  made,  to  exclude  p>ernicious  anaemia  and  leukaemia  ;  and  blood 
cultures  may  be  required.     (See  An-«mia  ;  and  Purpura.) 

Scurvy. — Haematemesis  is  uncommon,  only  occurring  in  severe  and  well- 
marked  cases,  so  that  the  diagnosis  is  not  difficult.  The  swollen  and  spongy 
gums,  anaemia,  cutaneous  haemorrhages  around  the  hair  sacs,  and  subcutaneous 
indurations,  in  a  patient  who  is  found  to  have  been  living  on  a  diet  deficient  in 
quantity  and  in  vegetables,  would  point  to  scurvy. 

Hemophilia — Out  of  334  cases  analyzed  by  Grandidier,  there  were  only 
fifteen  examples  of  haemorrhage  from  the  stomach.  Epistaxis,  bleeding  from 
the  mouth,  and  haemorrhage  into  the  joints  are  the  earUest  and  the  commonest 
manifestations  of  the  disease.  The  association  of  haematemesis  with  haemor- 
rhage from  other  parts,  and  with  haemorrhage  into  joints  in  particular,  in 
a  patient  whose  near  male  relations  show  a  tendency  to  bleed  on  the  sHghtest 
provocation,  would  point  to  haemophilia.  There  are  no  pathognomonic  blood 
changes. 

Leukemia. — Haemorrhages  from  and  into  various  parts,  especially  epistaxis, 
are  common  in  this  disease.  Haematemesis  may  be  the  actual  cause  of 
death.  Its  association  with  enormous  enlargement  of  the  spleen  is  by  no 
means  pathognomonic  of  leukaemia,  for  the  two  conditions  may  be  present 
in  chronic  malaria,  splenic  anaemia,  and  splenomegalic  cirrhosis.  An  accurate 
diagnosis  cannot  be  made  until  the  blood  has  been  examined  and  a  high 
degree  of  leucocytosis  found  (100,000  to  1,000,000  white  blood  corpuscles  per 
c.  mm.),  with  a  large  proportion  of  myelocytes  in  the  case  of  splenomedullary 
leukaemia  and  a  high  percentage  of  lymphocytes  (90  per  cent)  in  lymphatic 
leukaemia. 

Hodgkin's  Disease. — In  the  late  stages  of  this  disease  there  is  a  tendency  to 
haemorrhage  from  and  into  various  parts  of  the  body,  e.g.,  epistaxis,  bleeding 
from  the  mouth,  cerebral  haemorrhage,  and  rarely  haematemesis.  There  should 
be  little  difficulty  in  making  a  diagnosis,  as  haematemesis  would  be  a  late 


however,  and  when  the  bleedings  recur,  the  attacks  do  not  show  any  kind  of 
monthly  regularity. 

Pernicious  Anirmia. — Hiemateniesis  is  a  very  rare  symptom  in  pernicious 
ana;mia  ;  when  it  occurs,  the  difficulty  in  distinguishing  between  this  disease 
and  carcinoma  of  the  stomach  is  much  increased,  A  correct  diagnosis  cannot 
be  made  until  the  blood  has  been  examined.  A  great  diminution  in  the  number 
of  red  blood -corpuscles  to  1,000,000  or  less  per  c.  mm. — the  haimoglobin  being 
also  reduced,  but  not  in  projxirtion  to  the  red  blood- corpuscles,  so  that  the  colour 
index  is  high — an  increase  in  the  average  size  of  the  red  blood-corpuscles,  and  the 
presence  of  megaloblasts,  would  point  to  pernicious  an<emia.  The  urine  contains 
pathological  urobilin. 

Malarial  Cachexia.— Anxmia  and  enlargement  of  the  spleen  may  follow 
repeated  attacks  of  malaria,  and  severe  haematemesis  may  be  a  prominent 
symptom.  In  making  the  diagnosis,  the  history  of  residence  abroad,  of  attacks 
oi  ague,  and  the  condition  of  the  blood,  must  be  relied  on.  A  normal  or  a 
diminished  number  of  leucocytes,  with  a  relative  increase  in  the  large  mono- 
nuclear cells  beyond  ig  per  cent,  is  strong  presumptive  evidence  of  a  previous 
malarial  infection, 

H.  Hlscellftneons. 

Chronic  Inlerstitial  Nephritis. — Hsmatemesis  occasionally,  but  very  rarely, 
occurs  in  this  disease.  Its  association  with  anxmia,  thickened  and  tortuous 
superficial  arteries,  high-tension  pulse,  hypertrophy  of  the  heart,  albuminuric 
retinitis,  polyuria,  and  urine  of  low  specific  gravity  containing  a  variable 
quantity  of  albumin  and  renat  tube-casts,  would  point  to  chronic  interstitial 
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nephritis  as  the  cause.     It  is  most  important  that  the  blood-pressure  should 
be  measured  instrumen tally,  and  not  guessed  at  by  palpation. 

Following  Abdominal  Operations. — Hsematemesis  may  occur  after  severe 
abdominal  operations,  independently  of  any  injury  to  the  stomach  or  duodenum. 
Should  death  occur,  no  obvious  lesion  can  be  found  in  the  stomach  to  account 
for  it  in  the  majority  of  cases.  The  reason  of  the  occurrence  of  such  an  alarming 
sjrmptom  remains  a  mystery  in  many  cases,  but  in  some  infective  conditions, 
such  as  appendicitis,  multiple  minute  ulcers  have  been  found.      Herbert  French. 

HJBHATOPORPHYRINURIA.— (See  Urine,  Abnormal  Coloration  of.) 

HEMATURIA. — Blood  may  appear  in  the  urine  as  the  result  of  traumatism, 
of  disease  in  some  portion  of  the  urinary  tract,  or  of  other  organs  involving 
the  urinary  apparatus,  and  in  a  few  general  diseases  of  other  parts  of  the  body. 
The  blood  may  be  present  in  large,  small,  or  microscopic  amounts,  it  may 
continue  for  days  or  even  weeks  together,  or  may  appear  suddenly  and  without 
apparent  cause,  and  disappear  completely  for  a  variable  period.  Further, 
it  may  be  present  in  the  urine  either  as  corpuscles  or  as  haemoglobin,  and 
it  is  necessary  to  distinguish  between  the  two  conditions.  In  haemoglobinuria 
the  urine  is  dark  brown  from  the  presence  of  methsemoglobin,  and  any  deposit 
is  found  to  consist  of  brownish  debris  (see  Hemoglobinuria).  Occasionally 
the  colouring  matter  of  the  blood  may  escape  from  the  corpuscles  if  the  stained 
urine  has  been  retained  for  any  length  of  time  in  the  bladder,  when  crenated  or 
disintegrated  corpuscles  will  be  found  on  microscopic  examination  of  the 
sediment  from  a  specimen. 

The  following  list  gives  the  chief  causes  of  haematuria  : — 


I. — Hematuria    from    Affection    of    some    part    of   the 

Urinary   Organs. 


A.  Renal  Causes. 

Profuse. 
Malignant  tumours  of  the  kidney  : 

Nephroma 

Embryoma 

Carcinoma 

Sarcoma 
Innocent  tumours — papilloma  of 

pelvis 
Injuries  of  the  kidney 
Calculus 
Tuberculosis 

B.  Ureteric  Causes.--Calculus  in  the  ureter. 

C.  Vesical  Causes. 

Profuse. 
Villous  tumour 
Papilloma 

Villus-covered  carcinoma 
Prostatic    adenoma    or    car- 
cinoma 


Slight. 
Calculus 
Tuberculosis 
Renal  mobihty 
Hydronephrosis 
Polycystic  disease 
Traumatism 
Oxaluria 

Nephritis,  acute  and  subacute 
Drugs :     turpentine,    carboUc 
acid,  cantharides 


Slight. 
Epithelioma 
Tuberculosis 
Calculus 
Acute  cystitis 
Bilharzia  haematobia 
Traumatism 


D.  Urethral  Causes. — Acute  urethritis,  Impaction  of  calculus,  Traumatism 


hematuria  is  almost  certainly  in  the  bladder.  If  the  first  urine  passed  is  blood- 
stained and  the  remainder  clear,  the  bleeding  is  probably  from  the  urethra  or 
prostate,  whereas  if  the  urine  is  evenly  stained  with  blood  throughout,  it  suggests 
that  the  source  of  htemorrhage  is  in  the  kidneys,  although  a  vesical  lesion  which 
causes  more  than  a  slight  haamorrhage  may  also  give  rise  to  a  deeply  blood-stained 
urine  throughout  micturition. 

The  Quantity  of  Blood  Present  in  the  Urine. — The  passage  of  a  large  quantity 
of  blood  in  the  urine,  in  the  absence  of  traumatism,  is  always  suggestive  of  some 
form  of  growth  in  the  bladder  or  kidney.  Papillomala  and  villus-covered 
carcinomata  in  the  bladder  may  cause  sudden  profuse  ha;morrhage  without  pain 
or  other  symptom,  whilst  equally  profuse  hemorrhage  may  arise  from  a 
maliKnant  tumour  in  the  kidney  which  has  invaded  the  renal  pelvis.  The 
examination  o(  any  clots  of  blood  passed  in  the  urine  may  occasionally  afiord 
useful  information  in  the  determination  of  the  scat  of  hemorrhage.  The  urine 
should  be  poured  into  a  large  flat  tray  containing  water,  and  the  clots  floated 
□ut,  when  some  may  show  the  triangular  or  pyramidal  shape  indicating  their 
(ormaiion  in  the  renal  pelvis,  or  others  the  thin,  worm-like  form  with  lapering 
or  decolorized  ends  from  their  formation  in  the  ureter.  Any  clots  formed  in  the 
bladder  are  of  flat,  disc-like  character,  and  are  often  broken  up  in  their  passage 
Ihrough  the  urethra.  The  pyramidal  or  vermicular  clots  are  distinctive  ol 
renal  haemorrhage,  and  their  passage  down  the  ureter  is  accompanied  by  the 
same  acute  renal  colic  that  is  caused  by  renal  calculus. 

If  the  quantity  of  blood  is  increased  by  movement  or  exercise,  suspicion  oi 
renal  stone  or  growth  will  arise.  In  a  recent  case,  profuse  hsematuria  occurred 
alter  three  successive  railway  journeys,  when  the  lesion  found  at  operation  was 
an  early  carcinoma  of  one  kidney  which  had  recently  invaded  the  renal  pelvis. 
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The  Association  of  other  Elements  from  the  Urinary  Organs  with  Blood  in 
the  Urine. — Microscopical  examination  of  the  deposit  obtained  by  centrifuging 
a  specimen  of  urine  may  reveal  cellular  elements  distinctive  of  the  renal  pelvis 
or  vesical  mucous  membrane  or  epithelial,  granular,  and  blood-casts  from  the 
renal  tubules  {Plate  /.),  which  may  help  in  the  diagnosis  in  a  case  of  hsematuria. 
The  presence  of  a  number  of  urinary  crystals  in  a  urine  of  acid  reaction  will 
point  to  renal  calculus.  Occasionally,  small  pieces  of  growth  may  be  passed 
in  the  urine  from  the  delicate  villous  papilloma  or  villus-covered  carcinoma  ot 
the  bladder,  and  more  rarely  may  be  found  plugs  of  muco-pus  from  a  caseous 
tuberculous  cavity  in  the  kidney. 

The  association  of  pus  with  blood  in  the  urine  does  not  give  much  assistance 
in  the  determination  of  the  seat  of  the  bleeding.  Both  pus  and  blood  will  often 
be  present  in  either  calculus  or  tuberculosis  of  the  kidney  or  bladder,  and  may 
both  be  present  with  vesical  growth  or  with  prostatic  enlargement. 

The  Amount  of  Albumin. — If  the  amount  of  albumin  in  the  urine  is  in  excess 
of  that  which  would  be  due  to  the  amount  of  blood  present,  the  bleeding  is 
probably  renal  in  origin. 

The  Reaction  of  the  Urine  is  of  very  slight  assistance  in  the  determination 
of  the  source  of  bleeding  in  a  case  of  haematuria.  It  may  be  stated  in  a  general 
sense,  that  blood  in  an  acid  urine  is  more  likely  to  be  derived  from  the  kidney 
than  from  the  bladder.  This,  however,  is  liable  to  be  misleading,  for  blood 
may  be  present  in  an  acid  urine  in  a  case  of  vesical  calculus  or  growth,  whereas, 
on  the  other  hand,  there  may  be  blood  in  alkaline  urine  in  a  case  of  renal 
calculus  as  well  as  in  pathological  conditions  of  the  bladder. 

The  association  of  unilateral  lumbar  pain^  situated  in  the  angle  between  the 
last  rib  and  the  border  of  the  erector  spinas  muscle,  passing  forwards  above 
the  iUac  crest  into  the  groin,  with  occasional  attacks  of  colic,  would  suggest 
a  renal  lesion,  whilst  haematuria,  accompanied  by  increased  frequency  of  mic- 
turition or  by  penile  pain  immediately  following  micturition,  would  indicate 
vesical  disease.  Equally  important  is  it  to  take  into  consideration  the  age  of 
the  patient ;  thus,  in  a  young  adult,  continued  slight  haematuria  with  increased 
frequency  of  micturition  are  highly  suggestive  of  tuberculous  disease  of  the 
bladder  or  kidney,  whereas  slight  haematuria  in  a  more  elderly  patient  suggests 
vesical  carcinoma  or  calculus.  At  any  age,  severe  haematuria  may  be  present 
with  a  villous  tumour  of  the  bladder,  or  in  a  patient  more  advanced  in  years, 
with  renal  growth  or  prostatic  enlargement. 

Further  evidence  of  the  source  of  the  haemorrhage  may  be  obtained  upon  the 
physical  examination  of  the  patient.  This  should  be  carried  out  systemati- 
cally, and  not  only  should  the  urinary  organs  be  examined,  but  any  evidence  of 
disease  elsewhere  in  the  body,  as  in  the  heart,  lungs,  blood,  Uver,  or  pelvic 
organs,  sought  for.  Each  kidney  should  be  examined  bimanually,  one  hand 
being  placed  in  the  angle  made  by  the  last  rib  and  the  margin  of  the  erector 
spinas  muscle,  and  the  other  in  front,  immediately  below  the  costal  margin  ; 
the  patient  is  then  directed  to  breathe  deeply  whilst  pressure  is  maintained  by 
the  two  hands,  when  an  enlarged  or  unduly  mobile  kidney  may  be  felt  to  descend, 
or  may  be  grasped  on  deep  inspiration.  Any  pain  or  undue  tenderness  on 
either  side  should  be  noted,  especially  any  sharp,  pricking  pain  experienced  by 
the  patient  if  the  anterior  hand  be  suddenly  depressed,  a  sign  which  is  said  by 
Jordan  Lloyd  to  be  indicative  of  renal  stone. 

Examination  of  the  bladder  by  palpation  in  the  suprapubic  area  may  elicit 
pain  in  acute  inflammatory  conditions,  or  may  give  evidence  of  a  distended  bladder 
in  a  case  of  haematuria  from  prostatic  obstruction ;  but  much  more  knowledge 
may  be  gained  by  a  thorough  rectal  examination.  For  this  purpose  the  patient 
should  assume  the  knee-elbow  position,  when  the  examining  finger  can  explore  not 


tion  of  any  minute  changes  in  the  vesical  wall,  such  as  tuberculous  disease. 
Hence  it  is  better,  if  possible,  to  undertake  any  cystoscopic  examination  in  the 
interval  between  attacks  o(  bleeding,  when  the  blidder  can  be  thoroughly 
examined  and  any  pathological  lesion  found.  If  no  evidence  is  obtained  in 
this  way,  a  further  examination  may  be  conducted  during  an  attack  of  bleeding. 
It  remains  to  consider  ihc  main  causes  of  ha^maturia. 

I. — H.:BMATUH1A  FROM   AFFECTION   OF  SOME   PART  OF  THH   URINARV  TrACT. 

A.  Renal  Caiuss. 

The  Maltgnanl  Turnouts  of  the  Kidney,  nephroma,  embryoma,  carcinoma,  and 
sarcoma,  are  all  associated  "iih  profuse  ha;maturia  at  intervals.  The  nephro- 
mata  are  the  most  common ;  they  arise  in  the  adrenal  rests  found  in  the  cortical 
portions  of  the  kidney,  and  are  of  comparatively  slow  growth.  The  embryomata 
may  occur  in  small  children  or  in  elderly  persons,  whilst  the  true  carcinomata  and 
sarcomata  are  much  more  uncommon.  These  tumours  cause  an  aching  in  the 
loin,  and  may  lead  to  considerable  enlargement  of  the  kidney  before  any 
hematuria  occurs.  In  the  progressive  growth  of  the  tumour,  the  renal  pelvis 
is  gradually  involved  and  hematuria  is  evoked.  This  is  usually  severe  in  type, 
so  that  clots  may  be  formed  in  the  calyces  of  the  renal  pelvis  or  in  the  ureter 
and  cause  the  typical  pain  of  renal  colic  in  their  descent  of  the  latter.  The 
renal  tumour  usually  maintains  the  shape  of  the  kidney,  but  in  some  cases 
may  present  a  nodular  form.  Hence  profuse  hematuria,  with  clots  of  pyramidal 
or  worm-like  shape,  associated  with  renal  enlargement,  is  strongly  suggestive 
of  renal  malignant  growths. 
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The  only  common  form  of  innocent  tumour  in  the  kidney  is  that  of  a  papilloma 
of  the  renal  pelvis.  This  gives  rise  to  profuse  ha?maturia  and  to  renal  enlarge- 
ment, which  in  this  instance  is  due  to  hydro-  or  hamato-nephrosis  from  the 
obstruction  to  the  ureter  by  the  papillary  growth  or  by  blood-clot.  Thus  the 
renal  tumour  may  be  variable  in  size.  Papillomata  of  the  mucous  membrane  of 
the  renal  pelvis  are  occasionally  accompanied  by  similar  growths  in  the  ureter, 
and  may  also  show  a  similar  growth  at  the  ureteric  orifice  upon  inspection  of 
the  bladder. 

Injuries  to  the  Kidney  may  cause  haematuria  ;  the  diagnosis  is  usually  obvious. 
The  history  of  the  accident,  of  a  blow  or  squeeze  applied  to  the  lumbar  region, 
associated  with  hematuria,  would  point  to  an  injury  to  the  kidney.  There 
may  be  renal  enlargement,  but  this  must  be  diagnosed  from  an  extravasation  of 
blood  in  the  perinephric  tissues  from  the  rupture  of  the  renal  cortex.  Com- 
paratively slight  injury  to  the  loin  may  produce  hematuria  from  a  small  lesion 
in  the  renal  tissues,  whilst  in  some  cases  there  is  no  sign  or  recollection  of  external 
violence.  In  any  case  of  haematuria  following  traumatism,  it  is  essential  to 
diagnose  an  injury  to  the  kidney  from  injury  to  the  urethra  or  bladder.  In 
urethral  injury  the  tube  may  be  merely  contused,  or  partially  or  wholly  ruptured  ; 
blood  may  be  found  at  the  urethral  meatus  or  may  be  marked  in  the  first  portion 
of  any  urine  that  may  be  passed,  whilst  if  the  urethra  be  entirely  divided,  signs 
of  commencing  extravasation  of  urine,  with  inability  to  micturate,  will  appear. 

DESCRIPTION    OF    PLATE    V. 

Bladder  Appearances  seen   through   the   Cystoscope. 

Fig.  A. — Blood-stained  urine  issuing  from  the  ureter. 
Fig.  B. — Purulent  urine  issuing  from  the  ureter. 
Fig.   C. — Congestion  around  a  ureteric  orifice  in  calculous  pyelitis 
Fig.  D. — The  retracted  ureter  common  with  descending  renal  tuberculosis. 
Fig.  E. — Tuberculous   ulceration   around   the   ureteric  orifice    in   descending 
renal  tuberculosis. 
Fi£S.  D  ami  E  are  from  skfichcs  kindlv  supplied  hy  Dr.  C.  E.  H'a/ters,  Oj  Cliff  on. 

If  the  bladder  be  injured,  blood  may  be  present  in  any  urine  drawn  off ;  or  in  a 
rupture  of  the  bladder  involving  the  peritoneal  coat  fluid  may  be  found  in  the 
abdominal  cavity.  The  length  of  time  between  the  last  passage  of  urine  and 
the  occurrence  of  the  accident  should  be  ascertained,  and  a  catheter  passed  ; 
very  gentle  irrigation  of  the  bladder  with  sterile  fluid  should  be  carried  out  in 
any  suspected  rupture  of  the  viscus,  to  see  if  the  amount  of  fluid  run  into  the 
bladder  is  duly  returned.  At  the  same  time,  a  thorough  examination  should  be 
made  of  the  bony  pelvis  for  any  sign  of  fracture,  which  is  frequently  the  cause 
of  direct  injury  to  the  bladder  or  urethra. 

In  Renal  Calculus  the  bleeding  is  seldom  profuse,  is  usually  associated  with 
a  small  amount  of  pus,  and  frequently  is  increased  after  any  exertion  or  by 
the  jolting  of  a  journey.  The  subject  of  a  renal  stone  will  usually  complain 
of  pain  in  one  loin  of  a  constant  aching  character,  which  will  remain  of  this 
character  so  long  as  the  stone  remains  embedded  in  the  renal  tissues,  in  which 
condition  slight  haematuria  is  often  present.  When,  however,  the  calculus  pro- 
jects into  or  is  free  in  the  renal  pelvis,  the  urine  also  contains  a  small  quantity 
of  pus,  and  attacks  of  renal  colic  come  on,  characterised  by  very  acute  pain  in 
the  loin,  passing  forwards  and  do.vnwards  to  the  groin,  upper  part  of  the  thigh, 
and  testicle  of  the  same  side,  and  accompanied  by  frequent  desire  to  pass  urine. 
The  calculus  may  be  passed  into  the  bladder  along  the  ureter,  may  become 
impacted  in  the  course  of  the  ureter,  or  may  remain  in  the  renal  pelvis,  in 
which  case  successive  attacks  of  renal  colic  may  occur.     The  previous  passage 
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beyond  the  occasional  presence  of  albumin ;  but  as  it  advances  the  foci 
coalesce  and  form  a  softened  area  which  opens  into  the  renal  pelvis,  when  there 
is  a  constant  discharge  of  small  quantities  of  pus  and  blood  in  the  urine.  The 
liberation  of  tuberculous  material  into  the  renal  pelvis  and  ureter  causes  infection 
of  the  mucous  lining  of  these  passages,  and  is  marked  almost  constantly  by 
increased  frequency  of  micturition  during  both  the  day  and  the  night,  even 
before  any  tuberculous  infection  has  occurred  in  the  bladder.  These  cases  are 
often  mistaken  for  renal  calculus,  but  in  any  case  of  persistent  slight  hematuria 
or  pyuria  a  careful  search  should  be  made  for  tubercle  bacilli  in  the  urine.  It 
should  be  noted  also  that  a  skiagram  may  show  a  distinct  shadow  produced 
by  a  tuberculous  focus  in  the  kidney,  but  its  outline  differs  from  that  due  to 
a  calculus  in  its  indefinite  border.  In  renal  tuberculosis  the  hematuria  is 
rarely  increased  by  exertion  on  the  part  of  the  patient,  as  is  frequently  the  case 
with  calculus,  and  pain  in  the  loin  is  less  mitigated  by  rest  in  bed. 

In  Renal  Mobility^  haematuria  is  certainly  uncommon,  but  occasionally  occurs. 
In  the  case  of  a  patient  with  markedly  increased  renal  mobility,  haematuria  may 
follow  any  exertion,  such  as  hunting  or  dancing.  Renal  mobility  is  so  common, 
however,  that  the  occurrence  of  haematuria  should  in  any  case  arouse  suspicion 
of  some  other  lesion  of  the  urinary  tract,  and  a  thorough  examination  both  of 
the  bladder  (by  the  cystoscope)  and  of  the  kidney,  should  be  made  before  any 
attempt  at  fixation  is  undertaken.     Movable  kidney  may  be  entirely  painless 

DESCRIPTION    OF    PLATE    VI. 

Bladder  Appearances  seen   through   the   Cystoscope. 

Fig.  F. — Pedunculated  carcinoma  of  the  bladder. 
Fig.   G. — Pedunculated  bald  carcinoma  of  the  bladder. 
Fig.  H. — Uric  acid  calculus  in  the  bladder. 

Fig.    I. — Appearance  at  the  urethral  orifice  in  bilateral  adenomatous  enlarge- 
ment of  the  prostate. 
Fig.  K. — Bilharzia  haematobia. 

Fig.  G  is  from  a  sketch  by  Dr.   Walters^  and  Fi^.  K  is  rtproduced  by  kind 

permission  of  Mr.  II.  A.  U  ilson. 

and  give  rise  to  no  symptoms  whatever,  or  may  cause  lumbar  aching  or  attacks 
of  acute  pain  resembling  renal  colic  (Dietl's  crises).  It  frequently  causes  gastro- 
intestinal disturbance  from  the  drag  upon  the  duodenum  in  relation  to  it,  and 
occasionally  also  polyuria  and  increased  frequency  of  micturition:  The  kidney 
can  be  felt  to  be  movable,  but  care  must  be  taken  not  to  mistake  other  abdominal 
swellings  for  a  kidney  (see  Kidney,  Enlargement  of). 

Hydronephrosis  occasionally  gives  rise  to  haematuria,  and  the  combination  of 
renal  tumour  and  haematuria  would  suggest  a  growth  in  the  kidney.  The  blood 
from  a  hydronephrotic  kidney,  however,  is  very  rarely  copious,  and  the  other 
symptoms  of  hydronephrosis  would  distinguish  the  two,  in  particular  inter- 
mittency  with  corresponding  changes  in  the  amount  of  the  urine. 

Polycystic  disease  of  the  kidneys  is  commonly  accompanied  by  haematuria  in 
the  later  stages  of  the  disease.  It  occurs  in  early  childhood  or  in  adult  life,  and 
is  most  commonly  bilateral,  forming  an  enlargement  of  each  kidney  which  may 
reach  large  dimensions,  although  on  the  other  hand  a  tumour  may  only  be  felt  on 
one  side.  In  the  early  stages  the  diagnosis  is  difiBcult  ;  but  later,  pain,  bilateral 
tumour,  haematuria,  and  signs  of  renal  inefficiency  will  be  present.  The  renal 
tumour  caused  by  polycystic  disease  is  smooth  and  rounded,  but  differs  from 
hydronephrosis  in  that  fluctuation  can  seldom  be  obtained.  Bilateral  hydro- 
nephrosis will  be  diagnosed  from  polycystic  disease  by  the  finding  of  some 
lesion  obstructing  the  normal  urinary  flow,    such  as  stricture  of  the  urethra, 
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beyond  the  occasional  presence  of  albumin ;  but  as  it  advances  the  foci 
coalesce  and  form  a  softened  area  which  opens  into  the  renal  pelvis,  when  there 
is  a  constant  discharge  of  small  quantities  of  pus  and  blood  in  the  urine.  The 
liberation  of  hiberculous  material  into  the  renal  pelvis  and  ureter  causes  infection 
of  the  mucous  lining  of  these  passages,  and  is  marked  almost  constantly  by 
increased  frequency  of  micturition  during  both  the  day  and  the  night,  even 
before  any  tuberculous  infection  has  occurred  in  the  bladder.  These  cases  are 
often  mistaken  for  renal  calculus,  but  in  any  case  of  |>ersistent  slight  hematuria 
or  pyuria  a  careful  search  should  be  made  for  tubercle  bacilli  in  the  urine.  It 
should  be  noted  also  that  a  skiagram  may  show  a  distinct  shadow  produced 
by  a  tuberculous  focus  in  the  kidney,  but  its  outline  differs  from  that  due  to 
a  calculus  in  its  indefinite  border.  In  renal  tuberculosis  the  hematuria  is 
rarely  increased  by  exertion  on  the  p>art  of  the  patient,  as  is  frequently  the  case 
with  calculus,  and  pain  in  the  loin  is  less  mitigated  by  rest  in  bed. 

In  Renal  Mobility y  hxmaturia  is  certainly  uncommon,  but  occasionally  occurs. 
In  the  case  of  a  patient  with  markedly  increased  renal  mobility,  haematuria  may 
follow  any  exertion,  such  as  hunting  or  dancing.  Renal  mobility  is  so  common, 
however,  that  the  occurrence  of  hematuria  should  in  any  case  arouse  suspicion 
of  some  other  lesion  of  the  urinary  tract,  and  a  thorough  examination  both  of 
the  bladder  (by  the  cystoscope)  and  of  the  kidney,  should  be  made  before  any 
attempt  at  fixation  is  undertaken.     Movable  kidney  may  be  entirely  painless 

DESCRIPTION    OF    PLATE    VI. 

Bladder  Appearances   seen   through   the   Cystoscope. 

Fig.   F. — Pedunculated  carcinoma  of  the  bladder. 
Fig.   G. — Pedunculated  bald  carcinoma  of  the  bladder. 
Fig.  H. — Uric  acid  calculus  in   the  bladder. 

Fig.    I. — Appearance  at  the  urethral  orifice  in  bilateral  adenomatous  enlarge- 
ment of  the  prostate. 
Fig.  K. — Bilharzia  haBmatobia. 

/VV".  (r  is  from  a  sketch  by  Dr.   It  'aUers,  and  Fi^.   K  is  re^oduccd  by  kind 

permission  c/ A^fr.  II.  A.   H  ilson. 

and  give  rise  to  no  symptoms  whatever,  or  may  cause  lumbar  aching  or  attacks 
of  acute  pain  resembling  renal  colic  (Dietl's  crises).  It  frequently  causes  gastro- 
intestinal disturbance  from  the  drag  upon  the  duodenum  in  relation  to  it,  and 
occasionally  also  polyuria  and  increased  frequency  of  micturition.  The  kidney 
can  be  felt  to  be  movable,  but  care  must  be  taken  not  to  mistake  other  abdominal 
swellings  for  a  kidney  (see  Kidney,  Enlargement  of). 

Hydronephrosis  occasionally  gives  rise  to  hacmaturia,  and  the  combination  of 
renal  tumour  and  hematuria  would  suggest  a  growth  in  the  kidney.  The  blood 
from  a  hydronephrotic  kidney,  however,  is  very  rarely  copious,  and  the  other 
symptoms  of  hydronephrosis  would  distinguish  the  two,  in  particular  inter- 
mittency  with  corresponding  changes  in  the  amount  of  the  urine. 

Polycystic  disease  of  the  kidneys  is  commonly  accompanied  by  haematuria  in 
the  later  stages  of  the  disease.  It  occurs  in  early  childhood  or  in  adult  life,  and 
is  most  commonly  bilateral,  forming  an  enlargement  of  each  kidney  which  may 
reach  large  dimensions,  although  on  the  other  hand  a  tumour  may  only  be  felt  on 
one  side.  In  the  early  stages  the  diagnosis  is  difficult  ;  but  later,  pain  bilateral 
tumour,  haematuria,  and  signs  of  renal  inefficiency  will  be  present.  The  renal 
tumour  caused  by  polycystic  disease  is  smooth  and  rounded,  but  differs  from 
hydronephrosis  in  that  fluctuation  can  seldom  be  obtained.  Bilateral  hydro- 
nephrosis will  be  diagnosed  from  polycystic  disease  by  the  finding  of  some 
lesion  obstructing  the  normal  urinary   flow,    such  as  stricture  of  the  urethra, 


bleeding,  but  in  either  variety  the  clotting  of  blood  in  the  bladder  may  c: 
urgent  desire  to  micturate  or  even  retention  of  urine.  A  rei 
may  g'^'c  eviilencc  of  infiltration  of  the  base  of  the  bladder  or  of  the  pelvic 
lymphatics  in  the  malignant  form,  but  it  is  only  rarely  that  an  innocent 
tumour  is  large  enough  to  be  felt  by  the  rectum.  In  the  intervals  between 
hemorrhages,  a  cvstoscopic  examination  will  demonstrate  the  presence  of  a 
vesical  growth  (Plate  VI,  figs.  F  and  G).  It  should  be  noted  that  the  common 
situation  for  a  vesical  tumour  is  at  "the  base  of  the  bladder,  in  close  proximity 
to  a  ureteric  orifice ;  this  latter  may  be  actually  obstructed,  or  dragged  upon 
by  the  growth  in  such  manner  as  to  cause  renal  distention  or  actual  hydro- 
nephrosis, so  that  a  vesical  tumour  may  give  rise  to  renal  pain  and  tumour, 
and  in  this  ivay  may  be  readily  mistaken  for  a  renal  growth.  This  difficulty 
will  be  overcome  by  a  cystoscopic  examination  of  the  bladder. 

Prostatic  enlatcemtnt  of  the  adenomatous,  or  more  frequently  of  the  carcino- 
matous variety,  may  cause  haematuria.  The  age  of  the  patient  (54  or  more), 
the  increased  ffoquency  and  difficulty  in  micturition,  the  evidence  obtained  by 
a  rectal  examination  and  by  ca the teriz.it ion.  suffice  to  diagnose  the  disease. 
The  hematuria  of  prostatic  enlargement  is  often  profuse,  and  may  be  an  early 
symptom  of  the  disease  ;  but  on  careful  enquiry  it  will  usually  be  found 
that   there   has   been   tor   some   months   a   gradually   increasing  frequency   of 

Vesical  Epithelioma  occurs  in  elderly  patients,  and  causes  slight  but  fairly 
constant  hematuria.  For  hemorrhage  to  take  place  from  a  vesical  epithelioma, 
there  must  be  ulceration  of  the  surface  of  the  growth,  and  other  symptoms  will 
be  present,  namely,  increased  frequency  of  micturition  both  day  and  night, 


by  vesical  irritability,  followed  by  uIceiatiDn  a.n<j 
the  passage  o(  urine  by  the  vagina  oi  liEcal  matti 
as  a  late  stage  of  carcinomatous  disease,  there  i^ 
the  (Iiaj;nosia. 

Hematuria  may  occur  during  an  attack  ot  acuU  appendicitis  from  the  direct 
spread  of  the  inflammatory  process  to  the  vesical  wall.  In  some  cases  in 
which  the  inflamed  appendix  turns  downwards  over  the  pelvic  brim,  it  may 
become  adherent  to  the  bladder,  or  an  abscess  may  form  in  immediate  relation 
to  the  bladder  wall.  The  localized  inflammation  of  (he  vesical  mucous  membrane 
causes  ha:maturia.  whilst  the  sudden  appearance  of  a  quantity  of  pus  in  the 
urine  has  been  noticed  when  an  appendicular  abscess  has  ruptured  into  the 
bladder.  The  history  of  acute  pain  low  down  in  the  right  iliac  fossa,  the 
pyrexia,  and  general  symptoms  of  peritoneal  inflammation  before  any  urinary 
symptom  was  noted,  will  point  to  the  disease;  a  rectal  examination  may 
reveal  the  inflammatory  process  in  the  right  pelvic  region. 

Acute  Salpingitis  or  Pelvic  Abscess  may  similarly  cause  haematuria  from 
direct  inflammatory  extension  to  the  vesical  wall,  but  this  is  rarer  than  in 
appendicitis. 

Tuberculous  and  Dysenltric  Ulceration  of  the  Intestine  have  both  caused 
hematuria  by  the  adhesion  of  the  bowel  to  the  fundus  of  the  bladder  and  the 
subsequent  inflammatory  condition  of  the  mucous  membrane.  In  a  case  of 
slight  hematuria,  a  cystoscopjc  examination  showed  a  localized  area  of  intense 
congestion  at  the  fundus  of  the  bladder  without  any  other  vesical  lesion,  and 
on  opening  the  abdomen,  a  coil  of  small  intestine,  obviously  ulcerated  by  tubercle, 
was  found  adherent  to  the  peritoneal  aspect  of  the  bladder.  In  most  cases  the 
symptoms  due  to  the  inteatinal  disease  would  be  apparent. 
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III. H;=EMATURIA    IN    GENERAL    DISEASES. 

The  sudden  plugging  of  a  renal  vessel  by  embolism  (renal  infarction))  is  not 
uncommon  in  cases  of  endocarditis,  and  may  be  accompanied  by  haematuria. 
The  embolism  is  most  commonly  seen  in  infective  endocarditis,  during  the 
course  of  which  sudden  pain  is  felt  in  the  loin,  followed  by  haematuria.  The 
occurrence  of  acute  endocarditis  in  the  course  of  acute  septic  processes,  such  as 
acute  osteomyelitis,  pneumonia,  or  acute  rheumatism,  is  not  uncommon,  and 
will  usually  be  diagnosed  before  there  is  any  evidence  of  renal  embolism.  On 
the  other  hand,  there  are  certain  cases  of  chronic  heart  disease  in  which  the  first 
evidence  of  infected  endocarditis  having  developed  may  be  the  occurrence  of 
sudden  haematuria  ;  and  in  some  such  cases  there  may  be  difficulty  in  excluding 
acute  Bright's  disease,  because  around  each  infarct  there  is  local  acute  inflamma- 
tion, and  therefore  the  urine  will  contain  tube-casts  as  well  as  blood  ;  the  discs 
should  be  examined  for  optic  neuritis,  and  if  there  is  pyrexia  with  progressive 
enlargement  of  the  spleen,  infective  endocarditis  will  suggest  itself. 

Leukamia  may  be  accompanied  by  haematuria  ;  but  the  enlargement  of  the 
spleen,  general  symptoms  of  anaemia,  and  the  total  and  differential  blood 
counts,  will  point  to  a  diagnosis. 

Scurvy  and  the  various  forms  of  Purpura  {q.v.)  may  each  be  accompanied  by 
haematuria,  but  the  general  symptoms  of  each  disease  are  usually  well  marked 
before  haematuria  occurs.  In  infantile  scurvy,  the  evidence  of  subperiosteal 
haemorrhages  should  be  looked  for,  whereas  in  purpura  there  will  be  other 
obvious  haemorrhagic  lesions.  R.  //.  Jocelyn  Swan. 

HEMOGLOBINURIA. — Haemoglobin uria  differs  from  haematuria  in  that  the 
blood -pigment  is  passed  in  solution  in  the  urine  apart  from  red  corpuscles.  In 
many  cases  of  haemoglobinuria  small  numbers  of  red  corpuscles,  or  the  ghosts 
of  them,  may  be  found  microscopically ;  but  so  far  as  these  red  corpuscles 
go  they  constitute  haematuria  in  association  with  the  haemoglobinuria  ;  the 
essential  part  of  the  latter  is  the  passage  of  the  blood  pigment  dissolved  out 
of  the  red  corpuscles.  It  gives  the  same  chemical  tests  as  ordinary  blood  ; 
spectroscopically  it  is  almost  as  common  to  find  the  bands  of  methaemoglobin 
[Fig.  22,  p.  95)  as  those  of  oxyhaemoglobin  (Fig.  17,  p.  95)  ;  by  the  addition 
of  ammonium  sulphide  the  spectrum  is  changed  to  that  of  reduced  haemoglobin 
(Fig.  18,  p.  95),  and  by  the  further  addition  of  a  few  drops  of  concentrated 
caustic  soda,  that  of  alkaline  haematin  (Fig.  20,  p.  95)  is  produced.  The 
diagnosis  depends  upon  the  discovery  of  blood  pigments  in  the  urine,  whilst 
the  microscope  shows  no  red  corpuscles,  or  these  are  so  few  in  number  as  to 
be  out  of  all  proportion  to  the  pigment.  It  is  important  that  the  urine  should 
be  examined  fresh,  for  otherwise,  owing  to  the  disintegration  of  red  cells  after 
they  have  been  passed  as  such,  it  is  possible  to  mistake  for  haemoglobinuria  that 
which  is  really  haematuria. 

To  the  naked  eye,  the  urine  may  be  only  just  tinged  with  a  colour  that 
suggests  blood  pigment,  or  it  may  be  absolutely  blood  red,  brown,  murky,  or 
even  black,  as  in  the  tropical  blackwater  fever.  It  is  seldom  clear  ;  but  clouded 
by  mucus,  casts,  amorphous  masses  of  pigment,  and  debris. 

Haemoglobinuria  results  from  any  condition  which  leads  to  hapmoglobinaemia 
by  laking  the  red  corpuscles  within  the  living  vessels.  It  has  been  produced 
in  animals  experimentally  by  the  injection  of  various  haemolytic  sera  and  other 
substances.  It  may  occur  in  man  as  the  result  of  the  oral  administration  of 
certain  chemical  substances  such  as  potassium  chlorate,  pyrogallic  acid,  naphthol, 
urotropine,  and  possibly  quinine  ;  after  the  inhalation  of  certain  toxic  gases. 
notably  carbon  monoxide,  carbon  bisulphide,  naphtha  vapour,  arseniuretted 
hydrogen  ;    after  the  transfusion  of  certain  foreign  sera  which  were  formerly 


are  allccted  rather  than  females.  The  remarkable  feature  of  the  malady  is  the 
way  in  which  an  attack  can  be  brought  on,  almost  at  will,  by  certain  immediate 
cause?,  of  ivhich  the  most  potent  is  exposure  to  cold,  others  being  excessive 
exercise  or  mental  excitement.  Sometimes  the  exposure  has  to  be  considerable 
before  ha;moglobinuria  results  ;  on  the  other  hand,  it  may  be  impossible  for  the 
patient  to  keep  his  hands  immersed  in  cold  water  for  any  length  of  time  without 
an  attack  ensuing.  The  urine  may  look  like  blood,  and  the  output  of  pigment, 
tof^fther  with  considerable  albuminuria,  persists  for  a  day  or  two  as  a  rule  ;  the 
attack  may  be  unaccompanied  by  other  symptoms,  but  sometimes  there  is  a 
shivering  attack  or  an  actual  rigor  with  rise  of  temperature,  and  a  general  feeling 
of  illness,  necessitating  rest  in  bed.  Sooner  or  later,  if  repeated  attacks  occur, 
the  patient  becomes  severely  anaemic,  with  all  the  symptoms  that  result  from 
such  anxmia.  The  diagnosis  may  be  very  difficult  at  the  time  of  the  first  attach, 
but  it  is  relatively  easy  when  the  attacks  recur,  especially  when  there  is  distinct 
relationship  to  some  definite  immediate  cause,  such  as  exposure  to  cold,  to  undue 
fatigue,  or  mental  excitement.  The  main  mistake  to  avoid  is  a  diagnosis  of 
hiematuria,  such  as  a  villous  tumour  of  the  bladder  might  cause.  The  way  to 
obviate  this  error  is  to  empioy  both  the  microscopic  and  the  spectroscopic  tests 
for  blood,  much  pigment  and  few  corpuscles  pointing  lo  ha^moglobinuria. 

Herbnl  French. 
HEMOPTYSIS.— The  term  hscmoptysis  literally  means  blood- spit  ling,  but 
elinicnlly  it  is  restricted  to  the  expectoration  of  blood  derived  from  the  lungs, 
bronchi,  or  trachea,  to  the  exclusion  of  the  spitting  of  blood  derived  from  the 
mouth,  nose,  or  pharynx.  Some  observers  would  include  blood  coming  from 
ulceration  of  the  larynx  under  the  heading  of  ha;moptysis,  others  would  not,  so 
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that  the  meaning  of  the  term  is  arbitrary.     For  practical  purposes  it  is  simpler 
to  include  the  larynx  as  a  source  for  haemoptysis. 

The  differential  diagnosis  resolves  itself  into  two  main  portions,  namely, 
(I)  A  determination  of  whether  the  symptom  has  really  been  haemoptysis  in  the 
restricted  sense,  or  whether  the  blood  has  been  derived  from  the  mouth,  nose, 
or  pharynx  on  the  one  hand,  or  the  stomach  on  the  other  ;  and  (II)  If  true 
haemoptysis  has  really  occurred,  a  determination  of  its  exact  cause  in  the  parti- 
cular case. 

I. — The  Distinction  between  True  and  Spurious  HitMOPTvsis. 

True  haemoptysis — that  is  to  say,  haemorrhage  from  the  lungs,  bronchi,  trachea, 
or  larynx — can  sometimes  be  distinguished  at  once  from  the  spitting  of  blood 
derived  from  the  nose,  mouth,  or  pharynx.  The  occurrence  of  epistaxis. 
bleeding  gums,  sore  throat,  ulcerative  stomatitis,  epithelioma  linguae,  injury 
to  the  mouth,  gingivitis  from  a  carious  tooth,  or  from  pyorrhoea  alveolaris, 
pharyngitis,  septic  conditions  of  the  antrum  of  Highmore,  or  frontal,  ethmoidal, 
or  sphenoidal  air-cells,  or  rarer  conditions,  such  as  lupus  of  the  palate  or 
pharynx,  sarcoma  of  the  tonsil  or  of  the  basisphenoid,  may  generally  be  detected 
by  a  careful  examination  of  the  nose,  mouth,  gums,  and  pharynx  ;  moreover, 
the  blood  in  these  conditions  is  usually  mixed  with  saliva,  watery,  and  perhaps 
non-aerated.  It  is  very  important,  however,  to  be  decidedly  guarded  in  con- 
cluding that  blood  comes  from  the  mouth,  nose,  or  throat,  and  not  from  the 
lungs  ;  and  a  careful  examination  for  tubercle  bacilli  should  be  carried  out  in 
every  such  case,  lest  the  early  stage  of  phthisis  should  be  missed. 

The  distinction  between  haemoptysis  and  haematemesis  is  often  easy  enough, 
but  sometimes  very  difficult.  The  history  may  help,  or  the  patient's  own 
sensations  may  make  him  certain  that  he  coughed  up  the  blood,  and  did  not 
vomit  it.     The  following  is  a  summary  of  the  points  of  distinction  : — 

HAEMOPTYSIS.  H^MATEMESIS. 

1.  The  patient  coughs  the  blood  up  i.  The  blood  is  vomited 

2.  Part  of  the  blood  is  often  frothy  2.  The  blood  is  not  frothy 

3.  The  blood  may  occur  by  itself,  but  it  is  3.  The  blood  may  occur  by  itself,  but  it  is 

often  mixed  with  sputa,  recognizable  often  mixed  with  vomit,  recognizable 

microscopically  by  the  presence  of  food  particles 

4.  The  blood  is  alkaline  in  reaction  4.  The   blood    may   be    alkaline    if   it    is 

abundant,  but  it  is  often  acid  from 
admixture  with  gastric  juice 

5.  Tubercle  bacilli  or  elastic  fibres   may  5.  Tubercle  baciUi  will  be  absent 

be  detected 

6.  There   may   be   a   previous   history   of  6.  There  may  be  a  definite  histor>%  with 

acute  rheumatism,  or  of  cough  and  or   without    physical  signs,  pointing 

night  sweats,  indicative  of  heart  or  to  a  gastric  lesion  or  to  cirrhosis  of 

lung  disease,  confirmed  by  abnormal  the  liver 
cardiac  or  pulmonary  physical  signs 

7.  Before  the  blood  is  coughed  up,  there  7.  Before  the  blood  is  brought   up  there 

is    often    a    sense     of     tickling    or  may  be  a  feeling  of  sickness,  nausea, 

gurgling    in    the    throat,     which    is  oppression      in      the      epigastrium, 

always  very  suggestive  of  true  haemo-  faintness,  and  giddiness 
ptysis 

8.  The  motions  are  not  altered  afterwards  8.  The  motions  are  often  tarry  after\%'ards 

unless  the  blood  has  been  abundant 
and  much  of  it  has  been  swallowed, 
when  they  may  be  tarry  as  in 
haematemesis 

9.  Blood-stained    sputa    may    be    expec-  9.  There  are  usually  no  sputa 

torated    for    several    days    after    a 
.  severe  attack 

ID.  A  history  of  cough  10.  A  history  of  abdominal  pains  after  food. 


Although  these  are 
the  following  tables  inJicate  : — 
.-I.  Hsmoptysls  due  la  Changes  in  the   Lungs  : 


great  many  other  c 


I.   Phthisis: 

8.  Septic  pneumonia,  with  or  with- 

(«)  Early 

out  abscess 

(6]   Later 

g.  Gangrene  of  the  lung 

2,  Cirrhosis    of     lung  :    pncui 
coniosis  : 

mono- 

10.   Infarction  of  the  lung  : 
(a)   Kmbolic 

(a)   Kniftstimler's  lun- 

{h)   Thrombotic 

('.)   Stonemason's  lun^ 

II.  Neoplasm   of  the   lung,   whether 

3.  Cariiiac  disease,  especially 

mitral 

primary  or  secondary  : 
(a)   Sarcoma 

4.   Violent   coughing   ellorts, 

as   in   ' 

{h)  Carcinoma 

w hooping -couijh  or  broi 

ichitis  1 

12.  Sporotrichosis  of  the  lung  : 

or  emphysema 

(n|   Aspergillosis 

5.   Injury: 

ill)   Actinomycosis 

(a]   Blows  upjn  the  chesi 

;  wall, 

(f]   Other  forms 

without  rib  fracturi 

13,  Aortic  aneurysm  pressing  on  and 

(t)   Fractured  rib 

opcninK  into  the  lung 

[c)   Exploratory  nee.lhny 

of  the 

14.   lly<latid  cyst 

chest 

15.   Primary  atheroma  of  the  pulmo- 

{il}  At  the  enil  of  paracentesis  ■ 

nary  arterioles 

thoracis. 

16.  Empyema  bursting   through   the 

I).  Lobar  pneumonia 

lung 

17.  Hepatic  abscess  bursting  through 
the  diaphragm  into  the  lung. 
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Bronchioles,  Bronchi,  or  Trachea  :  — 

(ii)  Invasion  of  a  bron- 
chus by  a  medias- 
tinal sarcoma,  lym- 
phosarcoma, oesoph- 
ageal epithelioma, 
or  other  neoplasm. 

(c)  Secondary  to  a  foreign  body, 
such  as  a  button,  a  fruit- 
stone,  a  tooth,  etc.  ;  or  to 
a  tracheotomy  tube 

(d)  Secondary  to  a  caseous  or 
calcareous  bronchial  gland. 

6.  Parasitic  infection  by  the  Dt sto- 
ma pulmonale  westermanni 

Larynx  :— 

7.  Injury  to  the  larjmx,  by  a  blow, 
a  throat  grip,  a  cut  throat, 
intubation,  or  operation 

8.  Lupus  of  the  larynx 

9.  Variolous  ulceration 

10.  Leprosy  of  the  larynx 

11.  Angioma  of  the  larynx 

Blood  :— 

6.  Hodgkin's  disease  or  lymph- 
adenoma 

7.  Malignant  types  of  specific  fevers, 
such  as  variola  or  measles 

8.  Haemophilia 

4.  Recurrent  haemoptysis  in  arthritic 
subjects  (Andrew  Clark) 

5.  Haemoptysis  in  apparently  sound 

and  healthy  young  subjects. 

Copious  Hflemoptysis  has  only  two  causes,  namely  rupture  of  an  aortic  aneurysm 
into  trachea,  bronchus,  or  lung  ;  and  rupture  of  an  aneurysm  of  a  pulmonary 
arteriole  in  a  phthisical  vomica.  The  former,  when  once  it  causes  severe  haemo- 
ptysis, nearly  always  proves  immediately  fatal ;  the  latter  may  also  cause  rapid 
death,  but  sometimes  the  severe  bleeding  stops,  and  recovery  may  ensue.  In 
either  case,  however,  there  is  often  a  stage  of  slight  or  premonitory  bleeding  for 
days,  weeks,  or  even  months  before  the  final  and  possibly  fatal  rupture  occurs. 

There  are  some  causes  of  haemoptysis  in  the  above  list  about  which  little  need 
be  said.  The  whole  of  Group  £,  for  instance,  is  open  to  much  doubt ;  it  is  true 
that  apparently  sound  young  subjects  may  have  transient  haemoptysis,  and 
never  develop  phthisis  ;  on  the  other  hand,  a  certain  proportion  of  such  cases 
do  become  consumptive  later,  so  that  the  presumption  is  that  in  all  of  them 
the  haemoptysis  really  has  a  tuberculous  origin,  cure  resulting  rapidly  in  some, 
but  not  in  others.  Particular  care  should  be  taken  in  the  examination  of  the 
sputum  and  of  the  chest  by  the  ordinary  physical  methods,  and  perhaps  by  the 
;r-rays  also,  and  even  although  the  cause  of  the  haemoptysis  may  not  be  precisely 
determined,  the  patient  would  be  well  advised  to  live  as  healthily  as  possible, 


B.  Hemoptysis  due  to  Changes  in  the 

1.  Bronchitis  : 

(a)   Acute 
(6)  Chronic 
\c)  Plastic 

2.  Bronchorrhoea 

3.  Bronchiectasis 

4.  Aortic  aneurysm  opening  into  the 

trachea  or  a  bronchus 

5.  Ulceration   of  the  trachea  or  a 

bronchus : 

(a)  Tertiary  syphilitic 

(b)  Malignant 

(i)  Primary    epithelioma 
of  bronchus 

C.  Haemoptysis  due  to  Changes  in  the 

1.  Acute  laryngitis 

2.  Tuberculous  ulceration 

3.  Syphilitic  ulceration 

4.  Malignant  ulceration  : 

(a)  Epitheliomatous 

(b)  Sarcomatous 

5.  Post-typhoidal  ulceration 

6.  Post-diphtheritic  ulceration 

D.  Heemoptysis  due  to  Changes  in  the 

1.  Purpura  and  its  various  causes  (q.v.) 

2.  Scurvy 

3.  Splenomedullary  leukaemia 

4.  Lymphatic  leukaemia 

5.  Pernicious  anaemia 

E.  Doubtful  Causes  of  Hsemoptysls  :— 

1.  Granular  kidney 

2.  Arteriosclerosis 

3.  Vicarious  menstruation 


found  in  the  sputa  quite  early,  so  that  a  careful  examination  even  of  the  most 
insignificant  amount  of  sputum  must  always  be  made  before  a  definite  and 
reliable  opinion  as  to  the  cause  of  the  hiemoptysis  can  be  given.  The  actual 
cause  of  the  ha;moptysis  ia  phthisis  is  not  constant.  In  the  early  stages  of  the 
tiiseasc  it  may  be  the  result  of  a  local  inflammatory  hyperasmia  with  rupture  of 
the  capillaries  ;  the  amount  of  btood  expectorated  is  then  usually  small,  and  it 
may  amount  only  to  streaking  of  the  sputum.  A  little  later,  small  vessels  may 
themselves  become  inflamed  and  softened,  ot  directly  invaded  by  the  tuberculous 
process,  consequently  rupturing  if  any  extra  strain  is  suddenly  put  upon  them, 
— for  instance,  during  attacks  of  coughing.  This  may  lead  to  a  more  profuse 
himoptysis  even  quite  early  in  the  disease.  When  the  malady  is  more  advanced, 
the  caseation  and  the  breaking  down  oi  lung  tissue  may  lead  to  softening  of 
the  entemal  wall  of  a  considerable  branch  of  the  pulmonary  artery,  resulting 
in  an  aneurysmal  bulge,  which,  if  thrombosis  does  not  occur  within  it,  will 
sooner  or  later  rupture,  and  cause  a  profuse  and  probably  fatal  haemorrhage. 

Clrrhoala  of  the  Lung — Pnaumonoconlosts,  Hlnen'  Phthisis— is  a  particular 
variety  of  fibrosis  due  to  the  inhalation  ol  irritating  particles,  especially  amongst 
workers  at  certain  occupations.  Coal  miners  seldom  get  it  ;  although  their  lungs 
become  packed  with  carbon — anihracosis — these  particles  do  not  seem  to  inflame 
the  tissues.  Knife-grinders  sufier  from  it — siderosis  ;  so  do  workers  in  certain 
limestone  quarries,  rock-drilling  gold  mines,  and  diamond  mines — silicosis.  The 
chief  point  in  the  diagnosis  is  the  history  as  to  occupation  ;  there  is  much  doubt 
as  to  whether  these  conditions  are  not  really  of  a  chronic  tuberculous  nature, 
and  tubercle  bacilli  should  be  looked  for  in  all  these  cases.  The  hemoptysis  is 
far  less  frequent  and  less  abundant  than  it  is  in  ordinary  cases  of  phthisis. 
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Mitral  Stenosis  is  the  second  commonest  cause  of  haemoptysis.  Other  forms 
of  heart  disease  seldom  lead  to  it  direct,  though  mitral  regurgitation  may  do  so 
occasionally,  and  so  may  aortic  stenosis  or  regurgitation  when  they  have  caused 
secondary  mitral  regurgitation.  Congenital  heart  disease^  unlike  the  acquired 
forms,  is  so  liable  to  lead  to  phthisis  that  any  haemoptysis  associated  with  it 
would  arouse  suspicions  of  the  latter.  Fungating  endocarditis  may  also  cause 
haemoptysis,  but  as  the  result  rather  of  the  septic  state  than  of  the  valvular 
lesion.  Mitral  stenosis  is  the  chronic  valvular  heart  disease  par  excellence  to 
produce  haemoptysis,  and  it  may  do  so  either  when  there  is  complete  compensa- 
tion or  when  there  is  evidence  of  failure.  When  compensated,  the  right  ventricle 
pumps  blood  into  the  lungs  with  vigour,  and  the  stenosis  of  the  mitral  valve 
may  be  so  great  that  there  is  a  great  rise  of  pressure  in  the  pulmonary  vessels. 
This  is  indicated  clinically  by  the  great  accentuation  or  marked  reduplication 
of  the  second  sound  in  the  second  left  intercostal  space  close  to  the  sternum.  At 
the  impulse,  which  is  often  not  materially  displaced,  the  first  sound  will  have 
a  slapping  character,  and  it  will  generally  be  preceded  by  a  shorter  or  longer 
presystolic  rumbling  bruit.  The  latter  is  so  short  sometimes  that  it  may  be 
overlooked,  but  there  may  be  a  history  of  chorea  or  rheumatism  to  assist  the 
diagnosis,  and  the  accentuated  pulmonary  second  sound  will  arouse  suspicion 
in  other  cases,  particularly  if  the  precordial  impairment  of  resonance  is  increased 
upwards  and  to  the  right,  but  not  much  to  the  left.  The  result  of  the  great  rise 
of  blood-pressure  in  the  lungs  is,  that  some  of  the  capillaries  rupture  from  time 
to  time  ;  the  resultant  haemoptysis  alarms  the  patient,  but  it  is  really  no  sign  of 
danger  ;  sometimes  patients  have  this  haemoptysis  whenever  the  heart  is  at  its 
best,  losing  it  again  when  any  failure  threatens.  Far  different  is  it  when  blood - 
spitting  occurs  in  failing  cases  of  mitral  stenosis  ;  it  is  then  generally  due  to 
infarction  or  to  pulmonary  "  apoplexy."  The  infarction  is  less  often  due  to 
embolism  from  an  ante-mortem  clot  in  the  right  auricular  appendix  or  other 
part  of  the  right  side  of  the  heart  than  it  is  to  thrombosis^  which  results  as  follows  : 
atheromatous  degeneration  of  the  pulmonary  arterioles  is  brought  about  by  the 
greatly  increased  tension  within  them  ;  rupture  of  small  branches  of  such 
degenerated  pulmonary  arterioles  gives  rise  to  "  apoplexies,"  and  the  altera- 
tion in  the  tunica  intima  due  to  the  atheroma,  together  with  the  deficient  rate 
of  blood-flow,  strongly  predispose  to  thrombosis  and  consequent  infarction. 
An  embolic  infarct  occurs  suddenly,  and  causes  acute  pain  in  the  corresponding 
part  of  the  thorax,  orthopnoea,  increased  cyanosis,  dyspnoea,  and  haemoptysis  ; 
a  thrombotic  infarct  arises  gradually,  and  causes  haemoptysis  without  the  other 
symptoms. 

Violent  Couglling  efforts,  as  in  whooping  cough,  or  emphysema  and  bronchitis, 
may  cause  such  pressure  of  the  fracnum  linguae  against  the  teeth  as  to  abrade  its 
surface  and  lead  to  the  expectoration  of  blood-streaked  salivary  sputum — 
spurious  haemoptysis ;  it  is  said  that  they  can  also  produce  true  haemoptysis  ; 
this  is  possible,  but  before  blood -spitting  in  any  given  case  is  attributed  merely 
to  violence  of  coughing,  every  care  should  first  be  taken  to  exclude  both  tubercle 
and  heart  disease. 

Injury  to  the  Chest  is  not  an  uncommon  cause  of  blood -spitting.  There  need 
have  been  no  fracture  of  a  rib — a  severe  blow  on  the  thorax  sometimes  suffices. 
The  only  difficulty  in  the  diagnosis  is  to  be  sure  that  the  injury  is  the  sole  cause, 
and  that  it  has  not  merely  been  the  final  factor  in  producing  haemorrhage  from 
a  latent  tuberculous  focus  or  an  aneurysm. 

In  Lobar  Pneumonia  the  amount  of  blood  expectorated  is  slight  in  the  majority 
of  cases  ;  the  sputum  is  thick,  viscid,  tenacious,  and  generally  there  is  no  more 
blood  than  will  give  it  a  rusty  or  russet-brown  colour.  It  may,  however,  be 
bright  red,  and  in  a  few  cases  copious  enough  to  be  in  itself  alarmfng.      The 
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accompanied  by  evidence  of  endocarditis  or  venous  thrombosis  would  suggest 
infarct  as  the  cause  of  it.  Difficulty  arises  mainly  when  there  is  no  obvious 
phlebitis  in  the  case,  when  the  vein  affected  is  deep-seated  in  the  pelvis, — for 
instance,  after  childbirth  or  some  operation.  The  diagnosis  is  not  so  difficult 
when  there  have  been  repeated  sudden  acute  pains  in  different  parts  of  the  chest, 
each  followed  by  a  little  pyrexia  and  sometimes  by  haemoptysis,  due  to  repeated 
small  emboli. 

Carcinoma  and  Sarcoma  of  the  Lung  are  usually  secondary.  The  diagnosis 
is  sometimes  obvious,  sometimes  very  obscure  indeed.  The  primary  seat 
of  the  growth  may  be  near  the  lung,  for  instance  in  a  bronchus,  the  oesophagus, 
or  breast,  or  the  mediastinal  glands;  or  it  may  be  distant,  in  the  stomach, 
or  a  bone,  and  so  on.  The  sputum  may  be  merely  blood-tinged,  or  it  may  be 
dark  like  red -currant  jelly ;  occasionally  the  haemorrhage  is  profuse.  A  large 
number  of  cases  of  malignant  disease  in  the  lung  are  accompanied  by  pleuritic 
effusion,  and  unless  the  existence  of  a  primary  neoplasm  elsewhere  is  known, 
growth  may  not  at  first  be  suspected.  If  aspiration  is  performed,  the  fluid  is 
generally  found  to  contain  blood  ;  indeed,  the  discovery  of  blood-stained  pleural 
fluid  at  a  first  tapping  of  a  case  that  is  not  absolutely  acute,  is  always  very 
suggestive  of  neoplasm.  Increasing  varicosity  of  the  veins  on  the  chest  wall,  with 
reversal  of  the  blood  current  in  them,  also  points  to  intrathoracic  growth  ob- 
structing the  superior  vena  cava.  The  neoplasms  may  also  stenose  a  bronchus, 
leading  to  unilateral  deficiency  of  movement  and  tactile  vocal  fremitus,  impair- 
ment of  note,  and  deficient  or  absent  breath  sounds,  with  or  without  faint 
bronchial  breathing  and  crackling  r&les  ;  whilst,  accompanying  these  physical 
signs,  no  tubercle  bacilli  would  be  found  in  the  sputum,  and  yet  the  weakness 
and  emaciation  would  be  progressive.  Particles  of  the  new  growth  have  been 
detected  microscopically,  either  in  the  sputum  or  in  the  pleural  effusion,  in  many 
of  these  cases. 

Sporotrichoses  of  tlie  Lung  are  being  recognized  with  increasing  frequency. 
Hitherto  they  have  generally  been  mistaken  for  phthisis.  They  are  due  to 
various  moulds  of  the  nature  of  Actinomyces^  Aspergillus  niger^  and  others,  and 
the  diagnosis  depends  upon  bacteriological  investigations  of  the  sputum  by 
cultural  methods.  When  no  tubercle  bacilli  can  be  detected  on  repeated  examina- 
tion in  the  ordinary  way,  the  possibility  of  sporotrichosis  should  be  borne  in  mind, 
particularly  if  the  patient's  occupation  leads  to  contact  with  vegetable  products 
such  as  hay  or  straw,  grain,  bird  foods,  or  even  cotton,  as  in  the  case  of  seam- 
stresses and  tailors. 

Aortic  Aneurysm  far  less  often  opens  into  the  lung  itself  than  it  does  into  a 
bronchus  ;  the  symptoms  are  similar  in  either  case,  and  if  the  history  is  long  the 
diagnosis  will  already  have  been  made  on  account  of  some  other  symptom  than 
haemoptysis,  especially  pain  in  the  chest  or  ip  the  back.  The  ^--rays  are  a 
valuable  means  of  deciding  the  diagnosis  {Fig.  74,  p.  236).  Two  points  are 
worthy  of  particular  attention,  and  these  are  :  first,  that  the  rupturing  of  an 
aortic  aneurysm  into  a  bronchus,  with  copious  and  rapidly  fatal  haemoptysis, 
may  be  the  very  first  sign  that  anything  is  wrong  ;  and  secondly,  that  in  not  a 
few  cases  there  may  have  been  slight  haemoptysis  and  blood- streaking  of  the 
sputum  for  weeks  or  months  before  the  fatal  rupture  ensues  ;  these  preliminary 
slight  attacks  of  haemoptysis  are  probably  due  to  erosion  of  small  vessels  in  the 
wall  of  the  bronchus,  and  if  the  aneurysm  is  partially  obstructing,  say,  the  left 
upper  bronchus,  so  as  to  produce  impairment  of  note  over  the  left  apex,  with  a 
few  rdles  there,  and  haemoptysis,  it  is  clear  that  a  mistaken  diagnosis  of  phthisis 
might  readily  be  made.  Tubercle  bacilli  will  be  persistently  absent  from  the 
sputum,  there  will  very  likely  be  a  previous  history  of  syphilis,  hard  manual 
work,  and  perhaps  drinking ;  without  the  ;ir-rays  to  show  the  pulsating  shadow 
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Empyema  bnrsdne  through  lh«  Lung  may  or  may  not  cause  haemoptysis  ; 
the  main  leaturcs  i»l  the  case  will  generally  be  an  obscure  febrile  illness  subsequent 
to  pneumonia,  followed  by  a  suiklen  eruption  of  pus  from  the  respiratory  passages, 
and  a  repetition  of  a  similar  copious  expectoration  of  pus  at  intervals  ;  In  many 
cases  there  are  comparalivel>-  few  abnormal  physical  siRns,  tor  had  the  empyema 
not  been  hidden  away  deeply  in  the  thorax,  its  existence  would  have  been 
diagnosed  earlier,  and  it  would  iiave  been  relieved  by  operation  before  it  burst 

A  Hepatic  Abscess  that  has  burst  through  the  lung  is  apt  to  give  rise  to  anchovy- 
sauce  coloured  sputum  which  is  characteristic  ;  no  amcrba?  may  be  discovered, 
and  the  pus  will  very  likely  be  sterile  ;  the  diagnosis  is  generally  based  upon  the 
history  of  residence  in  the  tropics,  possibly  of  an  attack  of  amcebic  dysentery, 
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and  of  hepatic  symptoms,  pyrexia,  and  rigors  previous  to  the  expectoration 
of  the  blood-stained  pus.  The  abscess  occurs  on  the  right  side  more  often 
than  on  the  left,  and  there  may  be  the  typical  dome-shaped  dullness  at  the 
base  of  the  right  lung. 

HflBmoptysis  due  to  changes  in  the  Bronchioles,  Bronchi,  and  Trachea,  as 

distinct  from  changes  in  the  lung,  have  to  some  extent  been  incidentally  con- 
sidered with  the  latter. 

Bronchitis  should  never  be  diagnosed  as  the  cause  for  haemoptysis  in  a  particular 
case  until  phthisis  and  mitral  stenosis  have  been  thoroughly  excluded. 

Bronchorrhoea  is,  in  most  respects,  only  a  variety  of  bronchitis. 

Bronchiectasis  may  be  associated  with  some  shght  degree  of  haemoptysis 
sometimes,  or  when  the  bronchiectasis  is  due  to  prolonged  partial  obstruction  of 
a  bronchus  by  a  thoracic  aneurysm,  there  may  be  copious  and  fatal  haemoptysis, 
as  described  above.  Bronchiectasis  seldom  occurs  apart  from  fibrosis  of  the 
lung ;  indeed,  fibroid  lung  is  commoner  than  bronchiectasis  ;  when  fibrosis 
and  bronchiectasis  occur  together  and  affect  one  lung  in  particular,  the  diagnosis 
is  relatively  easy,  for  there  is  deficiency  of  bulk,  movement,  and  resonance, 
tactile  vocal  fremitus,  vesicular  murmur,  and  voice  sounds  over  the  affected  lung  ; 
the  heart  is  materially  displaced  towards  that  side ;  numerous  loud  crackling 
r&les,  with  or  without  bronchial  breathing,  bronchophony,  and  pectoriloquy,  will 
be  heard  over  scattered  patches  of  the  affected  lung,  whilst  in  the  intervening 
areas  there  will  be  little  to  be  heard  at  all ;  the  r&les  will  be  brought  out  best 
when  the  patient  coughs  ;  the  lung  on  the  other  side  may  give  relatively  normal 
signs.  Clubbing  of  the  fingers  may  be  extreme.  The  diagnosis  of  fibroid  lung 
and  bronchiectasis  itself  is  not  complete,  however,  until  the  precise  cause  of  the 
latter  has  been  ascertained  ;  sometimes  so  complete  a  diagnosis  is  not  possible. 
The  following  is  a  list  of  the  chief  causes  of  the  condition  : — 

I .  Causes  in  the  lung  : — 


Pneumonoconiosis 

Chronic  tuberculosis 

Sporotrichosis 

Recurrent  bronchitis  (doubtful). 


Congenital  atelectasis 
Recurrent   attacks   of 

bronchopneumonia 
Delayed  resolution   of 

lobar  pneumonia 

2.  Causes  which  act  by  partially  stenosing  a  bronchus  : — 

(a).  Causes  within  the  bronchus  : — 

A  foreign  body 

Inspissated  bronchitic  mucus. 
(6).  Causes  in  the  wall  of  the  bronchus  : — 

Syphilitic  stenosis 

Ftimary  epithelioma. 
(c).  Invasion  of  the  bronchus  from  without : — 

Aortic  aneurysm 

Mediastinal  new  growth 

Hodgkin's  or  lymphadenomatous  glands 

Caseous  bronchial  glands 

A  hypertrophied  left  auricle  in  some  cases  of  mitral  stenosis. 

3.  Causes  which  have  long  compressed  the  lung  from  the  pleural  side  : — 


Pleuritic  effusion 

Pleural  effusion 

Thick  pneumonic  lymph 

Empyema 

A  large  heart 


Pericardial  effusion 
Ascites 

Subdiaphragmatic  abscess 
Hepatic  tumour 
Splenic  tumour. 


the  list,  namely,  tuberculous,  syphilitic,  and  malignant  ulcerations,  lupus,  and 
angioma  of  the  larynx,  the  last  two  are  very  rare  indeed,  though  both  may  be 
diagnosable  by  their  laryngoscopic  appearance,  particularly  if  there  is  also  lupus 
of  the  face  on  the  one  hand,  or  a  tendency  to  cutaneous  or  buccal  blood-ooiing 
na;vi  on  the  other.  Between  the  remaining  three  conditions  there  may  be  some 
doubt  for  a  time,  but  if  it  can  be  seen  that  the  ulceration  is  extensive  and  yet 
unilateral,  it  is  probably  epitheliomatous  ;  if  tubercle  bacilli  are  present  in  the 
sputum,  if  there  are  apical  lung  signs,  and  if  multiple  shallow  ulcers  can  be  seen 
along  the  epiglottis,  as  well  as  in  the  larynx,  tuberculous  ulceration  is  probable — 
it  practically  never  occurs  except  secondary  to  pulmonary  tubercle,  though  the 
latter  may  be  slight  and  may  remain  in  abeyance,  whilst  the  laryngeal  tubercle 
advances  rapidly  ;  syphilitic  laryngitis  may  be  diagnosed  by  exclusion,  but  if 
there  is  a  tendency  to  healing,  with  marked  deformity,  after  extensive  bilateral 
destruction  of  the  laryngeal  and  neiRhbouring  tissues,  and  if  there  is  decided 
collateral  evidence  of  tertiary  syphilis,  including,  perhaps,  a  positive  serum 
reaction,  the  diagnosis  may  often  be  made  directly.  The  chief  difficulty  arises 
in  cases  in  which  there  may  be  both  syphilis  and  tubercle  at  the  same  time. 
This  brings  us  back  once  more  to  the  fact  that,  once  it  has  been  decided  that 
true  hemoptysis  has  occurred,  the  next  step  is  to  examine  carefully  the  sputum 
and  the  chest  for  signs  of  tubercle,  and  not  to  diagnose  any  other  condition 
until  both  tubercle  and  mitral  stenosis  have  been  excluded.  Htrbtrl  French. 

;H«MORRHAGE^FR0M^ GUMS.— (See  BLEEorNO  Gums.) 

HAEMORRHAGE  FROM   LUNG.— (See  Hemoptysis.) 

HiEHORRH AGE,' GASTRIC (See  H.«mateh£S!S.) 
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HEMORRHAGE,  INTESTINAL — (See  Blood  per  Anum  ;  and  Mel.^na.) 

HiEMORRHAGE,  NASAL.— (See  Epistaxis.) 

HEMORRHAGE,  RETINAL. — (See  Ophthalmoscopic  Appearances.) 

HiEMORRHAGE,  SUBo^u^'lMEOUS (See  Purpura.) 

HiEMORRHAGE,  URINARY (See  H.^maturia.) 

HEMORRHAGE,     UTERINE,     and     HEMORRHAGE,    VAGINAL.—  (See 

Menorrhagia;  Metrorrhagia;  Metrostaxis.) 

HEMOTHORAX. — (See  Chest,  Bloody  Effusion  in.) 
HALTING. — (See  Gait,  Abnormalities  of.) 

HEADACHE  is  one  of  the  commonest  symptoms  met  with  in  medical  practice, 
and  the  various  conditions  with  which  it  is  associated  are  exceedingly  numerous, 
as  the  list  given  below  amply  demonstrates. 

Headache  may  be  the  first  symptom  calling  attention  to  the  existence  of 
grave  organic  disease,  and  the  correct  diagnosis  of  the  cause  of  this  symptom  is 
obviously  of  the  greatest  importance.  Too  often,  unfortunately,  treatment  of 
a  headache  precedes  a  careful  investigation  as  to  its  cause,  and  an  increased  risk 
may  be  thereby  incurred  by  the  patient  through  the  delay  in  recognizing  some 
one  of  its  more  serious  causes. 

The  explanation  of  the  mode  of  production  of  the  pain  known  as  headache  is 
not  easy,  seeing  that  the  brain  substance  itself  is  insensible  to  mechanical  stimu- 
lation. The  meninges  are  supplied  with  sensory  nerves,  and  abnormal  stimuli 
received  therefrom  reach  the  cortex  and  give  rise  to  the  impression  of  pain. 
Abnormal  states  of  the  intracranial  blood-vessels  may  cause  pain,  which  is  more 
difficult  of  explanation,  as  it  is  uncertain  that  they  have  any  sensory  nerve- 
supply.  It  seems  probable  that  the  headache  produced  by  increased  vascular 
tension  is  a  pressure  effect  acting  on  the  brain  as  a  whole,  or  on  its  coverings 
the  meninges. 

The  scope  of  this  article  does  not  allow  further  discussion  of  this  part  of  the 
subject..  X>rtain  general  lines  of  diagnosis  may  be  laid  down.  The  closest 
attention  should  be  paid  to  the  character,  situation,  and  time  of  occurrence 
of  the  pain,  and  also  to  accompanying  symptoms. 

The  character^  whether  throbbing,  paroxysmal,  or  affected  by  movement  or 
position.  Headaches  associated  with  alimentary  disturbance,  and  raised  blood- 
pressure,  are  often  throbbing  in  character,  are  reheved  by  rest  in  a  recumbent 
position,  and  are  increased  on  movement.  Severe  paroxysmal  attacks  would 
suggest  a  neuralgia. 

The  situation.  This  may  be  frontal,  vertical,  occipital,  or  unilateral,  and  in 
cases  of  organic  disease  of  the  cerebrum  may  be  an  important  indication  and  an 
aid  in  localizing  the  situation  of  the  lesion.  In  renal  disease,  the  headache 
associated  with  chronic  ura;mia  is  usually  frontal,  but  may  be  occipital.  It  is 
vertical  in  constipation,  the  "  bilious  "  headache.  It  may  be  unilateral  in 
migraine,  tumour,  abscess,  middle-ear  disease ;  or  occipital  in  cerebellar  disease. 
Occipital  headache  may  also  be  simulated  by  myalgia  in  the  muscles  and  tendons 
of  the  nape  of  the  neck. 

Time  of  occurrence. — Headache  associated  \vith  organic  disease  of  the  brain 
or  its  meninges  often  p>ersists  or  becomes  worse  at  night,  and  may  wake  the 
patient  from  his  sleep,  whereas  that  due  to  toxic  and  functional  causes  is  relieved 
by  rest  in  a  horizontal  position.     Grave  suspicion  of  the  organic  nature  of  the 
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These  may  be  classified  anatomically 
I.  Diseases  of  the  brain: — 

Concossion 
Tumours 
Abscess 
Gumma 
3.  Diseases  of  intracraniat  vessels 
HiemoTThage  (rupture) 
Thrombosis 
Embolism 

3,  Diseases  of  the  meninges: — 

Meniugitis,  various  forms — 

localized  or  diffuse 
Pachj-meninyitis 

4,  Diseases  0/  the  skull  :— 

,    Innocent 
Tumours         ,,  ..^  I    Primary 

1  "  I    Secondary, 

Tertiary  syphilis 

Suppuration  or  new  groM-th  in  frontal,  antral,  or  mastoid   sinuses 
Suppuration  or  tumour  in  the  orbit 
Dental  diseases. 

5,  Diseases  of  special  sense  organs  ; — 

Eye — errors  oJ  refraction,  iritis,  glaucoma,  etc. 
Ear — middle -ear  disease. 

Xose — adenoids,  polj-pi,  nasopharj-iij;eal  catarrh.     Inflammation  o( 
one  of  the  acce-isury  air  sinuses — frontal,  ethmoidal,  sphenoidal ; 

Headachs  In  Organic  Cerebnl  Disease. 

Time  0/  occurrence. — Organic  cerebral  disease  should  be  strongly  suspected 
i(  a  history  of  recurrent  nocturnal  headache  be  obtained. 

Severity. — The  pain  is  often  intense,  and  sometimes  paroxysmal  in  character. 

Situation. — This  may  give  some  clue  as  to  the  existence  of  an  organic 
lesion.  In  cases  of  cerebral  tumour  the  pain  mas'  ''^  unilateral  or  frontal,  or 
occipital  with  a  cerebellar  lesion.  In  middle-ear  and  mastoid  disca.se  with 
unilateral  headache  and  localiied  tenderness,  occipital  headache  may  be  one  of 
the  earliest  symptoms  of  meningitis. 

.issociated   Signs  and  Symptoms. — One  or  more  oi  the   following  signs  and 
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symptoms  may  present  themselves  at  an  early  period  in  cases  of  headache  due 
to  organic  cerebral  disease,  and  their  early  recognition  is  of  great  importance  : — 


Optic  neuritis 

Irregularity  in  force  and  frequency 

of  the  pulse 
The  onset  of  drowsiness 
Fits. 


Vomiting — that  is  of  the  "cerebral 

type  "  (see  Vomiting)  :  it  usually 

bears  no  relation  to  food,  and  is 

not  preceded  by  nausea 
Inequaility  of  the  pupils 
Squint 

Tapping  the  skull  over  the  site  of  the  pain  may  reveal  local  tenderness. 

The  onset  of  any  of  these  signs  associated  with  headache  would  point  to  the 
existence  of  some  organic  lesion,  such  as  are  enumerated  above.  As  in  many 
of  these  conditions  the  diagnosis  is  unattended  with  difficulty,  it  will  sufi5ce  to 
direct  atten      i  to  a  few  of  them. 

The  headache  occasionally  met  with  in  disseminated  sclerosis  is  sometimes 
paroxysmal  and  accompanied  by  vomiting,  and  is  most  frequently  situated  in 
the  back  of  the  head  and  neck.  The  absence  of  optic  neuritis  and  the 
presence  of  the  special  signs  of  disseminated  sclerosis  should  lead  to  a  correct 
diagnosis. 

Cerebral  hamorrhage^  thrombosis,  and  embolism  are  often  followed  by  headache 
of  varying  severity.  In  cerebral  aneurysm  a  rhythmic  beating  or  pulsation  is 
sometimes  felt,  and  rushing  noises  are  heard,  more  particularly  when  the  internal 
carotid  is  involved. 

Advanced  arteriosclerosis  of  the  cerebral  arteries  is  sometimes  attended  by 
very  severe  headache  accompanied  by  vomiting  ;  and  cases  have  been  described 
presenting  features  closely  resembling  those  of  cerebral  tumour.  In  arriving  at 
the  diagnosis  instrumental  measurement  of  the  blood-pressure  is  all-important. 

In  meningitiSf  especially  in  the  epidemic  cerebrospinal  and  the  post-basal 
varieties,  the  character  of  the  headache  is  significant.  It  is  usually  very  intense, 
is  occipital,  and  even  at  an  early  stage  may  be  attended  by  stiffness  of  the  neck 
and  retraction  of  the  head.  The  examination  of  the  cerebrospinal  fluid  obtained 
by  lumbar  puncture  is  of  great  importance  in  determining  the  presence  of 
meningitis  (see  Retraction  of  the  Head). 

Special  Sense  Organs. — Eye.  Headaches  due  to  errors  of  refraction,  glaucoma, 
iritis,  etc.,  are  generally  frontal  or  temporal.  A  slight  error  of  refraction  ma}^ 
cause  what  appears  to  be  a  disproportionately  severe  headache,  particularly  in 
children.  This  headache  is  frontal,  occurs  mostly  in  the  evening  or  after  school 
hours,  and  is  often  attended  by  a  burning,  pricking  or  watering  of  the  ej-es. 
Correction  of  the  defect  by  suitable  glasses  settles  the  diagnosis  by  curing  the 
headache. 

B.  Toxic  Causes. 

These  may  be  subdivided  into  two  groups,  one  in  which  the  toxic  influence 
is  acquired  from  without,  or  is  exogenous',  the  other  in  which  the  disturbing 
element  or  toxin  is  produced  within  the  body,  and  is  of  endogenous  origin. 

1.  Of  exogenous  origin  : — 

Foul  air,  as  in  close,  ill-ventilated  rooms 

Poisonous  gases,  CO^,  CO,  chloroform,  ether,  etc. 

Drugs,  e.g.  quinine,  iron  in  some  individuals,  salicylates,  opium. 

Alcohol  Tobacco  Lead  poisoning. 

2.  Of  endogenous  origin  : — 

Uraemia  Gout 

Cholaemia  Diabetes 

Gastro-intestinal  disturbances  :  dyspepsia,  constipation 

Toxaemias  :  specific  fevers,  pyrexia  in  phthisis,  suppuration,  etc. 


tends  to  come  on  towards  cveiiiHK  and  after  mcais.  The  vascular  condition 
should  be  ascertained  by  means  of  some  suitable  apparatus  for  estimating 
blood -pressure. 

Headache  associated  ivith  low  hlood-f'rfssure  (cerebral  aniemia),  as  in  some 
forms  of  morbus  cordis  and  an<emia  with  feeble  cardiac  action,  is  relieved  by 
rest  in  the  horizontal  position  and  cardiac  tonics  such  as  digitalis  and  iron. 

I'eiioHs  fongcsiiort  may  cause  headache.  This  is  also  met  with  in  heart 
disease  with  jailing  compensation.  It  may  also  account  for  the  headache 
felt  on  rising  in  the  morning  as  the  result  of  sleeping  with  pillows  too  high 
or  too  low. 

The ."  claius  hystericus  "  is  a  boring  pain  felt  in  the  x-ertey  and  in  hysterical 

Headache  in  migrai-ne  is  often  unilateral,  though  quite  commonly  bilateral, 
and  it  is  frequently  accompanied  hy  vomiting.  Transitory  visual  disturbance 
usually  precedes  the  headache. 

In  epilepsy  headache  is  of  frequent  occurrence  in  the  post -epileptic  state,  and 
it  should  be  borne  in  mind  that  it  may  also  follow  the  slight  manifestations  of 
pctil  mal. 

After  sunstroke,  chronic  headache,  usually  vertical,  may  persist  for  months, 
and  the  same  applies  to  many  head  injuries. 

It  is  sometimes  difficult  to  distinguish  between  headache,  wliich  implies  pain 
inside  the  skull,  and  neuralgia,  which  is  pain  felt  in  the  peripheral  course  of  a 


330  HEADACHE 


nerve  trunk  (see  Pain  in  the  Face).  Neuralgia,  if  of  wide  distribution,  may 
simulate  headache.  Careful  examination  may  be  necessary  to  decide  whether 
the  supposed  headache  may  not  in  reality  be  a  neuralgia.  The  local  distri- 
bution, the  often  intense  and  paroxysmal  character  of  the  pain,  the  presence 
of  "  tender  spots,"  the  existence  of  some  definite  exciting  cause  such  as  dental 
caries,  should  point  to  the  diagnosis  of  neuralgia.  h.  Motley  Fletcher. 

HEART,  ENLARGEMENT  OF.— (See  Enlargement  of  the  Heart.) 

HEART  IMPULSE,  DISPLACED.— The  apex  beat,  which  is  the  lowest  and 
outermost  point  at  which  the  cardiac  impulse  can  be  felt,  is  situated  in  the  normal 
adult  chest  in  the  fifth  left  intercostal  space,  one-half  to  one  inch  internal  to 
the  mammillary  line.  It  may  be  impossible  to  define  the  position  of  the  apex 
beat  even  in  health,  on  account  of  increased  thickness  of  the  chest  wall,  either 
due  to  muscular  development  or  to  excess  of  fat ;  or  in  the  female  on  account 
of  a  large  mamma.  A  similar  difficulty  arises  when  the  cardiac  impulse  is 
feeble ;  when  the  heart  is  overlapped  by  the  left  lung,  as  in  pulmonary 
emphysema  ;  or  when  pericardial  effusion  is  present. 

In  children,  the  apex  beat  is  situated  further  to  the  left  than  in  adults.  Speak- 
ing generally,  it  is  outside  the  mammillary  line  during  the  first  three  years  of 
life,  in  the  mammillary  line  from  the  fourth  -to  the  tenth  years,  and  it  gradually 
reaches  the  adult  position  by  the  age  of  fifteen  years. 

In  many  patients  with  displacement  of  the  apex  beat  of  the  heart,  the  cause 
is  obvious,  as  in  the  case  of  a  cardiac  lesion,  chronic  renal  disease  and  arterial 
sclerosis,  disease  of  the  lungs  and  pleurae,  thoracic  tumour,  or  abdominal  enlarge- 
ment. The  conditions  which  produce  displacement  of  the  cardiac  impulse  can 
be  classified  under  the  following  two  headings  : — 

A .  When  the  bulk  of  the  Heart  is  in  the  Normal  Position. 

1.  Diseases  of  the  heart  : 

(a).  Valvular  (c).  Pericardial. 

(b).  Myocardial 

2.  Changes  in  the  heart  secondary  to  : 

(a).  Diseases  of  the  lungs,  such  as  emphysema,  fibrosis,  etc. 

(b).  Arterial  sclerosis  and  chronic  renal  disease 

[c) .  Anaemia  and  any  debilitating  conditions  which  affect  chiefly  the  right 

ventricle 
{d).  Toxic  conditions  producing  changes  in  the  myocardium,  as  in  specific 

infectious  diseases 
{e).  Muscular  exertion. 

B.  When  the  whole  Heart  is  Displaced. 

1.  Changes  in  the  lungs  : 

(a).  Contraction  of  one  lung  or  a  portion  of  it 

(6).  Enlargement  of  one  lung,  as  in  pneumonia,  emphysema 

{c) .  New  growth  of  lung. 

2.  Changes  in  the  pleura  : 

{a).  Pleurisy  with  effusion,  empyema,  pneumothorax 
(6).  New  growth  of  pleura. 

3.  Other  thoracic  tumours — new  growth,  aneurysm. 

4.  Deformities  of  the  chest  wall,  as  the  result  of  scoliosis. 

5.  Changes  in  the  abdomen  —  ascites,  tympanites,  abdominal  tumour,  and 
pregnancy. 

6.  Transposition  of  the  heart. 


unless  (lilalation  becomes  so  great  that  mitral  regurgitation  supervenes.  The 
characters  ol  any  of  the  cardiac  sounds  are  frequently  altered  in  dilatation  and 
hypertrophy  of  the  left  ventricle.  Thus,  the  aortic  second  sound  may  be  accen- 
tuated on  account  of  the  increased  arterial  tension,  and  tlie  second  sound  over 
the  base  of  the  heart  may  be  reduplicated  on  account  of  the  aortic  and  pulmonary 
valves  not  closing  synchronously.  The  first  sound  is  frequently  louder  and 
more  prolonged  in  hypertrophy  of  the  ventricles,  due  to  an  increase  in  the 
muscular  element  of  the  sound,  and  the  greater  force  with  which  the  auriculo- 
ventricular  valves  are  closed,  in  simple  dilatation  of  the  ventricles,  the  first 
sound  is  often  slightly  accentuated,  but  is  usually  sharper  and  shorter. 

In  the  second  class  of  eases,  in  which  the  whole  heart  is  displaced,  the  cause 
of  the  displacement  is  usually  easy  to  ascertain.  The  chest  is  frequently 
asymmetrical,  for  there  will  be  either  bulging  of  the  chest  wall  on  the  side  from 
which  the  heart  is  displaced,  or  some  shrinking  on  the  side  to  which  it  is  drawn. 

When  the  heart  is  displacetl.  examination  by  percussion  may  show  that 
resonance  is  present  where  normally  there  is  cardiac  dullness.  Thus,  when  the 
right  lung  is  emphysematous  anil  the  heart  is  pushed  over  to  the  left  in  conse- 
quence, the  resonance  of  the  right  lung  may  be  found  extending  to  the  left  of 
the  sternum.  A  similar  absence  of  cardiac  dullness  is  found  on  the  other  side 
of  the  che.st  when  the  heart  is  pushed  to  the  right  in  emphysema  of  the  left  lung. 
It  is  not  always  so  easy  to  lieterminc  the  boundaries  of  the  heart  when  the  dis- 
placement is  due  to  the  presence  of  a  pleural  e/^iision,  as  there  is  dullness  over 
tile  effusion  which  may  be  continuous  with  the  cardiac  dullness.  In  such  a  case, 
however,  the 'dullness  over  the  base  of  the  lung  is  not  only  in  front,  but  is  likely 
to  be  found  behind  as  well.  There  are  also  signs  of  compression  of  the  lung  by 
Ihe  ettusion,  such  as  absence  of  breath-  and  voice-sounds  and  the  exi 
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tubular  breathing,  and  skodaic  resonance.  iEgophony  may  be  heard  at  the 
upper  level  of  the  fluid,  and  when  present  it  is  very  suggestive  of  pleuritic 
effusion.  When  the  heart  is  drawn  over  to  one  side  by  the  contraction  of  the 
lung,  as  in  fibrosis,  there  is  impaired  resonance  upon  percussion  over  the  fibrosed 
lung,  continuous  with  the  cardiac  dullness.  The  boundaries  of  the  heart  may 
be  difficult  to  define  by  percussion,  but  over  the  fibrosed  lung,  breath-sounds 
are  present,  tubular  in  character,  vocal  fremitus  and  resonance  are  increased, 
and  crackling  rdles  and  other  adventitious  sounds  may  be  heard.  When  the 
heart  is  drawn  over  in  this  manner  by  fibrosis  of  one  lung,  the  resonance  over  the 
healthy  lung  will  be  found  to  extend  across  the  middle  line,  and  thus  invade  the 
normal  position  of  cardiac  dullness.  Examination  of  the  chest  by  means  of 
the  ;r-rays  usually  helps  to  determine  the  position  of  the  heart ;  but  large 
tumours,  pleuritic  effusions,  etc.,  produce  shadows  which  may  be  continuous 
with  that  of  the  heart.  The  pulsations  of  the  heart  are  generally  well  seen, 
especially  in  children,  and  indicate  its  position. 

The  changes  in  the  abdomen,  causing  displacement  of  the  heart  upwards,  are 
not  likely  to  be  overlooked,  because  there  must  be  a  considerable  amount  of 
abdominal  enlargement  before  the  heart  can  be  raised  by  it ;  and  therefore,  if 
displacements  of  the  apex-beat  are  due  to  ascites,  tympanites,  abdominal 
tumours,  or  preg^nancy,  the  causes  are  all  of  such  a  marked  degree  or  in  such  an 
advanced  stage,  that  they  are  easily  recognizable.  When  the  heart  is  displaced 
as  the  result  of  marked  changes  in  the  lungs  and  pleurae,  intrathoracic  tumours, 
or  abdominal  enlargements,  the  causes  of  the  displacement  are  usually  found 
first  on  account  of  the  symptoms  and  physical  signs  they  produce  ;  the 
alteration  in  the  position  of  the  apex  beat  is  then  a  confirmatory  sign. 

In  the  first  group,  in  which  the  bulk  of  the  heart  is  in  the  normal  position, 
the  direction  in  which  the  apex  beat  is  displaced  is  of  some  diagnostic  value. 
It  is  displaced  downwards  and  to  the  left  in  hypertrophy  of  the  heart,  especially 
when  it  affects  chiefly  the  left  ventricle.  In  mitral  regurgitation  the  apex  beat 
is  displaced  outwards  and  to  the  left,  whereas  in  lesions  of  the  aortic  valves 
the  displacement  is  to  the  left  and  downwards,  so  that  the  apex  beat  is 
commonly  situated  in  the  sixth  intercostal  space.  In  both  these  conditions  the 
left  ventricle  is  enlarged,  but  with  mitral  regurgitation  the  right  side  of  the  heart 
becomes  enlarged  early  in  the  disease,  and  the  apex  is  displaced  much  more 
outwards  than  downwards.  When  the  right  ventricle  is  alone  enlarged,  as  in 
pulmonary  emphysema,  the  displacement  of  the  apex  beat  is  directly  to  the 
left,  and  not  downwards  at  all. 

The  varying  enlargement  of  the  two  ventricles  may  be  fairly  gauged  by 
watching  the  position  of  the  apex.  It  is  raised  and  displaced  slightly  to  the 
left  by  any  cause  which  increases  the  height  of  the  diaphragm,  such  as  ascites, 
tympanites,  abdominal  tumours,  and  pregnancy.  The  cardiac  impulse  is  also 
raised  in  pericardial  effusions.  There  are,  however,  a  considerable  number  of 
cases  of  displaced  apex  beat,  with  the  bulk  of  the  heart  in  the  normal  position,  in 
which  it  is  difficult  to  ascertain  the  cause  of  the  displacement.  This  is  especially 
so  in  young  adults,  in  whom  the  apex  beat  may  be  found  to  be  displaced 
slightly  outwards  without  any  apparent  cause.  If  the  subject  be  a  young  and 
muscular  man,  who  otherwise  seems  in  good  health,  the  condition  is  probably 
due  to  hypertrophy  of  the  left  ventricle  as  the  result  of  excessive  athletic  exercise 
or  of  some  arduous  muscular  work.  The  history  would  confirm  this  view.  If, 
on  the  other  hand,  the  patient  is  not  a  muscular  individual,  the  displacement 
may  still  be  due  to  strain,  but  some  other  cause  should  always  be  looked  for, 
and  in  the  absence  of  any  obvious  cardiac  lesion,  pericardial  adhesions  must  not 
be  forgotten  :  these  may  be  very  slight,  and  produce  very  few  symptoms  except 
a  slight  enlargement  of  the  heart. 
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la  yotmg  girls,  tbe  apex  beat  is  often  situated  in  the  mammary  line,  and  this 
displacement  is  associated  with  ehloroiii  and  other  debilitating  conditions  which 
produce  dilatation  oi  the  coous  arteriosus.  The  apex  beat  is  not  only  displaced 
outwards,  but  is  also  raised.  The  diagnosis  is  confirmed  by  finding  that  the 
caidiac  dullness  is  inaeased  in  an  upward  direction,  and  by  the  presence  of  a 
functional  systolic  bruit  in  tbe  pulmonary  area  and  a  trxif  de  diabU  in  the  neck. 

In  elderly  people,  in  whom  there  is  no  valvular  disease  of  the  heart,  the  apex 
may  be  displaced,  not  only  as  the  result  of  hypertrophy  of  the  left  ventricle 
secondary  to  renal  disease  and  arterial  sclerosis,  and  as  the  result  of  enlargement 
of  the  right  ventricle  secondary  Vi  pulmonary  emphysema ;  but  also  as  the  result 
of  myocardial  degena 
but  when  there  is  n< 
disease,  arterial  scler 
whole,  it  must  alwaj 
frequently  than  is  ge 
wards  as  the  result 
accompany  it,  such  a 
and  oedema  of  the  lei 
of  the  heart,  the  imp 
soft  systolic  bruit  auc 

Another  form  of  u: 
that  which  results  b 
particularly  beer^thi 

HEART  SOUITDS, 
Sounds.} 

HEART  SOOroS, 

Sounds.) 

HEARTBURN,  or  Pyrosis,  is  an  indication  of  excessive  acidity  of  the  gastric 
contents.  This  may  be  due  either  to  excessive  secretion  of  acid  (hyperchlorhydria, 
or  hypersecretion),  or  to  abnormal  Icrmenlation  of  the  food  leading  to  the  produc- 
tion of  organic  acids  (lactic,  acetic,  butyric,  etc.).  The  diagnosis  between  these 
different  causes  must  depend  upon  a  consideration  of  the  other  signs  and 
symptoms  present,  and  upon  the  results  yielded  by  a  test  meal  (see  In  digestion)  . 
It  is  possible  that  heartburn  may  also  be  produced  by  the  escape  of  normal 
gastric  contents  into  the  lower  end  of  the  cesophagus,  as  the  result  of  a  relaxed 
condition  of  the  cardiac  sphincter.  This  can  only  be  inferred  from  the  absence 
of  any  other  cause  for  the  symptom.  Robert  Hutchison. 

HEMERALOPIA |See  \-ision.   Defects  of.) 

HEMIANESTHESIA.— [See  Sensation,  so.me  Abnormalities  of.) 

HEMIANOPSIA  — or,  as  it  is -sometimes  called,  kcmiopia  or  hemiavopia— 
means  inability  to  see  objects  in  one  half  of  the  lield  of  vision.  It  is  generally, 
but  arbitrarily,  restrictod  to  cases  in  which  this  defect  is  due  to  changes  else- 
where than  in  the  retina  or  disc.  It  is  not  a  common  condition,  but  it  some- 
times escapes  recognition  because,  whichever  half  of  the  visual  held  has  become 
blind,  good  vision  remains  at  the  central  part,  and  even  the  patient  himself  may 
not  always  be  conscious  of  his  defect  until  some  accident,  such  as  running  into 
objects  in  broad  daylight,  draws  his  attention  to  it.  To  map  out  the  blind  area 
with  accuracy,  an  instrument  known  as  the  perimeter  is  required. 

It  is  possible  to  get  hemianopsia  in  one  eye  only,  but  this  is  very  rare  apart 
from  functional  conditions  or  migraine. 
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When  both  eyes  are  affected,  the  blindness  may  affect  either  :  { i )  Correspond- 
ing halves  of  the  field  of  vision — bilateral  homonymous  hemianopsia — spoken  of 
as  ri^kt  if  neither  eye  can  see  objects  in  the  patient's  right-hand  half  of  the  field 
of  vision  (Figs.  103  and  104),  and  as  left  if  in  the  left  half  ;  or  (i)  Opposite 
halves  oi  the  field  of  vision — almost  invariably  the  temporal  halves,  and 
referred   to   as   bilateral  temporal  hemianopsia  [Fig.  loi). 

These  are  the  only  two  varieties  that  are  of  clinical  importance.     They  are 
generally  not  the  only  symptoms   in   the   case,  but   they  s 
localize  certain  cranial  lesions  with  accuracy. 


\ 
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t.  Bilateral  Homonymous  Hemianopsia  has  a  variety  ol  causes,  affecting  one 
or  other  of  three  main  sites,  namely :  (o)  one  optic  tract ;  (b)  the  posterior 
limb  of  one  internal  capsule  ;  or  (c)  the  optic  radiations  or  one  occipital  region 
at  or  near  the  cuneus.  In  any  of  these  sites  the  pathological  lesion  may  be 
either  vascular — thrombosis,  hemorrhage,  embolism,  or  intermittent  closure  ; 
or  a  neoplasm,  such  as  a  gumma,  a  tuberculous  nodule,  an  inflammatory' 
swelling,  or  a  gUomatous.  carcinomatous,  or  sarcomatous  nodule.  The  first 
step  is  to  locate  the  site  of  the  lesion ;  its  nature  will  then  be  more  easily 


some  otber  way  syphilitic. 

2.  Bilateral  Temporal  Hemianopsia. — There  is  only  one  spot  at  which  a  single 
lesion  can  piodoce  thia  condition  ;  this  is  at  the  cenb^  part  of  the  optic  chiasma 
where  the  fibres  from  the  nasal  half  of  each  eye  are  decnssating.    The  three  com- 
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cannot  see  is  able  to  evoke  a  reflex  contraction  of  the  pupil.  This  requires  careful 
testing  in  a  dark  room,  with  a  small  |>encil  of  light  directed  towards  different 
portions  of  the  eye  at  the  observer's  will  by  a  suitable  mirror  or  lens.  Anatomical 
considerations  make  it  obvious  that  if  the  optic  tract  is  destroyed  there  is  no 
path  by  which  the  light  impulses  from  the  non-seeing  portions  of  retina  can 
reach  the  oculomotor  nucleus,  so  that  there  will  be  no  reflex  movement  of  the 
pupil  in  response  to  light  {Fig.  103).  If,  on  the  other  hand,  the  optic  tract  is 
intact,  the  lesion  being  in  the  posterior  limb  of  the  internal  capsule,  or  in  the 
optic  radiations  or  the  cuneus,  the  same  hemianopsia  results,  but  the  pupils  react 
to  light  stimuli  falling  upon  the  blind  halves  of  the  retinae  {Fig  104). 

If  the  light  reflex  is  lost  the  lesion  is  at  once  located  to  the  optic  tract,  pro- 
vided there  is  no  obvious  trouble,  such  as  cataract,  or  locomotor  ataxy,  or 
iritic  adhesions,  to  prevent  the  reaction.  If,  on  the  other  hand,  the  light  reflex 
remains,  the  lesion  must  be  in  one  of  the  three  other  places  mentioned,  apd  in- 
determining  this  the  history  may  help  considerably.  If  there  has  been  an 
apoplectic  seizure  in  an  elderly  person,  haemorrhage  in  the  region  of  the  internal 
capsule  is  likely,  and  there  will  often  be  both  hemiparesis  and  hemiparaesthcsia 
at  the  same  time.  In  a  younger  person  suffering  from  heart  disease,  a  somewhat 
similar  history  would  point  to  embolism  involving  the  posterior  limb  of  the 
internal  capsule.  If,  on  the  other  hand,  there  has  been  a  slow  onset,  with 
increasing  headache,  vomiting,  and  giddiness,  then  a  neoplasm  or  gumma 
affecting  the  optic  radiations  or  one  occipital  pole  will  not  be  unlikely. 

If  the  patient  is  unable  to  see  things  in  the  right  halves  of  his  flelds  of  vision, 
the  lesion  will  be  in  his  left  optic  tract,  left  internal  capsule,  left  optic  radiations, 
or  left  cuneus,  as  the  case  may  be,  and  vice  versa. 

Hemianopsia  due  to  migraine  or  to  intermittent  closure  of  cerebral  vessels 
will  be  distinguished  from  that  due  to  the  other  causes  by  its  presence  on  some 
occasions  and  its  absence  on  others. 

Irregular  or  partial  forms  of  hemianopsia  result  from  irregular  or  partial 
lesions  in  the  optic  tract  or  other  regions  mentioned  above.  The  differential 
diagnosis  is  then  more -difficult,  though  it  is  made  upon  the  same  lines  as  those 
described  above.  From  a  diagno3tic  point  of  view  it  is  fortunate  perhaps  that 
hemianopsia,  when  it  occurs  at  all,  is  generally  definite,  and  either  bilateral 
temporal  or  bilateral  homonjrmous.  Herbert  French. 

HEMIPLEGIA  signifies  loss  of  motor  power  in  the  limbs  of  one  side  ;  the 
face,  especially  its  lower  half,  being  frequently  affected  at  the  same  time.  In 
the  great  majority  of  cases  the  face  is  paretic  on  the  same  side  as  the  affected 
arm  and  .leg,  but  there  is  one  important  exception  to  this,  namely  when  the 
lesion  is  in  one  side  of  the  pons  Varolii,  when  there  is  paralysis  of  the  face  upon 
the  same  side  as  the  lesion,  and  of  the  arm  and  leg  upon  the  opposite  side — a 
condition  known  as  crossed  hemiplegia.  The  lesion  in  most  cases,  however,  is 
in  or  near  the  internal  capsule,  less  often  in  the  motor  cortex,  of  the  opposite 
side  to  that  which  is  hemiplegic.  There  may  or  may  not  be  hemianaesthesia 
at  the  same  time,  and  in  rare  cases,  when  the  lesion  is  far  back  in  the  internal 
capsule,  there  may  also  be  Hemianopsia  {q.v.).  When  the  cause  lies  in  the  internal 
capsule,  the  paralyzed  muscles  may  be  either  flaccid  or  spastic,  but  they  do  not 
as  a  rule  exhibit  the  athetotic  and  other  involuntary  movements  that  cortical 
lesions  may  give  rise  to  (see  Contractions).  When  a  patient  has  difficulty 
in  speech  associated  with  hemiplegia  it  is  important  to  distinguish  dysarthria 
from  aphasia  (see  Speech,  Abnormalities  of).  Lesions  of  the  internal 
capsule  often  produce  difficulty  in  using  the  tongue,  which  renders  speech 
mechanically  difficult  (d3rsarthria) — a  very  different  thing  from  the  aphasia  or 
difficulty  in  uttering  the  correct  words  when  the  mechanism  for  the  movements 


A. — -The    Commoner    Causes   of    HemiI'Legia. 

1 .  Hemiplegia  ot  moderately  Rapid  Onset. 

Cerebral  haemorrhage 

Syphilitic  endarteritis  of  a  middle  cerebral  artery 

Thrombosis  of  a  middle  cerebral  artery. 

2.  Hamlplagla  ol  Sudden  OomI. 

Embolism  of  the  middle  cere  bra!  artery,  generally  due  to  mitral 
or  to  fungating  endocarditis. 

3.  Hemiplegia  dating  [rem  Birib,  or  from  infancy,  and  resulting  from  : — 

Injury  I         Sinus  thrombosis 

Confienital  malformation  Meningococcal  meningitis. 

Acute  encephalitis  | 

Granted  that  a  patient  is  suffering  definitely  from  hemiplegia,  the  exact 
cause  of  the  symptom  has  to  be  determined.  One  may  say  at  once  that  the 
diagnosis  is  easy  in  a  very  large  proportion  of  cases.  Hemiplegia  o(  moderately 
rapid  onset  in  a  patient  over  fifty  years  of  age  is  almost  certainly  due  to  cerebral 
htemorrhage ,  particularly  when  it  is  associated  with  coma  of  rapid  but  not  instan- 
taneous onset,  when  there  is  a  high  blood-pressure  and  enlargement  of  the 
heart,  with  a  ringing  aortic  second  sound,  with  or  without  albuminuria  or  other 
evidence  of  granular  kidney  or  arteriosclerosis.  If  the  hemiplegia  has  been  ol 
gradual  onset  in  a  young  adult,  particularly  if  one  limb  is  very  much  more 
aliected  than  the  rest  of  that  half  of  the  body,  if  there  had  been  premonitory 
symptoms  for  some  hours,  or  even  days,  before  the  paresis  became  marked,  and 
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if  there  has  been  no  loss  of  consciousness,  the  great  probability  is  that  the 
patient  is  suffering  from  syphilitic  endarteritis  of  the  middle  cerebral  artery,  with 
or  without  secondary  thrombosis.  The  diagnosis  may  be  confirmed  by  a  history 
of  sjrphiUs,  by  the  occurrence  of  cutaneous  ulcers  or  other  S5^hihtic  lesions,  or 
by  a  positive  Wassermann's  serum  reaction. 

If  the  patient  is  young,  if  the  hemiplegia  has  been  of  absolutely  sudden 
onset,  generally  without,  but  sometimes  with,  loss  of  consciousness,  the  proba- 
bility of  embolism  of  the  middle  cerebral  artery ^  secondary  to  mitral  stenosis  or  to 
f ungating  endocarditis ^  will  be  considerable,  and  the  diagnosis  will  generally  be 
confirmed  by  physical  examination  of  the  heart,  and  by  enquiry  into  the  history 
as  regards  acute  rheumatism,  chorea,  or  other  rheumatic  affections.  In  cases  of 
fungating  endocarditis  there  may  have  been  emboU  elsewhere,  the  spleen  will 
generally  be  palpable,  and  there  will  probably  be  some  pyrexia  with  progressive 
anaemia,  and  a  tendency  to  subcutaneous  an^  retinal  haemorrhages. 

If  the  patient  has  been  hemiplegic  from  birth  or  from  early  infancy,  the 
probability  is  that  there  has  either  been  an  injury  to  the  opposite  side  of  the 
brain  at  birth,  or  congenital  malformation  of  that  side,  or  acute  inflammation  of 
it  after  birth — the  result  perhaps  of  acute  encephalitis^  sinus  thrombosis,  or  even 
meningococcal  meningitis  which  has  recovered.  It  is  particularly  in  these 
infantile  cases  that  hemiathetosis  is  Uable  to  be  associated  with  the  hemiplegia. 

Although  the  above  are  by  far  the  commonest  causes  of  hemiplegia  at  the 
different  age-periods,  it  is  possible  for  them  to  overlap  as  regards  age  incidence  ; 
and  one  occasionally  sees  fatal  cerebral  haemorrhage,  apparently  of  the  senile 
type,  in  persons  not  much  over  twenty  ;  similarly,  syphilitic  thrombosis  of  the 
middle  cerebral  artery  may  not  occur  until  after  fifty;  fungating  endocarditis 
followed  by  cerebral  embolism  may  occur  at  any  age,  though  it  is  commonest 
in  young  persons  ;  the  same  applies  to  cerebrospinal  meningitis.  The  diagnosis 
will  be  indicated,  if  at  all,  by  other  symptoms  than  the  hemiplegia.  In  doubtful 
cases  considerable  assistance  may  be  derived  from  lumbar  puncture  and 
analyses  of  the  cerebrospinal  fluid  :  the  following  are  some  of  the  main  points 
in  which  the  latter  may  differ  from  the  normal  under  various  pathological 
conditions : —  • 

Appearance. — Cerebrospinal  fluid  is  normally  quite  clear  and  free  from  colour, 
so  that  in  a  test-tube  it  may  be  difficult  to  distinguish  it  from  water  ;  when 
there  are  inflammatory  changes  in  the  central  nervous  system,  particularly  in  all 
the  acute  forms  of  meningitis,  the  fluid  becomes  opalescent,  turbid,  purulent,  or 
even  fibrinous ;  and,  instead  of  being  colourless,  it  may  develop  a  yellow  or 
reddish-brown  colour. 

Specific  Gravity. — Its  normal  specific  gravity  is  low,  lying,  as  a  rule,  between 
I -004  and  1-007.  It  nisiy  retain  a  normal  specific  gravity  even  in  diseased 
conditions,  for  instance  in  cases  of  general  paralysis  of  the  insane  ;  but  if  there 
are  inflammatory  changes,  such  as  meningitis,  the  specific  gravity  is  Uable  to  be 
increased. 

Tension. — Normally  the  fluid  drops  out  through  the  lumbar-puncture  needle 
at  the  rate  of  60  drops  per  minute.  If  it  exudes  at  a  lower  rate  "than  this  no 
definite  deduction  can  be  drawn,  for  it  may  be  that  the  tube  is  partly  occluded  ; 
but  if  the  rate  of  outflow  is  higher  than  one  drop  per  second,  it  indicates  a  condi- 
tion of  hypertension  due  to  disease  such  as  meningitis,  cerebral  tumour, 
haemorrhage,  or  abscess. 

Reaction. — Cerebrospinal  fluid  is  always  alkaline  whether  in  health  or  in 
disease. 

Cryoscopy. — The  normal  freezing  point  of  the  cerebrospinal  fluid  is  —  0-55°  C. ; 
in  disease  it  may  be  either  above  or  below  this  ;   generally  speaking,  the  greater 


nation  would  be  practically  fiee  fTom  leucocytes  Quite  otherwise  is  it  in 
certain  diseases — not  only  in  acute  lesions,  such  as  n  n  ng  t  but  also  in 
chronic  degenerations,  such  as  general  paralysis  of  the  nsan  It  important 
to  examine  the  centrifugalized  deposit,  not  merely  fo  h  p  sen  e  or  absence 
of  leucocytes,  but  also  for  the  different  relative  p  oport  n  f  p  lymorpho- 
nuclear  celts  and  of  lymphocytes.  A  considerabl  nun  b  f  polymoipho- 
nuclear  cells  generally  indicates  bacterial  infection  of  the  uba  a  hn  d  space  by 
some  organism  other  than  the  tubercle  bacillus,  espe  ally  p  o  ci,  staphy- 
lococci, pneumococci,  and  meningococci.  Some  degree  o(  polymorphonuclear 
excess  may,  however,  accompany  the  characteristic  lymphocytosis  of  a  few  cases 
of  tuberculous  meningitis.  Mononuclear  proliferation — that  is  to  say  lympho- 
cytosis— indicates,  as  a  rule,  a  subacute  or  chronic  inHammatory  or  degenerative 
condition  ;  it  almost  invariably  accompanies  syphilitic  lesions  of  the  central 
nervous  system,  particularly  general  paralysis  and  tabes  dorsalis  ;  it  is  also  to 
be  expected  in  tuberculous  meningitis,  and  in  sleeping  sickness.  It  is  not,  how- 
ever, pathognomonic  of  any  of  these,  for  it  has  been  observed  also  in  entirely 
different  conditions,  such  as  herpes  zoster,  acute  anterior  poliomyelitis,  some 
ca!ies  of  cerebral  tumour,  lymphatic  teukiemia,  chloroma,  and  even  mumps. 
.Although  lymphocytosis  generally  indicates  chronic  mischief,  and  polymorpho- 
nuclear leucocytosis  acute  infection,  in  the  later  stages  even  of  acute  microbial 
infections  mononuclear  cells  may  be  more  numerous  in  the  cerebrospinal  fluid 
than  are  the  polymorphonuclears. 

Bacteriological  Examination. — Normal  cerebrospinal  fluid  is  absolutely  sterile. 
In  pathological  conditions  it  may  be  examined  bacteriologically  in  various  ways, 
including  direct  staining  of  films  made  from  the  centrilugalized  deposit,  cultural 
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methods,  and  inoculation  into  animals.  The  most  important  organisms  that 
have  been  found  are  the  pneumococcus,  streptococcus,  bacillus  tuberculosis, 
meningococcus  (Weichselbaum's  Diplococcus  intraullularis  meningitidis)  ^ 
pneumobacillus,  bacillus  typhosus,  and,  probably  as  a  terminal  infection  only, 
the  staphylococcus  and  the  Bacillus  coli  communis.  The  cerebrospinal  fluid 
may  be  used  for  testing  for  Wassermann's  reaction  for  syphilis  by  complement 
fixation,  though  this  is  better  carried  out  upon  blood  serum.  The  Treponema 
pallidum  (SpirochcBta  pallida)  has  been  found  in  the  cerebrospinal  fluid  in  at 
least  one  case,  but  it  again  is  more  likely  to  be  detected  in  the  local  syphilitic 
lesions.  The  only  protozoon  at  all  constantly  met  with  in  the  cerebrospinal 
fluid  in  disease  is  the  Trypanosoma  gambiense  in  cases  in  which  the  tr^'pano- 
somiasis  has  reached  the  stage  of  sleeping  sickness. 

B. — Less    Usual    Causes    of    Hemiplegia, 

General  paralysis  of  the  insane 

Borderland  sufficiency  of  the  cerebral  circulation  in  old  people  (intermittent 

claudication) 
Cerebral  tumour,  with  or  without  haemorrhage  into  it 
Cerebral  abscess 

Stab  or  bullet  wound  injuring  the  spinal  cord  in  the  cervical  region 
Hemichorea 
Meningitis,  whether  tuberculous,  suppurative,  posterior- basal,  or  epidemic 

cerebrospinal 
Disseminated  sclerosis 
Caisson  disease 
Hysteria. 

Amongst  the  less  usual  causes  of  hemiplegia  it  is  perhaps  worthy  of  particular 
mention  that  general  paralysis  of  the  insane  sometimes  attracts  Uttle  or  no  atten- 
tion until  a  seizure  of  some  kind  occurs,  this  seizure  not  infrequently  being 
epileptiform,  and  sometimes  producing  a  hemiplegia  closely  simulating  that 
due  to  cerebral  haemorrhage.  The  diagnosis  may  remain  uncertain  until  the 
course  of  the  case  can  be  followed,  but  Wassermann's  serum  reaction,  and  the 
lymphocytosis  in  the  cerebrospinal  fluid,  may  each  serve  to  point  to  the  true 
nature  of  the  case.  Another  feature  is  the  very  rapid  rate  of  temporary  recovery 
exhibited  by  some  patients ;  deeply  comatose  and  hemiplegic  when  seen  upon 
the  day  of  seizure,  nearly  all  the  symptoms  may  have  disappeared  by  the  next 
morning  in  a  way  that  would  be  unusual  were  they  due  to  a  haemorrhage  of 
sufficient  size  to  cause  so  deep  a  coma. 

In  quite  old  people,  that  is  to  say  those  over  eighty  years  of  age,  incomplete 
hemiplegia  may  occur  rapidly  but  transiently  over  a  period  of  years,  in  such  a 
way  as  to  suggest  during  the  first  attack  or  two  that  there  has  been  an  actual 
extravasation  of  blood  within  the  brain.  The  rapidity  with  which  the  hemi- 
plegic symptoms  may  disappear,  and  the  way  in  which  they  may  recur  and  yet 
disappear  again  each  time,  render  it  probable  that  these  patients  are  not  suffering 
from  the  effects  of  recurrent  small  haemorrhages,  but  from  a  condition  of  partial 
occlusion  of  their  cerebral  vessels  by  atheroma  to  such  an  extent  that,  whereas 
the  circulation  is  just  sufficient  for  the  needs  of  the  brain  at  one  time,  it  is  just 
insufficient  at  other  times ;  the  result  being  that  when  the  insufficiency  of 
cerebral  circulation  is  most  in  evidence,  weakness  of  a  hemiplegic  type  ensues,  to 
disappear  when  rest  in  bed  restores  the  cerebral  circulation  to  a  sufficiency 
again.  Cases  of  this  kind  have  been  spoken  of  as  suflering  from  iniermiUent 
claudication y  as  though  the  vessels  could  alternately  dilate  and  close  up  spon- 
taneously ;   but  there  is  evidence  to  show  that  there  are  no  efficient  vasomotor 
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nerves  in  the  cranial  vessels,  so  that  the  theory  of  borderland  suffkitncy  of 
cireulation  thiongh  athetomatous  veaaela  is  more  probable  than  that  of  inter- 


with  evidence  of  unilateral  paralysis  of  the  diaphragm  as  observed  tvnen  me 
patient's  abdominal  respiratoiy  movements  are  watched  in  a  good  light.  It  has 
sometimes  been  asserted  that  the  patient  will  have  antesthesia,  not  of  the  same, 
but  of  the  opposite  side  oi  the  body  :  in  practice  this  is  not  generally  the  case, 
the  hemiplegia  and  the  hemianesthesia  being  on  the  same  side  as  the  lesion  in 
at  least  some  instances. 

Children  of  a  rheumatic  tendency,  who  are  subject  to  chorea,  sometimes 
present  the  movements  of  the  latter  upon  one  side  of  the  body  anXy-^hemi chorea  ; 
both  before  the  actual  movements  appear  and  after  they  have  ceased  there  is 
apt  to  be  considerable,  and  occasionally  extreme,  weakness  of  the  affected  side  ; 
so  much  so  that  some  intracranial  lesion  may  be  suspected,  unless  there  has  been 
clear  evidence  of  the  existence  of  chorea. 

Occasionally,  weakness  of  a  bemiplegic  nature  may  be  tlie  first  symptom  of 
meningilis,  whether  tuberculous,  suppurative,  posterior  basal,  or  epidemic 
cerebrospinal  ;  sometimes,  upon  post-mortem  examination  a  definite  unilateral 
softening,  or  a  tuberculous  nodule  affecting  the  pyramidal  fibres,  may  be  found 
to  account  for  this  ;  but  more  often  the  appearances  seen  after  death  fail  to 
explain  why  there  should  have  been  unilateral  paretic  symptoms.  In  the  earlier 
stages  the  diagnosis  may  be  quite  obscure,  but  sooner  or  later  the  paresis  becomes 
bilateral,  and  the  course  of  the  disease  indicates  meningitis  beyond  doubt, 
especially  if  there  are  convulsions,  vomiting,  and  optic  neuritis.  Choroidal 
tubercles  may  be  detected  in  some  cases  (Plaie  VIII,  Fig.  W),  and  the 
cerebrospinal  fluid  may  be  examined  cytologically  and  bacteriologically. 

Disstminaled  Sclerosis  is  a  very  slowly  progressive  disease,  in  which  during  the 
earlier  stages  the  foci  of  sclerosis  are  few  and  quite  irregularly  distributed,  so 
that  whereas  in  the  later  stages  ataxy,  intention  tremor,  more  or  less  spasticity 
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with  increased  knee-jerks,  extensor  plantar  reflexes,  ankle-clonus,  and  staccato 
speech,  are  to  be  expected,  these  are  only  present  when,  in  the  course  of  years, 
numbers  of  sclerotic  foci  have  accumulated  in  the  spinal  cord  and  brain  ;  long 
previous  to  this  there  have  been  irregular  symptoms,  amongst  which  may  be 
mentioned  hemiplegia  ;  the  diagnosis  at  this  stage  is  often  a  matter  of  opinion 
only,  though  if  the  patient  can  be  watched  over  a  sufficient  length  of  time  the 
nature  of  the  case  ultimately  becomes  obvious. 

The  symptoms  of  caisson  disease  are  due  to  the  Uberation  of  definite  air  bubbles 
in  the  nervous  system,  and  what  the  symptoms  will  be  depends  entirely  on 
where  these  bubbles  are ;  in  most  instances  they  are  widely  scattered,  so  that 
bilateral  paralyses  are  more  common  than  unilateral ;  it  is  possible,  however, 
for  caisson  disease  to  produce  hemiplegia  if  a  relatively  large  air  bubble  becomes 
liberated  in  or  near  the  internal  capsule.  The  diagnosis  depends  upon  the 
history  and  occupation. 

Hysteria  may  be  responsible  for  almost  any  form  of  nerve  symptom,  hemi- 
plegia being  not  an  uncommon  variety.  There  is  no  wasting,  except  that  which 
may  be  due  to  disuse  ;  the  knee-jerks  may  be  exaggerated,  but  the  plantar 
reflexes  will  remain  flexor,  and  there  is  no  ankle-clonus  ;  the  face,  as  a  rule,  is 
unaffected  ;  if  the  patient,  lying  flat  upon  her  back,  is  asked  to  raise  her  legs 
from  the  bed,  she  will  raise  the  sound  leg,  but  not  that  which  is  paretic  ;  whereas, 
in  a  case  in  which  there  is  ihcomplete  paralysis  of  one  leg  due  to  organic  lesions 
of  the  upper  neurone  upon  one  side,  an  attempt  to  raise  the  leg  in  this  way 
often  leads  to  the  paretic  leg  being  lifted  as  well  as  the  other.  The  sex  and 
age  of  the  patient,  her  previous  history,  and  the  presence  possibly  of  other 
functional  nerve  symptoms,  especially  globus  hystericus,  hysterical  aphonia, 
or  the  distribution  of  anaesthesia  of  the  glove  or  stocking  type,  would  indicate 
the  diagnosis.  Herbert  French. 

HICCOUGH. — Hiccough  is  a  symptom  which  far  more  often  than  not  has  no 
cUnical  significance,  resulting,  as  it  does  even  in  the  healthiest  people,  from 
excessive  laughter,  from  the  stimulation  of  certain  reflex  spots,  especially  about 
the  chin,  from  tickling,  or  even  coming  on  spontaneously  without  any  obvious 
cause  at  all. 

Occasionally,  however,  hiccoughing  may  be  so  persistent  or  may  reach  so 
alarming  a  degree,  that  it  becomes  of  clinical  importance.  The  patients  may  be 
divided  into  two  groups,  namely,  those  in  whom  there  is  already  severe  illness, 
and  those  who  are  not  obviously  ill.  Of  the  former  group  there  are  two  main 
types  —  the  Alcoholic  and  the  Peritonltic.  No  difficulty  of  diagnosis  arises 
between  these  two ;  the  drunken  person's  hiccough  has  a  character  of  its  own. 
The  patient  who  has  an  acute  abdominal  condition  associated  with  hiccough 
will  have  presented  grave  symptoms  long  before  hiccough  sets  in,  the  diagnosis 
often  having  been  arrived  at  by  urgent  laparotomy.  Hiccough  in  these  cases 
does  not  serve  to  distinguish  between  acute  peritonitis  due  to  whatever  cause, 
acute  haemorrhagic  pancreatitis,  acute  intestinal  obstruction  from  any  cause,  or 
acute  post-operative  dilatation  of  the  stomach  ;  its  occurrence  and  persistence, 
however,  indicate  a  very  grave  prognosis. 

When  persistent  or  recurrent  hiccough  is  a  troublesome  symptom  in  a  patient 
who  is  not  obviously  ill — so  troublesome  that  something  more  than  a  simple 
hiccough  has  to  be  thought  of — three  main  types  of  malady  will  suggest  them- 
selves, namely : — 

1.  Hysteria  or  neurosis. 

2.  Mediastinal  irritation  of  vagi  or  phrenic  nerves,  e.g.,  by  caseous  lymphatic 
glands. 

3.  Degenerative  changes  in  the  medulla  oblongata. 


Finally,  il  hiccough  is  due  to  dtgeneration  or  softimng  of  Ike  medullary 
centtes,  it  will  almost  certainly  be  associated  with  other  symptoms  of  cerebral 
OT  spinal  mischief  ;  in  a  young  adult  there  might  be  a  suggestive  history  of 
syphilis  or  chronic  alcoholism,  whilst  in  an  older  person  there  would  be  thickened 
and  tortuous  arteries,  a  high  tension  pulse,  an  enlarged  heart,  arcus  senilis, 
possibly  albuminuria  in  an  abundant  urine  of  low  specific  gravity — signs  of 
senile  degenerative  changes.  Htrbnl  French. 

HIPPUS (Sec  Pupil,  Abnokmahties  of  the.) 

HUSKIKESS.— (See  Speech,  Abnormalities  of.) 

HYPERXSTHBSIA (See  Sensation,  Abnobmalitjes  of.) 

HYPEHIDROSIS.— (See  Sweating,  Abnormalities  op.) 

HYPERPYREXIA — The  point  at  which  pyrexia  becomes  hyperp>Texia  is 
arbitrary  ;  by  some  it  is  fixed  at  105°  F.,  by  others  at  106°  F.  It  may  occur 
occasionally  in  many  diflerent  diseases,  but  it  is  seldom  itself  of  diagnostic 
significance.  The  patient  will  nearly  always  have  exhibited  other  symptoms  or 
signs  pointing  to  the  diagnosis  ;  therefore  the  following  list  of  maladies  in  which 
hyperpyrexia  may  occur  needs  little  discussion  :— 
A.  Fevsrt  ol  mlorobfil,  or  probably  of  mlorobtil,  origin:^ 

Lobar  pneumonia  Septicaemia  I     Malignant   endocarditis 

Bronchopneumonia        Erysipelas  General  tuberculosis 

Scarlatina  Typhoid  fever  Tetanus 

Py<emia  Typhus  fever  |     Tuberculous  meningitis 
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Fevers  of  microbial,  or  probably  of  microbial,  origin: — continued. 


Posterior  basal  meningitis 
Epidemic  cerebrospinal 

meningitis 
Suppurative  meningitis 
Malaria 

Relapsing  fever 
Cholera 


Dysentery 

Yellow  fever 

Rheumatic  fever 

Chorea  insaniens 

Uraemia  due  to  ascending  nephritis 

Pyelitis. 


B.  Lesions  of  the  Central  Nervous  System : — 

Cerebral  haemorrhage,  especially  pontine,  or  into  one  optic  thalamus 

Fractured  skull,  with  contusion  of  the  brain 

Cerebral  softening 

Cerebral  tumour  or  abscess,  especially  tumour  of  the  pons  Varolii 

Fractured  spine,  especially  in  the  lower  cervical  or  upper  dorsal  regions 

Acute  myeUtis  after  injury. 

C.  Affections  that  are  less  easy  to  classify : — 

After  bums  or  scalds  Uraemia  other  than  that  due  to 

Heat  stroke  or  sunstroke  septic  nephritis 

Infantile  convulsions  Acute  yellow  atrophy  of  the  liver. 
Delirium  tremens 

D.  Hysteria. 

There  are,  however,  certain  small  points  about  hyperpyrexia  that  may  be 
important  in  diagnosis. 

Acute  rheumatism  is  often  stated  to  be  a  prominent  cause  of  it ;  as  a  matter 
of  fact,  hj^rpyxexia  is  excessively  rare  in  acute  rheumatism,  so  that  should  it 
occur  in  a  case  that  has  been  regarded  as  rheumatic  fever,  the  diagnosis  should 
be  very  carefully  revised  lest  it  really  be  septicaemia. 

In  children  the  physical  signs  alone  may  leave  one  in  doubt  as  to  whether 
there  is  bronchitis  only,  or  bronchopneumonia,  or  even  general  tuberculosis  of 
the  lungs  ;  the  occurrence  of  hyperpyrexia  generally  indicates  that  there  is  more 
than  bronchitis  ;  if  the  patient  is  not  particularly  livid,  bronchopneumonia  is 
more  likely  than  general  tuberculosis  ;  the  latter  becomes  the  more  probable 
the  more  ill  the  patient  is,  out  of  proportion  to  the  physical  signs.  Occasion- 
ally hyperpyrexia  occurs  in  an  infant  or  child  after  a  fit,  without  any  definite 
cause  being  assignable  either  for  the  convulsion  or  for  the  high  temperature, 
and  without  any  serious  consequence  resulting. 

In  tuberculous  meningitis  hyperpyrexia  is  generally  terminal ;  in  posterior- 
basal  meningitis^  on  the  other  hand,  it  sometimes  occurs  periodically  and 
transiently,  producing  acute  upward  "  spikes  "  upon  a  temperature  curve  that 
is  not  otherwise  very  high ;  these  pyrexia!  "  crises,"  as  they  have  been  called, 
point  to  posterior- basal  rather  than  to  the  more  serious  tuberculous  meningitis. 

Hyperpjrrexia  may  sometimes  serve  as  the  chief  point  in  distinguishing  pontine 
hemorrhage  or  heat-stroke  from  other  forms  of  coma,  such  as  acute  alcoholism 
or  opium  poisoning  ;  in  the  latter,  the  temperature  is  below  normal.  The  circum- 
stances of  the  case,  such  as  climatic  conditions  or  occupation,  will  generally  serve 
to  distinguish  between  heat-stroke  and  pontine  haemorrhage. 

After  an  injury  to  the  back — for  instance,  by  a  fall  in  the  hunting  field — the 
occurrence  of  hyperpjrrexia  sometimes  serves  to  exclude  the  diagnosis  of  a  mere 
bruising,  and  to  point  to  the  gravity  of  the  condition — a  fractured  or  dislocated 
spine  near  the  cervical  region,  or  acute  traumatic  myelitis  or  softening  of  the 
upper  part  of  the  spinal  cord. 

The  diagnosis  of  the  other  diseases  mentioned  in  the  above  list  is  not  much 
assisted  by  the  occurrence  of  hyperpyrexia. 
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HTPEBTROFHT  OF  THE  HB. 

HTFOTHERMIA.~-This  signifies 
generally  speaking  it  is  assumed  t 
thennometer  in  the  mouth.  Rec 
those  of  the  month,  but  the  clinical 

is  not  yet  fully  understood. 

From  a  diagnostic  point  of  view  hypothermia  is  not  often  a  symptom  ol  great 
importance,  but  there  are  at  least  two  pioints  about  it  that  require  special  mention. 
In  the  iirst  place,  coma  due  to  opivm  poisoning  may  be  closely  simulated  by 
coma  due  to  pontine  hemorrhage ;  in  both  there  are  bilateral  loss  oi  movement, 
pinpoint  pupils,  and  few  other  symptoms  ;  with  opium  poisoning,  however, 
the  temperature  becomes  subnormal,  whilst  with  pontine  haimorrhage  it  tends 
to  rise  to  the  level  ol  hyperpyrexia,  so  that  the  thermometer  may  be  the  means 
of  diagnosing  between  them.  In  the  second  place,  patients  sufiering  from 
chronic  valvular  heart  disease,  with  symptoms  of  impending  or  actual  failure  of 
compensation,  very  commonly  suffer  from  hypothermia.  This  is  a  point  that 
is  not  always  sufficiently  emphasized  ;  not  a  few  cases  of  heart  disease  having 
for  their  normal  temperature  base-Une  not  98  4°  F.,  but  97°  F.,  or  even  96°  F. 
It  follows,  that  a  patient  whose  normal  temperature  is  g6°  F.  really  has  over  two 
degrees  of  fever  when  his  temperature  reaches  98  4°  F ;  he  may  develop  fungating 
endocarditis  upon  the  top  of  his  chronic  valve  lesion,  and  yet  his  temperature 
may  not  rise  materially  above  98-4"  F.  The  fact,  therefore,  that  hypothermia 
is  a  common  feature  in  heart  cases  has  great  importance,  for  it  indicates  the 
necessity  for  regarding  even  slight  rises  above  <i8'4°  F.  with  greater  seriousness 
in  them  than  in  other  cases. 

For  the  rest,  hypothermia  is  not  a  symptom  that  helps  much  in  diagnosis, 
and  It  will  suffice  to  indicate  its  chief  causes,  which  are  as  follows  : — 
Chronic  deUUIatIng  maladies,  such  as  ; — 

Chronic  valvular  heart  disease   I       Cretinism 

Addison's  disease  Arteriosclerosis 

Diabetes  mellitus  Chronic   nephritis,  with  or  without 

Myxffidema  |  uriemia. 
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Coma  due  to  poisons,  particularly  : — 

Opium  Anaesthetics 

Alcohol  Carbolic  acid 

Chloral  Oxalic  acid. 

Increased  intracranial  pressure  in  certain  cases  of : — 


Cerebral  abscess 
Cerebral  tumour 
Cerebellar  abscess 


Cerebellar  tumour 
Cerebral  haemorrhage 


These  same  lesions,  especially  if  they  involve  either  the  pontine  or  the 
subthalamic  regions,  or  if  they  affect  the  corpus  striatum,  may  produce 
pyrexia  or  even  Hyperpyrexia  (q.v.)  instead  of  hypothermia,  so  that  the 
inconstancy  of  the  latter  symptom  detracts  considerably  from  its  value  in 
differential  diagnosis  in  these  cases. 

Convalescence  after  certain  fevers  ;  for  instance  : — 

Pneumonia  |       Typhoid  fever  |       Relapsing  fever. 

Shock  after  severe  Injury,  or  after  a  serious  operation. 
Collapse  due  to  loss  of  fluid  from  the  tissues  from  such  conditions  as  : — 
Severe  vomiting,  whatever  the  Peritonitis 

cause  Intestinal  obstruction 

Severe  diarrhoea,   choleraic   or  Haemorrhage, 

otherwise 

Exposure,  especially  in  the  case  of  a  child. 

In  the  morning,  in  cases  of  intermittent  pyrexias  of  the  septic  or  hectic 
types.  It  is  important  that  the  temperature  should  have  been  taken  both 
night  and  morning  before  the  low  figures  for  the  morning  are  assumed  to 
indicate  continued  hypothermia ;  indeed,  very  low  readings  in  the  earlier  part 
of  the  day,  in  a  patient  whose  malady  is  not  at  once  obvious,  may  arouse 
suspicion  of  a  tuberculous  lesion  which  further  investigation  may  confirm. 

Herbert  French. 
ICTERUS.— (See  Jaundice.) 

IMPOTENCE. — Strictly  speaking,  impotence  includes  any  condition,  whether 
in  the  male  or  in  the  female,  that  prevents  the  performance  of  coitus  ;  by  common 
consent  it  has  come  to  be  restricted  to  inabiUty  on  the  part  of  the  male.  It  is 
not  synonymous  with  sterility ;  the  latter,  in  the  male,  impUes  absence  of  the 
spermatozoa  necessary  to  fecundation  ;  a  man  may  be  sterile  without  being 
impotent,  or  impotent  without  being  sterile  ;  he  may  also  be  both  impotent  and 
sterile. 
"     There  are  three  main  groups  of  conditions  which  lead  to  impotence,  namely  : — 

I. — Mechanical  defect,  such  as  congenital  or  acquired  malformation  of  the 
penis,  absence  of  the  penis,  carcinoma,  elephantiasis,  and  so  on.  These  need 
not  detain  us,  for  their  diagnosis  is  generally  obvious  on  inspection  ;  one  need 
only  say  that  even  considerable  deformities  of  the  genital  organs  are  by  no 
means  necessarily  associated  with  impotence. 

2. — Entire  Absence  of  Penile  Erections  :  as  the  result  either  of  some  organic 
disease  of  the  nervous  system,  or  of  some  general  constitutional  condition  ;  one 
may  mention  particularly  the  following  : — 


Locomotor  ataxy 
Ataxic  paraplegia 
General  paralysis  of  the  insane 


Amyotrophic  lateral  sclerosis 
Transverse  softening  of  the  cord 
Plumbism 

Primary  spastic  paraplegia  Compression  of   the  lower   part 

Disseminated  sclerosis  of  the  cord 


?  for  the  symptom,   normal 


Herbert  French- 
IMPULSE,  DISPLACED  CARDIAC.^(5c<;  Heart  Impulse,  Displaced.) 

INCONTINENCE  OF  F«CES — Evacuation  of  the  contents  of  the  rectum 
without  voluntary  control  or  initiation  may  occur  under  several  distinct  con- 
ditions,  the    investigation   ol    which   may   yield    results    of    great    diagnostic 

In  healthy  persons  the  reflex  relaxation  of  the  sphincter  ani  which  is  necessary 
for  defamation  takes  place  only  at  the  bidding  of  the  will.  Some  healthy  persons 
arc  better  able  to  resist  an  imperative  call  to  stool  than  others,  and  it  happens 
occasionally  that  an  individual  who  is  poorly  endowed  with  the  power  of  inhibiting 
the  reflex  may  suffer  from  an  incontinence  of  dees  when  the  stimulus  evoked 
by  irritating  contents  of  the  bowel  is  overpoweringly  strong.  The  individual 
would  be  consciou."!  of  the  accident,  which  would  be  of  rare  occurrence,  and 
examination  would  reveal  no  abnormality.     Children  often  suffer  in  this  way. 

Mechanical  incontinence  of  fsccs  results  from  injuries  or  diseases  of  the 
rectum  or  perineum,  such  as  carcinoma,  in  which  the  outlet  of  the  bowel  is  no 
longer  guarded  by  an  cfhcient  sphincter.  Local  inspection  and  digital  examina- 
tion of  the  parts  will  suffice  to  discover  the  cause  of  such  incontinence. 

In  conditions  of  coma  or  partial  unconsciousness,  from  whatever  cause  arising, 
reflex  emptying  of  the  bowel  may  occur  at  intervals,  particularly  if  aperients 


e  administered.     Digital  examination  of  the  rectum  in  such  cases  will  reveal 
a  normal  sphincter  which  closes  on  the  observer's  finger. 
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Injuries  or  diseases  of  the  central  nervous  system  above  the  sacral  region  of 
the  cord,  if  they  interfere  with  impulses  passing  from  the  cortex  to  the  lumbo- 
sacral enlargement,  but  do  not  cause  serious  sensory  disturbance  in  the  perineal 
area,  lead  to  an  unstable  condition  to  which  the  term  "  precipitancy  of  defacca- 
tion  "  is  applied.  In  these  circumstances,  the  patient  is  usually  constipated, 
but  the  call  to  stool,  when  it  comes,  spontaneously  or  as  the  result  of  aperient 
medicine,  is  imperative,  and  finds  the  patient  powerless  to  resist  or  delay  the 
act.  The  examination  of  such  a  person  discloses  a  normal  sphincter;  but,  in 
all  probability,  some  degree  of  spastic  paraplegia  with  brisk  tendon  jerks  and 
extensor  plantar  responses  will  be  found,  and  inquiry  will  elicit  the  history  of 
precipitate  micturition.  Moreover,  the  patient  will  be  conscious  of  the  acts  of 
defaecation  and  micturition.  This  association  of  signs  and  symptoms  is  common 
enough  in  cases  of  partial  injury  to  the  spinal  cord,  in  cases  of  old  dorsal  myelitis, 
of  disseminated  sclerosis,  of  syringomyelia,  etc.  Somewhat  similar  "  explosive 
diarrhoea  "  is  also  a  prominent  feature  of  certain  cases  of  carcinomatous  stricture 
of  the  sigmoid  colon. 

With  more  serious  disease  of  the  central  nervous  system  above  the  sacral 
region,  the  impulses  conveying  the  need  for  defaecation  do  not  reach  the  brain, 
and  the  act  takes  place  in  a  reflex  manner  without  the  knowledge  of  the  patient. 
Under  these  circumstances,  paraplegia  with  sensory  disturbance  over  the  sacral 
segmental  areas  will  help  to  localize  the  site  of  the  lesion.  The  tone  of  the 
sphincter  ani  may  be  little  below  normal  or  quite  unimpaired. 

Disease  or  injury  leading  to  destruction  of  the  sacral  cord  or  of  the  cauda 
equina  is  distinguished  by  the  fact  that  incontinence  of  faeces  is  associated 
with  an  insensitive  relaxed  sphincter  and  with  serious  motor,  sensory,  trophic, 
and  reflex  disturbances  in  the  lower  extremities.  When  the  faeces  are  small 
and  fluid  they  escape,  more  or  less  continuously,  through  the  gaping  anal 
aperture.  On  the  other  hand,  they  sometimes  tend  to  accumulate  in  dry  masses 
too  large  to  pass  the  portal  without  assistance.  The  patient  is  unconscious  of 
the  accumulation,  unconscious  of  soiling,  and  insensitive  to  the  exploring  finger. 

It  will  be  understood  from  the  above  statements  that  for  the  purpose  of  dia- 
gnosis it  is  necessary,  in  all  cases  of  faecal  incontinence,  not  only  to  inquire  into 
the  exact  features  of  the  incontinence,  the  presence  or  absence  of  a  call  to  stool, 
the  tendency  to  constipation  or  precipitancy,  the  ability  to  feel  the  passage  of 
motions,  etc.,  but  to  supplement  the  knowledge  gained  in  this  way  by  a  local 
examination,  especially  of  the  sphincter  ani,  and  an  investigation  of  the  motor, 
sensory,  and  reflex  conditions  in  the  lower  extremities.         e.  Farquhar  Buzzard. 

INCONTINENCE  OF  URINE.— (See  Micturition,  Abnormalities  of.) 
INCO-ORDINATION.-~(See  Ataxy.) 

INDIC ANURIA.  —  Indican  in  the  urine  is  mainly  due  to  the  formation  of 
indol  in  the  intestine  as  the  result  of  putrefactive  changes  in  the  products  of 
tryptic  digestion  of  proteids.  The  indol  so  formed  is  absorbed  from  the  bowel, 
and  converted  in  the  Uver  into  relatively  innocuous  potassium  indoxyl  sulphate, 
or  indican.  This  is  tested  for  by  oxidizing  it  to  indigo,  the  blue  colour  of  which 
is  characteristic.  Almost  any  oxidizing  agent  could  be  utilized  for  the  test, 
but  the  difficulty  is  that  even  slight  excess  of  the  reagent  destroys  the  indigo. 
A  brown  ring  appearing  at  the  junction  of  the  urine  and  the  acid,  when  testing 
for  albumin  with  nitric  acid  that  is  slightly  fuming,  generally  indicates  a  consider- 
able degree  of  indicanuria.  To  be  certain  of  this,  Jaffe's  bleaching  powder  test 
is  usually  employed.  There  are  several  ways  of  using  it.  Fresh  solution  of  cal- 
cium hypochlorite  is  essential.  To  about  20  c.c.  of  urine  add  3  c.c.  of  chloroform 
and  3  c.c.  of  hydrochloric  acid  of  medium  strength  ;  the  colourless  chloroform 


t  by  lactic-acid  bacilli  and  their  products.  The  difficulty 
is  that  a  considerable  number  o£  perfectly  healthy  individuals  pass  quite  large 
quantities  of  indican  in  their  urine.  There  are  some  who  contend  that  even 
these  healthy  persons  are  really  suffering  from  intestinal  putrefactive  changes 
without  knowing  it ;  this  is  possible,  but  from  the  patient's  point  of  view 
it  is  tantamount  to  saying— what  is  indeed  almost  true^ — that  indicanuria  has 
no  real  diagnostic  or  clinical  significance.  Hnbert  French. 

INDIGESTION.— It  is  important  to  remember  that  "indigestion"  is  a  sym- 
ptom, and  not  a  disease  ;  and  if  a  patient  complains  of  this,  one  should  enquire 
more  particularly  as  to  the  exact  nature  of  the  abnormal  sensations  present,  e.g., 
pain,  fullness,  flatulence,  vomiting,  etc.  The  diagnostic  indications  furnished  by 
each  of  these  symptoms  is  considered  separately  (see  Vomiting  ;  Pain  in  the 
Epigastrium  ;  Fullness  ;  Flatulence  :  etc.).  but  it  may  be  convenient 
here  to  offer  some  general  guidance  as  to  the  methods  of  arriving  at  a  diagnosis 
in  cases  in  which  "  indigestion,"   in  one  or  other  of  its  aspects,  is  the  chief 

I.— Simulation  of  Dyspepsia   by  other  Conditions. 


At  the  outset  one  should  never  forget  that  a  patient  may  describe  his  case 
as  one  of  indigestion,  although  he  is  not  really  suffering  from  any  primary 
affection  of  the  stomach  at  all ;  and  mistakes  can  only  be  avoided  by  subjecting 
everj-  such  case  to  a  thorough  physical  examination  of  all  the  organs,  and  not 
confining  it  to  the  abdomen.  If  the  possibility  of  error  is  borne  in  mind,  it  is 
not  usually  difficult  to  avoid  ;  and,  accordingly,  it  will  be  sufficient  to  enumerate 
briefly  the  chief  conditions  to  be  thought  of.     These  are  : — 
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1.  The  Vomitiiis  of  Pregnancy. — The  possibility  of  pregnancy  should  always 
be  present  to  the  mind  when  one  is  consulted  by  a  young  woman  who  complains 
of  vomiting  and  indigestion,  and  the  other  signs  and  symptoms  of  pregnancy 
(amenorrhcea,  fullness  of  the  breasts  with  areolar  pigmentation,  enlargement 
of  the  uterus,  etc.)  looked  for. 

2.  Cerebral  Vomiting. — In  children,  particularly,  vomiting  of  cerebral  origin 
may  be  mistaken  for  dyspepsia.  Incipient  meningitis  and  tumour  are  the 
commonest  causes  of  such  vomiting.  The  former,  in  its  earUest  stage,  may  be 
very  difficult  to  diagnose  with  certainty,  but  the  presence  of  signs  of  cerebral 
irritation  (e.g.  photophobia,  squint,  irritability,  headache,  Kemig's  sign,  etc.) 
should  make  one  suspicious ;  paralyses,  headache,  and  optic  neuritis  point  to 
tumour. 

3.  UrsDmia  may  masquerade  as  "  indigestion,"  characterized  by  loss  of  appetite 
and  vomiting  (uraemic  gastritis).  The  presence  of  the  "  uraemic  odour  "  in  the 
breath,  of  high  arterial  tension,  and  of  albuminuria  and  albuminuric  retinitis, 
should  be  looked  for.  It  must  be  remarked,  however,  that  albumin  may  be 
absent  from  the  urine  in  undoubted  cases  of  uraemia. 

4.  Phthisis. — In  cases  of  early  phthisis,  indigestion  may  be  the  chief  symptom 
of  which  the  patient  complains,  nausea  and  vomiting  being  often  present. 
This  can  be  excluded  by  a  careful  examination  of  the  chest  and  of  the  sputum, 
which  should  never  be  omitted,  especially  in  young  subjects. 

5.  The  Gastric  Crises  of  Tabes  are  apt  to  be  mistaken  for  dyspepsia. 
Paroxysmal  vomiting  of  great  violence  is  the  usual  form  they  assume,  and  they 
may  simulate  gastric  ulcer  or  other  organic  affections  of  the  stomach.  If  the 
knee-jerks  be  absent  and  the  pupils  immobile  to  light,  the  diagnosis  is  easy, 
but  it  must  be  remembered  that  gastric  crises  may  occur  early  in  a  case  of  tabes 
before  the  usual  signs  of  disease  of  the  cord  have  manifested  themselves.  One 
should  enquire  in  such  a  case  for  a  history  of  lightning  pains,  and  for  any  trouble 
with  the  bladder.  It  is  said  also  that  the  blood-pressure  is  raised  during  a 
gastric  crisis,  whereas  it  is  lowered  in  all  other  cases  of  acute  vomiting.  This 
may  prove  of  diagnostic  value. 

6.  Nervous  or  Hysterical  Vomiting  may  also  simulate  dyspepsia.  The  diagnosis 
here  must-be^ade  largely  by  the  method  of  exclusion.  The  patient  is  usually 
a  W9man,  and  there  may  be  other  signs  of  hysteria  present. 

.jf .  In  Chronic  Intestinal  Obstruction,  the  abdominal  pains,  and  the  vomiting 
which  often  accompany  them,  may  be  described  by  the  patients  as  **  indigestion." 
In  such  a  case  there  will  be  distention  of  the  abdomen,  often  with  visible  peris- 
talsis in  the  intestine,  and  a  history  of  gradually  increasing  constipation.  A 
tumour  may  be  felt,  or  examination  with  the  sigmoidoscope  may  clear  up  the 
case. 

8.  Cholecystitis  is  very  apt  to  be  diagnosed  as  "  indigestion."  In  the  case  of 
middle-aged  or  elderly  women,  particularly,  who  complain  of  "  wind  "  and 
*'  spasfhs,"  the  possibility  of  the  presence  of  gall-stones  should  always  be  thought 
of.     (See  Pain  in  the  Epigastrium  ;  and  Pain  in  the  Right  Hypochondrium.) 

9.  'Chronic  Appendicitis  may  manifest  itself  chiefly  by  symptoms  which  p>oint 
to  the  stomach  rather  than  to  the  vermiform  appendix  as  the  seat  of  the  disease. 
The  pain  in  such  a  case  may  have  the  character  of  a  typical  "  hunger-pain," 
and  be  relieved  by  alkalies  (see  Pain  in  the  Epigastrium).  In  children  who 
are  brought  to  one  for  **  indigestion,"  with  vague  abdominal  pains,  the  possi- 
bility of  appendicitis  should  be  specially  remembered. 

10.  Angina  Pectoris  in  one  of  its  forms  may  be  accompanied  by  much  flatu- 
lence, which  leads  the  patient  to  consult  his  doctor  for  "indigestion."  The 
occurrence  of  the  symptoms  upon  exertion,  the  characteristic  tendency  of  the  pain 
to  spread  into  the  left  arm,  and  the  frequent  presence  of  a  high  blood-pressure, 


are  those  which  are  most  diflicult  to  diagnose. 

(a).  A  history  o£  "  indigestion  "  beginning  abruptly  in  a  patient  (oftenest  a 
man)  above  the  age  of  forty,  and  which  does  not  speedily  yield  to  simple  treat- 
meat,  is  very  suspicious.  On  the  other  hand,  it  must  be  remembered  that  in  a 
considerable  number  oi  cases  the  growth  starts  in  an  old  ulcer,  so  that  a  history 
pointing  to  this  may  also  be  in  favour  of  carcinoma, 

(b).  Steady  loss  of  weight,  and  the  early  appearance  of  animia,  point  to 
malignant  growth  ;  but,  on  the  otber  hand,  the  absence  of  these  signs,  and 
even  a  temporary  gain  in  weight  under  treatment,  by  no  means  exclude  it, 

{c).  Loss  o(  appetite,  and  especially  a  disinclination  for  meat,  are  usually 
early  symptoms.  Nausea  and  vomiting  supervene  later,  but  are  rarely  absent 
altogether.     Pain  raay  be  present  early,  and  is  often  more  or  less  constant. 

{d).  A  steaily  diminution  in  the  amount  of  hydrochloric  acid  in  the  gastric 
juice,  with  the  presence  of  lactic  acid  and  of  Oppler-Boas  bacilli  in  the  gastiic 
contents,  is  a  combination  pointing  strongly  to  carcinoma. 

It  is  therefore  upon  a  combination  of  these  symptoms  and  signs  that  the 
diagnosis  must  be  based  in  the  early  stage  (when  it  is  most  important  to  make 
it).  Later,  a  tumour  may  be  felt  below  the  left  costal  margin,  or  in  the  epigas- 
trium ;  enlarged  glands  may  appear  above  the  left  clavicle,  although  they  are 
exceptional  ;  and  there  may  be  signs  of  secondary  growths  in  the  hver,  ot  at 
the  umbilicus.  When  ulceration  has  supervened,  traces  of  blood  may  be  found 
in  the  gastric  contents,  and  occult  blood  in  the  stools.     (See  page  197.) 

la  some  cases  of  carcinoma  of  the  body  of  the  stomach,  pronounced  ansemia 
is  one  of  the  earliest  and  most  striking  symptoms.  Such  cases  have  to  be 
diagnosed  from  pernicious  auiemia.  A  blood-count  will  usually  suffice  to 
distinguish   them,   for   in    gastric   carcinoma    the   red   cells    are   rarely   below 
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2,000,000  per  cubic  mm.,  whereas  in  pernicious  anaemia  they  go  much  lower 
than  that ;  in  pernicious  anaemia,  also,  the  colour-index  is  about  i  or  above  it, 
in  carcinoma  it  is  less  than  i.  Megaloblasts  are  found  in  the  film  in  pernicious 
anaemia,  but  not  in  carcinoma. 

In  spite  of  all  that  has  been  said  above,  the  early  diagnosis  of  carcinoma  of 
the  stomach  is  a  matter  of  great  difficulty ;  and  it  may  be  justifiable  to  resort 
to  an  exploratory  operation  in  a  suspicious  case  which  does  not  clear  up  after 
a  few  weeks'  treatment. 

2.  Ulcer — The  characteristic  symptom  of  ulcer  is  pain^  which  comes  on  after 
food,  and  is  relieved  by  vomiting,  which  is  usually  though  not  invariably 
present.     Haematemesis  is  strongly  confirmatory,  but  is  often  absent. 

The  chief  sign  of  ulcer  is  a  localized  spot  of  tenderness  on  deep  pressure.  (See 
also  Pain  in  the  Epigastrium  ;  and  Tenderness  in  the  Epigastrium.) 

3.  Gastritis. — Chronic  "  gastric  catarrh "  is  certainly  diagnosed  oftener 
than  it  should  be,  the  majority  of  cases  so  described  being  really  examples  of 
functional  dyspepsia.  The  symptoms  are  loss  of  appetite,  fullness  and  weight 
in  the  epigastrium,  depending  greatly  upon  the  kind  of  food  taken  ;  pain  is  not  a 
feature  of  gastritis  ;  nausea  is  common,  and  vomiting  may  occur  but  is  not 
usually  a  prominent  symptom.  There  is  no  characteristic  physical  sign,  and 
a  diagnosis  cannot  be  made  with  certainty  without  the  use  of  the  stomach  tube. 
This  shows :  (a)  Diminished  total  acidity,  or  even  complete  absence  of  gastric 
juice  ;  (h)  Excess  of  mucus  in  the  contents,  or  the  presence  of  mucus  on  washing 
out  the  fasting  stomach. 

Having  determined  the  presence  of  gastritis,  one  has  to  settle  whether  it  is 
primary  or  secondary.  Secondary  gastritis  may  occur :  (a)  Where  there  is 
disease  of  the  heart,  causing  back-pressure  ;  (6)  In  cirrhosis  of  the  Uver  ;  (c)  In 
chronic  renal  disease.  If  all  of  these  can  be  excluded,  primary  gastritis  may  be 
diagnosed,  and  the  chief  causes  of  the  latter  looked  for.  These  are  :  (a)  Defective 
or  carious  teeth,  and  "  oral  sepsis  ;  "  (b)  Abuse  of  alcohol  or  tobacco,  or  the 
taking  of  irritating  or  ''indigestible"  articles  of  food. 

4.  Dilatation. — One  has  to  determine  the  presence  of  dilatation,  and  then  to 
discover  its  cause. 

The  presence  of  dilatation  is  determined  :  (a)  By  showing  that  the  stomach 
is  enlarged  ;  and  (b)  By  proving  the  occurrence  of  stagnation  of  the  contents. 

(a).  Enlargement  of  the  stomach  may  be  inferred  when,  by  percussion,  the 
greater  curvature  is  found  to  reach  below  the  level  of  thcMimbilicus,  the  lesser 
curvature  being  in  its  normal  position.  In  order  to  facilitate  percussion  it 
may  be  necessary  to  inflate  the  stomach,  by  making  the  patient  swallow  90  gr. 
of  tartaric  acid,  followed  by  120  gr.  of  bicarbonate  of  soda. 

Examination  by  the  ^-rays  after  a  bismuth  meal  is  of  help  in  obscure  cases 
(Fig.  105). 

The  presence  of  splashing  is  not  a  certain  sign  of  dilatation,  unless  it  be  present 
some  hours  after  a  meal. 

(6).  The  occurrence  of  stagnation  of  contents  is  proved  by  giving  the  patient 
an  evening  meal,  preferably  containing  some  easily  recognizable  food,  e.g., 
currants,  and  washing  out  next  morning.  If  food  residues  are  present  in  the 
washings,  stagnation  may  be  inferred. 

The  cause  of  dilatation  may  be  either  (a)  Some  obstruction  at  the  pylorus  ; 
or  (6)  Primary  atony  of  the  stomach  wall. 

In  distinguishing  between  these,  the  history  may  help.  Thus  the  occurrence 
in  the  past  of  symptoms  of  ulcer  points  to  a  cicatricial  stenosis  of  the  pylorus. 
If  visible  peristaltic  waves  are  seen,  one  may  be  sure  of  the  existence  of  an  obstruc- 
tion. These  can  sometimes  be  elicited  by  massaging  the  stomach,  or  by  flicking 
the  surface  of  the  abdomen  with  a  wet  towel.    The  presence  of  actual  stagnation 
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The  next  task  is  to  determine  what  particular  variety  of  functional  disorder 
one  has  to  deal  with.  In  attempting  to  do  this,  one  is  met  at  the  outset  by  the 
difficulty  of  classifying  functional  disorders  of  the  stomach. 

Three  forms  of  classification  may  be  adopted  :  (i)  Physiological,  (2)  Clinical, 
(3)  Etiological. 

1.  Physlolosieal  Classification. — In  this  classification,  cases  of  functional 
dyspepsia  are  arranged  according  to  the  particular  function  or  functions  affected, 
thus : — 

(a).  Affections  of  secretion  : — 

(i)  Excess  =  Hypersecretion  and  hyperchlorhydria. 
(ii)  Defect  =  Achylia  and  hypochlorhydria. 
(6).  Affections  of  motility  : — 

(i)  Excess  =  Pyloric  spasm, 
(ii)  Defect  =  Atony,  or  impaired  motility, 
(c).  Affections  of  sensation  : — 

Excess  =  Hyperaesthesia  or  gastralgia. 
Any  of  these  may  be  present  alone,  or  two  or  more  may  exist  in  conjunction. 
The  diagnosis  of  affections  of  secretion  and  motility  can  only  be  made  by  the 
aid  of  the  stomach  tube  (see  p.  355). 

For  the  diagnosis  of  hjrperaesthesia  (gastralgia)  see  Pain  in  the  Epigastrium. 
The  above  is  undoubtedly  the  most  scientific  method  of  making  a  differential 
diagnosis  in  cases  of  functional  dyspepsia,  but  it  has  the  inconvenience  of  neces- 
sitating the  use  of  test  meals. 

2.  Clinieal  Classification. — Clinically,  cases  of  functional  dyspepsia  may  be 
classified  into  certain  rough  groups  according  to  their  symptoms.     Thus  : — 

(a).  Hypersthenic  dyspepsia^  which  is  probably  due  to  a  combination  of  hyper- 
secretion and  hyperaesthesia.  The  patient  is  usually  a  young  man,  otherwise 
healthy  ;  and  the  chief  symptom  is  pain  during  the  late  period  of  digestion  (see 
Pain  in  the  Epigastrium). 

(6).  Asthenic  dyspepsia. — This  is  due  to  impaired  motility  (atony),  with  or 
without  some  disorder  of  secretion.  The  patient  may  be  of  either  sex,  and  of 
any  age,  and  the  chief  symptoms  are  Flatulence  {q.v.)  and  Fullness  {q.v.).  It 
is  often  present  along  with  gastroptosis  (especially  in  women)  ;  and  there  may 
be  atonic  dilatation  of  the  stomach  (see  above). 

{c).  Acid  dyspepsia. — ^This  is  an  ill-defined  group,  in  which  the  chief  symptom 
is  a  sensation  of  acidity,  or  the  presence  of  acid  eructations.  Some  cases  are 
really  examples  of  hyperchlorhydria,  with  or  without  the  presence  of  gastritis. 
In  others,  the  cause  is  the  production  of  organic  acids  by  fermentation.  Dia- 
gnosis can  only  be  made  by  aid  of  the  stomach  tube. 

Other  clinical  forms  of  dyspepsia  are  also  described,  e.g.,  "  senile"  dyspepsia 
(essentially  a  hypochylia),  "  gouty  "  dyspepsia  (the  same  as  the  "  acid  "  form), 
"  flatulent  "  dyspepsia  (usually  due  to  defective  motility),  and  others  ;  but  the 
use  of  such  terms  is  inaccurate,  and  should  be  avoided  as  far  as  possible. 

3.  Etlologieal  Classification. — Instead  of  attempting  to  distinguish  different 
forms  of  functional  dyspepsia,  one  can  regard  the  latter  as  an  aggregation  of 
symptoms  of  gastric  disorder  excited  by  different  causes,  and  classify  cases 
according  to  the  particular  exciting  cause  at  work.  This  method  is  simple  and 
convenient,  and  is  also  useful  for  purposes  of  treatment.  Adopting  it,  one  may 
say  that  functional  dyspepsia  may  be  induced  by  : — 

(a).  Dietetic  causes^  e.g.,  unsuitable  food,  hasty  meals,  the  abuse  of  alcohol, 
tobacco,  etc. 

(6).  Physical  causes^  e.g.,  imperfect  chewing,  defective  teeth,  oral  sepsis,  over- 
fatigue, deficient  exercise,  etc. 

(c).  Mental  causes ,  e.g.,  over- work,  a  studious  life,  etc. 


(ii)  Total  Acidity.— Tea  c.c.  of  the  filtered  Contents  are  titrated  with  —  caustic 
soda  solution,  two  or  Ihrce  drops  of  phenolphlhalcin  solution  being  used  as 
an  indicator.  A  pink  tinge  appears  as  soon  as  the  acidity  has  been  neutralized. 
Tlie  result  is  expressed  in  terms  of  the  amount  o(  caustic  soda  solution  required 
to  neutralize  loo  c.c.  ol  the  gastric  contents  t  e.g.,  11  6  c.c.  neutralize  lo  ol  the 
contents,  then  the  acidity  is  60.     The  normal  acidity  is  between  40  and  70. 

(iii).  Organic  acids  need  only  be  tested  for  if  free  HCl  is  absent.  A  sour  odour 
of  the  contents  indicates  their  presence  1  acetic  acid  and  butyric  acid  can  be 
recngnized  by  the  odour  of  vinegar  or  rancidilv  respectively  i  lactic  acid  by 
adding  a  lew  drops  of  Che  contents  to  some  Uffelmann's  reagent  (equal  parts 
of  i-io  carbolic  and  weak  liq.  ferri  perchlor.)  in  a  lest  lube.  A  bright  yellow 
colour  is  produced  if  the  acid  be  present. 
Id),  Firmenls. — Rennin  can  be  tested  tor  by  neutralizing  some  of  the  contents,  and 
lew  drops  to  a  little  milk  results  in  coagulation  when 


Ifept  warm  for  twenty  m 
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r  pepsin,  but  its  absence  may  usually  be  inleired  if 
there  is  no  rennin  present. 

(r).  Microscopical  characters. — Films  are  made  from  some  of  the  deposit,  and  stained 
with  dilute  gentian  violet.  Oppler-Boas  bacilli,  yeasts,  and  sarcins  [Fig.  i)3.  p.  167) 
should  be  looked  for.      The  first  occur  specially  in  cases  ol  carcinoma  ;    the  two  last 

3.  Determination  at  mutllltjr. — Impaired  motility  is  shown  by  the  presence  of  lood 
residues  in  any  quantity  (say  about  4  ounces]  six  .and -a  .half  hours  after  an  ordinary 
dinner.  In  order  to  prove  the  presence  of  stagnation,  a  Ught  meal,  preferably  containing 
some  easilv  recogniied  food  (e.g.  currants)  should  be  given  in  the  evening,  and  the 
stomach  washed  out  ne.'it  morning.  If  food  be  found  in  the  washings,  stagnation  exists. 
It  there  be  no  food,  but  if  several  ounces  ol  greenish  acid  fluid  are  obtained,  hyper- 
secretion is  present ;  Bakes  of  mucus  may  be  found  in  the  washings  in  gastritis. 

Robirl  Hutchison. 

IHEQUAUTY  OF  THE  PULSES.— (See  Pulses,  UNEQt;AL,) 
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INEQUALITY  OF  THB  PUPILS.— (See  Pupil,  Abnormalities  of  the.) 

INSOMNIA  means  inability  to  obtain  the  normal  amount  of  sleep.  It 
includes  sleeplessness  and  broken  or  restless  sleep,  and  admits  of  no  closer 
definition  because  the  normal  amount  of  sleep  varies  so  widely  with  age,  habit, 
and  in  adults,  also  with  idiosyncrasy.  Thus,  out  of  the  twenty-four  hours,  an 
infant  at  one  month  will  sleep  for  twenty-one,  at  six  months  for  eighteen,  at 
twelve  months  for  fifteen  hours.  A  child  four  years  old  needs  twelve  hours* 
sleep,  the  schoolboy  of  twelve  needs  ten,  the  public-school  man  should  have 
nine.  The  average  hours  of  sleep  in  adult  life  are  said  to  be  eight  for  women, 
seven  for  men.  But  idiosyncrasy  may  cut  down  the  hours  necessary  in  certain 
people  to  no  more  than  three  or  four,  for  long  periods  and  without  any  impair- 
ment of  health  or  the  power  to  work.  Habit  may  train  neglected  children 
or  overworked  labourers  and  servants  to  get  on  with  short  hours  of  rest  and 
interrupted  sleep  that  would  speedily  make  an  ordinary  person  ill.  Insomnia 
is  a  symptom  indicating  that  something  is  amiss,  not  a  disease  per  se.  It  occurs 
in  a  great  many  acute  and  chronic  disorders,  but  in  the  majority  of  cases  it  is 
dependent  upon  functional  disturbances,  faulty  habits  or  hygiene,  an  ill-arranged 
regimen,  and  not  upon  organic  disease.  It  is  to  be  diagnosed  whenever  lack  of 
sleep  causes,  or  is  associated  with,  loss  of  health.  It  should  be  remembered 
that  most  patients  habitually  underestimate  the  amount  of  sleep  they  get, 
without  any  intention  to  deceive  ;  and  are  apt  to  complain  that  they  have  been 
awake  all  night,  when  in  point  of  fact  they  have  had  many  hours  of  sleep. 

The  chief  causes  of  insomnia  are  tabulated  below  in  three  main  groups, 
etiologically  : — 

1.  Faulty  Habits  or  Hygiene,  such  as — 

Some  sudden  change  in  the  routine  of  the  day  or  evening 

Exposure  to  undue  excitement  or  bad  atmosphere  before  retiring 

The  use  of  a  noisy,  airless,  or  overheated  bedroom 

The  use  of  too  many  bedclothes,  or  too  few 

Going  to  bed  on  too  full  or  too  empty  a  stomach 

Drinking  strong  tea  or  cofifee  too  late  in  the  day 

The   over-use   of  tobacco. 

2.  Acute  Disorders,  such  as — 

Pain  due  to  any  cause,  inflammation,  injury,  etc. 

The  early  stages  of  fevers 

Acute  insanity,  meningitis,  delirium  tremens,  acute  mania,  etc. 

Acute  nervous  exhaustion 

Gastro- intestinal  disorders,  dyspepsia,  constipation,  etc. 

3.  Chronic  Disorders,  such  as — 

Chronic  insanity  of  all   sorts,    neurasthenia 

Cerebral  syphilis,  intracranial  tumour 

Disease  of  the  heart,  valvular  or  myocardial 

Disease  of  the  lungs,  emphysema,  bronchitis,  asthma,  etc. 

Diseases  of  the  liver  or  kidneys 

Arteriosclerosis  and  high  blood-pressure,   hyperpiesis 

Anaemia,  primary  or  secondary 

Hysteria  and  malingering. 

The  closer  investigation  of  the  causes  of  insomnia  may  best  be  done  by  taking 
the  age  of  the  patient  into  consideration. 

Sleeplessness  in  an  Infant  is  most  often  due  to  indigestion,  hunger,  or  bodily 
discomfort ;  in  rare  cases  it  is  evidence  of  nervous  instability  or  ear  or  brain 
disease.     Enquiry  into  the  methods  and  hours  of  feeding  the  infant  will  often 
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above.  In  a  great  many 
associated  flatulence,  teethi 
drinking  is  a  common  cai 
disturbed  sleep,  in  children 
they  are  put  to  bed  within  : 

a  character.  In  other  instances,  the  child  sleeps  badly  lor  want  of  fresh  ait  in 
Ihc  bedroom,  waking  late  on  the  following  morning  in  a.  headachy  and  irritable 
condition  and  with  little  appetite  lor  breakfast.  Not  a  few  ill-led  or  ansemic 
school- children  sleep  badly  during  term-time  because  they  are  over-worked  at 
school,  or  worried  al>out  their  lessons  or  their  place  in  the  class  without  being 
actually  over-worked  ;  in  such  cases  the  distraction  aflorded  by  games  is  likely 
to  be  mote  successful  in  effecting  a  cure  than  treatment  by  rest.  It  is  only  in 
the  minoritv  of  instances  that  the  insomnia  is  due  to  disease,  whether  acute  or 
chronic,  such  as  adenoids,  enlarged  tonsils,  or  organic  disease  of  the  various 
viscera.  A  few  special  forms  of  insomnia  seen  in  childhood  call  for  brief  mention. 
In  farly  hip-disease  it  may  happen  that  sleep  is  disturbed  by  sudden  starting 
pains  ;  the  child  gf3c&  off  to  sleep,  only  to  be  awakened  almost  at  once  by  sudden 
shooting  pains  in  the  affected  leg  or  hip.  Sleep  is  broken  by  fright  in  night- 
lernirs  (see  Kightmares),  in  which  the  child  wakes  up  screaming  and  frightened, 
but  conscious  and  able  to  csplain,  so  far  as  excitement  permits,  the  nature  of 
the  fright  ;  indiscretions  in  diet,  or  the  presence  of  adenoids  or  worms,  often 
explain  the  occurrence  of  such  night -terrors.  In  the  rarer  and  more  serious 
form  of  night-terror,  known  as  Favor  nuctumus,  the  child  awakes,  screaming  and 
fri^jhtened,  but  not  fully  conscious,  and  unable  to  recognize  those  around  him. 
There  is  no  recollection  of  the  fright  next  day,  and  in  all  probability  the  pavor 
is  akin  to  epilepsy,  occurring  only  in  children  with  a  bad  family  history  of  nervous 
disease.  It  is  plain  from  what  has  been  said  above  that  the  diagnosis  of  the 
cause  of  sleeplessness  in  a  child  demands  the  scrutiny  of  the  daily  routine, 
diet,  and  sleeping- arrangements,  as  well  as  the  examination  of  the  child  itself. 
Sedative  drugs  arc  practically  never  required  (or  its  treatment,  except  in  the 
caic  o(  severe  acute  or  chronic  disease,  and  even  then  should  be  given  but  rarely. 
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Insomnia  in  Adults,  in  the  majority  of  cases,  is  due  to  faults  of  habil  or  hygiene 
similar  to  those  already  mentioned  in  the  case  of  children  ;  but  it  is  due  to  organic 
disease  of  one  sort  or  another  in  not  a  few  instances,  and  these  will  be  discussed 
later.  The  sleepless  adult  should  devote  much  thought  to  the  economy  and 
arrangement  of  his  bed  and  bedroom,  and  the  hours  he  keeps.  It  is  essential 
that  the  bed  should  be  comfortable — whether  the  mattress  be  hard  or  soft  is  a 
matter  of  taste  ;  many  people  sleep  better  with  a  high  pillow  than  with  a  low, 
and  if  a  high  pillow  is  not  agreeable,  the  same  effect  can  often  be  produced  by 
putting  blocks  two  or  three  inches  high  beneath  the  posts  at  the  head  of  the 
bed.  The  bedclothes  should  be  light  rather  than  heavy  ;  it  is  essential  that 
they  should  be  warm  enough  to  prevent  the  occurrence  of  cold  feet,  a  very 
common  cause  of  sleeplessness.  The  bed  should  not  be  placed  so  that  tl:e 
sleeper  faces  the  light.  A  supply  of  fresh  air  throughout  the  night  is  essential, 
and  is  assured  if  the  room  is  heated  by  an  oj>en  fire  :  stuffiness  and  overheating 
of  the  atmosphere  seem  almost  inseparable  from  heating  by  stoves,  hot  air,  hot 
water,  or  steam,  and  are  common  causes  of  sleeplessness.  The  hygiene  of  the 
bedroom  having  been  attended  to,  the  habits  of  the  sleepless  patient  should  be 
passed  in  review.  Many  well-to-do  people  sleep  ill  because  they  go  to  bed  too 
soon  after  a  heavy  dinner  ;  a  few  because  they  go  to  bed  hungry.  Not  a  few 
find  that  they  sleep  badly  if  they  take  a  cup  of  cofifee  after  dinner,  or  even 
drink  tea  in  the  afternoon  ;  others  sleep  ill  if  they  indulge  in  brain -work  after 
dinner,  or  attend  exciting  public  meetings,  theatres,  concerts,  and  so  forth. 
It  is  known  that  bodily  and  mental  fatigue  promote  sleep,  and  some  patients 
with  insomnia  solicit  sleep  and  aggravate  their  condition  by  pushing  fatigue 
to  the  point  of  exhaustion,  forgetting  that  over-fatigue  often  produces  sleep- 
lessness. The  observance  of  fairly  regular  hours  for  work,  food,  and  sleep  is 
often  neglected  by  busy  men,  and  the  neglect  often  results  in  disturbance  of 
their  sleep.  Sudden  changes  in  the  mode  or  routine  of  daily  life,  or  alterations 
in  the  altitude  or  locality  inhabited,  may  result  in  acute  and  persistent 
insomnia.  It  is  to  the  investigation  of  these  and  similar  irregularities,  trifling 
as  many  of  them  may  appear,  that  one  must  look  in  diagnosing  the  cause  oi 
insomnia  in  healthy  or  fairly  healthy  patients  ;  its  treatment  will  naturally 
turn  mainly  on  their  correction.  Healthier  habits  of  life  must  be  advised  ; 
the  use  of  sedatives  must  be  prohibited  entirely. 

In  the  case  of  adults  suffering  from  the  most  various  acute  disorders,  slight  or 
severe,  the  occurrence  of  insomnia  is  a  commonplace.  It  passes  off  with  the 
amelioration  of  the  disorder,  and  as  the  patient  is  no  doubt  able  to  give  an 
account  of  himself  and  his  symptoms,  the  diagnosis  should  not  be  a  matter  of 
g^eat  difficulty. 

But  it  is  often  otherwise  with  adults  suffering  from  insomnia  due  to  chronic 
disease  ;  the  sleeplessness  may  be  one  of  the  earliest  symptoms  of  illness,  or  the 
other  symptoms  that  are  present  may  have  escaped  the  patient's  notice.  For 
example,  persistent  inability  to  sleep  is  often  a  prominent  and  early  feature  of 
nervous  or  metital  disease — melancholia,  mania,  general  paralysis,  hypochon- 
driasis, neurasthenia,  acute  nervous  exhaustion,  paralysis  agitans,  and  chronic 
alcoholism  may  heie  be  mentioned  ;  in  old  age,  senile  nocturnal  mania  may 
occur  as  a  very  troublesome  form  of  insomnia.  Inability  to  sleep  may  be  marked 
in  cases  of  cerebral  tumour  or  cerebral  syphilis.  Want  of  sleep  throws  a 
great  strain  on  the  nervous  system  generally,  and  so  is  a  prominent  factor  in 
the  production  of  insanity  ;  the  one  aggravates  the  other,  and  a  vicious  circle 
is  established.  In  heart  disease,  insomnia  is  frequently  a  distressing  feature  ;  the 
patient  often  has  to  sleep  propped  up  in  bed  because  of  breathlessness  whenever 
the  recumbent  position  is  adopted,  and  when  he  does  get  off  to  sleep  he  is  often 
awakened  by  cardiac  palpitation  or  dyspnoea,  within  a  few  minutes.     Restless 


malingerer,  claiming  not  to  have  slept  at  all  for  days  or  weeks,  may  urge  the 
sound  slumber  he  onjoys  in  hospital  as  an  argument  for  the  prolongation  of 
his  stay.  a.  J.  Jei-Blake. 

IRIDOPLEGIA.— (See  Pupil.  Aunohmalitces  of  the,) 

IRRITABILITY.— It  is  not  very  often  that  irritability  can  be  regarded  as 
a  symptom  ol  diaKnostic  importance.  It  is  a  relative  condition,  varying  in  its 
siynLiicance  with  the  individual,  and  more  especially  with  his  age.  Children, 
for  instance,  display  irritability  much  more  readily  than  adults  under  similar 
mliucnces.  owinR  to  incomplete  education  of  their  powers  of  control,  and  a  like 
distinction  may  be  drawn  between  different  persons  of  adult  age.  In  children, 
therefore,  varying  degrees  of  irritability  may  be  recognized  under  any  condition 
of  ill-health,  and  as  a  solitary  symptom  it  can  hardly  be  regarded  as  one  of  much 
import.  An  exception  may  perhaps  be  made  in  favour  of  the  steadily -in  creasing 
irritability  which  is  sometimes  observed  as  a  prodrome  of  meningilis,  and  which 
may  be  sufficiently  remarkable  to  instigate  a  careful  look-out  for  other  early 
signs   of   that   disease,   such   as   vomiting,   headache,    strabismus,    and    head- 


In  regard  to  adults,  the  persona]  disposition  is  longer  estabUshcd  and  better 
recognized,  so  that  definite  alterations  in  temperament,  independent  of  obvious 
cause,  and  clearly  not  of  fleeting  character,  must  always  receive  attention  from 
the  medical  man  to  whose  notice  they  are  brought. 

Here  again  it  must  be  admitted  that  many  chronic  ailments,  especially  those 
which  entail  mental  or  physical  suffering,  may  be  associated  with  increased 
irritability  m  a  number  o£  instances,  without  exciting  special  remark.     On  the 
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other  hand,  there  are  some  constitutional  or  metabolic  disturbances  which  are 
noted  for  the  irritability  to  which  they  may  give  rise.  Diabetes  tnellitus  and 
chronic  nephritis  are  common  examples  of  this  kind,  and  the  examination  of  the 
urine  of  patients  in  whom  friends  have  observed,  or  who  may  even  themselves 
complain  of,  irritability,  should  never  be  neglected.  In  such  conditions  as 
jaundice.  Graves'  disease,  and  acromegaly,  other  symptoms  and  signs  are  more 
obvious  and  more  conclusive. 

Irritabihty  often  forms  part  of  a  neurasthenic  syndrome,  but  in  this  connection 
it  is  as  well  to  remember  that  the  same  symptom  may  be  present  in  the  early 
stages  of  general  paralysis  of  the  insane.  A  careful  investigation  of  other  mental 
changes,  of  the  condition  of  the  reflexes  and  pupils,  and,  if  suspicion  is  aroused, 
a  Wassermann  reaction  test,  should  be  carried  out  before  coming  to  a  definite 
diagnosis.  It  is  hardly  necessary  to  add  that  irritability  may  be  associated 
with  other  depressed  mental  states,  such  as  melancholia  and  epileptic  dementia. 
Finally,  chronic  intoxications,  and  especially  chronic  alcoholism  and  plumbism, 
may  be  responsible  for  great  irritability,  especially  in  the  earlier  hours  of  the  day. 

E.  Farquhar  Buzzard. 

IRRITABILITY  OP  THE  BLADDER. — (See Micturition,  Abnormalities  of.) 

ITCHING (See  Pruritus.) 

JAUNDICE.  —  This  is  the  term  used  to  indicate  the  yellow  or  greenish 
coloration  of  the  skin,  conjunctiva,  mucous  membranes,  and  other  tissues  and 
fluids  of  the  body,  by  bile  pigment.     The  following  are  its  chief  signs  : — 

The  Skin. — The  colour  varies  from  a  Hght  sulphur  yellow  to  a  deep  orange, 
greenish,  and,  in  some  cases,  dark  ohve  tint.  The  greenish  or  dark  olive  shade 
is  only  found  in  severe  cases  of  long  standing,  and  is  due  to  the  conversion  of 
bilirubin  into  biliverdin  and  choletelin  by  oxidation.  Intense  itching  is  often 
produced,  especially  if  the  jaundice  is  the  result  of  obstruction  of  the  bile-ducts  ; 
and  this  sometimes  leads  to  vigorous  scratching  and  the  production  of  scratch- 
marks,  blood-crusts,  and  sore  places. 

In  certain  cases,  after  some  time,  little  yellowish-white  or  light  yellowish- 
salmon-coloured  patches  of  soft  smooth  tissue  slightly  raised  above  the  surface 
of  the  surrounding  skin  may  appear  on  the  upper  eyelids  near  the  inner  canthi. 
These  patches  may  spread  until  the  eye  is  entirely  surrounded  by  this  altered 
skin.  A  similar  condition  may  also  occur  on  the  palmar  surface  of  the  hands 
and  fingers,  or  firm  rounded  nodules  varying  in  size  from  ^  in.  to  \  in.  in 
diameter,  more  or  less  raised  above  the  level  of  the  surrounding  skin,  may 
develop  over  the  elbows,  knees,  or  in  other  places.  The  former  condition  is 
termed  xanthelasma  planum,  and  the  latter  xanthelasma  tuberosum. 

The  Eyes. — The  conjunctivae  are  yellow.  Care  must  be  taken  to  distinguish 
deposits  of  sub-conjunctival  fat  from  actual  coloration.  Occasionally  patients 
suffer  from  yellow  vision  (xanthopsia). 

The  Urine  may  present  almost  any  shade,  from  a  light  saffron-yellow  to 
yellowish-brown,  medium  brown,  dark  mahogany  brown,  greenish-brown,  or 
even  almost  black.  On  looking  across  the  upper  portion  of  the  urine  in  a 
specimen  glass  a  distinct  greenish  tinge  may  be  detected,  and  the  froth  which 
forms  at  the  top  on  shaking  possesses  a  distinct  yellowish  or  greenish  shade. 
It  stains  white  blotting-paper  and  hnen  a  bright  yellow. 

As  a  general  rule,  when  jaundice  is  developing,  bile  pigment  can  be  detected 
in  the  urine  before  the  conjunctivae  become  yellow,  and  the  conjunctivae  become 
jaundiced  before  the  skin.  On  the  other  hand,  when  jaundice  is  leaving  a 
patient,  the  bile  pigment  first  disappears  from  the  urine,  whilst  the  skin  remains 
coloured  for  some  time  afterwards.     There  are  certain  special  cases,  indeed , 


be  found  to  be  due  to  urobilin,  detected  by  its  spectroscopic  band  between  the 
E  and  F  lines  (Fig,  aj,  p.  95),  whilst  tests  for  bile  pigments  would  be  negative. 
In  very  rare  cases  of  pernicious  atiieinia  there  may  be  jaundice  also.  Acholuric 
jaundice  cases  are  probably  the  most  difficult  to  be  sure  of,  and  in  some  of 
these  the  diagnosis  becomes  a  matter  of  opinion. 

Having  decided  that  a  patient  is  suffering  from  jaundice,  the  next  step  is 
to  decide  tlic  cause  of  the  symptom.  The  following  is  a  list  of  the  chief  causes 
of  jaundice  ; — 

CAUSES  OF  JAUNDICE. 
I.    lanndlce  due  la  Obstrucdon  ot  (he  larger  BUe-ducb,  espeelklly  of  the 
eoramon  Bile-duct :— 

A.   Causes  within  Ihe  Duct  :^ 

Gall  stones  1  |  Hydatid  cysts 

Inspissated  bile  1   Parasites 'i  Distomata 

[  Ascarides. 
R.  Causes  ageciing  the  Wall  of  the  Duct  :— 

Catarrh   of   the   mucous   mem-  Carcinoma  of  the  duct 

brane  ol  the  duct  Cicatrization    following    ulcera- 

Catarrh   of    the   mucous  mem-  tion  of  the  duct 

brane   of   the  duodenum  in-  Congenital   obliteration   of    the 

volving   and  obstructing   the  duct 

ampulla  of  Vater 
Catarrh  of  the  pancreas  spread- 
ing to  and  inx'olving  the  am- 
pulla of  Vater.    (Chronic  pan-        ' 
creatitis)  ' 
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C.  Causes  compressing  the  Duct  from  outside  or  invading  it  from  outside  : — 


Peritoneal  adhesions 

Enlarged  portal  lymphatic  glands 

(a)  Secondary  malignant 

{b)  Lymphadenomatous 

(c)  Tuberculous 

{d)  Leukaemia 
Tumours  of  the  liver 
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pancreas 
duodenum 


Tumours  of  the  stomach 

colon 
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right  kidney 
suprarenal  capsule 
ovaries 
uterus 
omentum 
Aneurysm  of  the  hepatic  artery. 
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II.  Jaundice  without  Obstruction  of  the  larger  Bile-ducts  : — 

A,  Causes  associated  with  Disease  of  the  Liver  : — 


Carcinoma 
Cirrhosis 

(Multiple  or  pyaemic 
Acute  yellow  atrophy 

B,  Jaundice  in  Acute  Fevers  : — 

Malaria 
Typhus 
Typhoid  fever 
Pyaemia 
Pneumonia 

C,  Jaundice  due  to  Poisons  : — 

Phosphorus 
Arseniuretted  hydrogen 

D,  Jaundice  due  to  Nervous  Causes  : — 
Mental  emotion  | 

E,  Jaundice  due  to  Unclassified  Causes  : — 
Familial  jaundice - 
Epidemic  infective  jaundice 


Passive  congestion   from   chronic 

heart  failure 
Syphilis 
Active  congestion. 


Weil's  disease 

Yellow  fever       ' 

Relapsing  fever 

And  some  other  tropical  fevers. 


Toluylenediamine 
Snake  poison. 

Concussion. 

Icterus  neonatorum 
Icterus  gravis  of  children. 


THE    DIAGNOSIS. 

When  diagnosing  the  cause  of  jaundice  in  any  given  case,  it  is  of  the  greatest 
importance  to  consider,  not  only  the  degree  oj  jaundice,  but  also  the  age  of  the 
patient,  the  history,  and  the  significance  of  any  other  symptoms  which  may  be 
present. 

Very  intense  jaundice  and  clay-coloured  motions  indicate  some  obstruction 
to  the  common  bile-duct,  of  which  the  commonest  causes  are  catarrh,  gall- 
stones, chronic  pancreatitis,  or  carcinoma. 

Jaundice  with  rigors  suggests  :  (i)  Infective  or  suppurative  cholangitis,  with 
or  without  suppurating  gall-bladder  from  gall-stones  or  from  carcinoma;  (2) 
Infective  or  suppurative  pylephlebitis,  especially  after  appendicitis  ;  (3)  Hepatic 
abscess  (single  or  pyaemic). 

Almost  all  the  different  causes  of  jaundice  may  also  cause  pyrexia,  so  that 
without  rigors  the  existence  of  pyrexia  does  not  assist  greatly  in  the  differential 
diagnosis.  That  cirrhosis  of  the  liver  and  carcinoma  of  the  hver  are  both  very 
apt  to  cause  evening  rises  of  temperature  to  as  much  as  lOO**  F.,  loi**  F.,  or 
more,  is  a  fact  that  is  sometimes  overlooked. 

The  absence  of  pyrexia  in  a  jaundice  case  will  serve  to  exclude  such  conditions 


Gall-stones  may  give  rise  to  no  symptoms  so  long  as  they  remain  in  the  gall- 
bladder. They  vary  in  size  from  a  grain  of  sand  to  a  hen's  egg.  If  impacted 
in  the  cystic  duct,  distention  of  the  gall-bladder  may  follow,  but  there  is  no 
jaundice.  When  impacted  in  the  common  duct,  intense  jaundice  is  produced, 
and  some  enlargement  of  the  liver,  but  in  the  majority  of  cases  no  distention 
of  the  gall-bladder.  Before  impaction  o(  the  calculus  takes  place  as  it  moves 
from  the  gall-bladder  along  the  ducts,  intense,  agonizing,  colicky  pain  is  produced, 
which  is  first  felt  in  the  epigastrium  and  right  hypochrondrium,  extending  thence 
to  the  back  of  the  lower  part  of  the  right  chest,  to  the  back  of  the  right  shoulder, 
and  it  may  be  so  severe  that  the  patient  becomes  collapsed.  Vomiting,  pyrexia, 
and  rigors  are  other  symptom^  which  are  frequently  associated  with  these 
attacks  of  pain.  The  latter  lasts  a  varying  time  according  to  what  happens  to 
Ihe  calculus.  If  ex]ielled  into  the  duodenum  the  severe  pain  ceases,  and  the 
fjail-stone  may  be  found  in  the  faeces.  If  found,  it  should  be  carefully  examined, 
for  if  its  surface  is  faceted  it  indicates  that  other  gall-stones  are  present,  and 
points  to  the  likelihood  of  further  attacks  of  colic  and  jaundice  occurring. 

Jaundice  dependent  on  the  passage  of  gall-stones  usually  comes  on  about 
twelve  hours  after  the  commencement  of  the  attack  of  colic,  and  persists  for 
a  varying  period  according  to  the  length  of  time  the  calcultis  remains  in  the 
duct.  Occasionally  jaundice  occurs  without  any  previous  colic.  Recurring 
attacks  of  jaundice  in  a  middle-aged  woman,  with  or  without  attacks  of  colic, 
iire  almost  pathognomic  of  gall-stones  ;  only  one  other  disease  produces  precisely 
similar  symptoms,  namely,  chronic  pancreatitis.  In  the  latter,  however,  the 
jaundice  is  apt  to  persist  longer,  and  it  may  never  go  completely  away,  lessening 
between  the  attacks,  to  deepen  again  with  each  recurrence  of  the  acute  pan- 
creatic pain.     It  is  often  very  dlDicult  to  distinguish  gait-stones  from  chronic 


i 


364  J  A  UN  DICE 


pancreatitis  without  laparotomy,  and  yet  chronic  pancreatitis  is  curable  without 
any  operation.  The  absence  of  gall-stones  in  the  faeces,  and  the  presence  of  a 
positive  pancreatic  reaction  in  the  urine  (see  Cammidge's  Pancreatic  Reaction  ), 
would  point  to  chronic  pancreatitis  rather  than  to  gall-stones  ;  the  former  is 
distinguished  from  neoplasm  by  the  greater  amount  of  pain  it  causes  and  the 
longer  the  case  lasts. 

There  are  several  methods  of  detecting  pancreatic  disease,  most  of  which 
depend  upon  the  non-entry  of  the  pancreatic  juice  into  the  intestine.  The 
percentage  of  fat  in  the  stools  when  ordinary  quantities  are  given  by  the  mouth 
is  very  much  greater  when  the  pancreatic  juice  fails  than  when  the  bile  alone 
fails,  so  that  extremely  fatty  iridescent  stools  favour  a  diagnosis  of  pancreatitis 
or  pancreatic  neoplasm.  The  same  indication  is  afforded  when  the  faxes  contain 
a  large  number  of  undigested  muscle  fibres  ;  also  when  keratin-coated  capsules 
are  passed  undigested,  or  when  such  capsules  containing  methylene  blue  are 
given  without  the  urine  subsequently  turning  blue.  Other  tests  concern  the 
tryptic  activity  of  the  motions,  and  so  forth,  and  their  value  is  still  sub  judice. 

If  a  stone  remains  impacted  in  the  common  duct,  the  jaundice  is  intense  ; 
but  if  it  soon  passes  into  the  duodenum,  the  jaundice  is  shghter  and  transient. 

Inspissated  Bile  is  always  mentioned  as  a  cause  of  jaundice,  but  there  are 
no  distinguishing  sig^s  of  this  condition,  and  it  would  require  considerable 
boldness  on  the  part  of  the  physician  to  make  this  the  sole  diagnosis.  Thickening 
of  the  bile  may  occur  in  acute  fevers,  poisonings,  and  so  forth,  and  this  is 
possibly  the  cause  of  the  jaundice  in  many  of  the  cases  where  there  is  no  obstruc- 
tion to  the  large  bile-ducts  ;  but  a  diagnosis  of  "  inspissated  bile  "  by  itself 
would  clearly  be  incomplete  and  inadequate. 

Parasites. — A  hydatid  cyst  of  the  liver  may  happen  to  be  in  such  a  position 
as  to  stenose  the  common  bile-duct,  or  it  might  open  into  the  gall-bladder, 
cystic,  hepatic,  or  common  bile-ducts.  It  is,  however,  an  exceptionally  rare 
cause  of  jaundice,  and  it  could  seldom  be  diagnosed  unless  by  laparotomy. 

Distoma  hepaticum.  —  The  normal  habitation  of  this  parasite  is  the  bile- 
ducts  of  the  sheep  ;  it  is  sometimes  found  occupying  a  similar  position  in  man 
though  in  England  this  is  of  extreme  rarity.  The  chief  symptoms  are  jaundice, 
ascites,  enlargement  of  the  liver,  vomiting,  pyrexia,  diarrhoea,  and  pain  in  the 
right  hypochondrium.  If  circumstances  should  suggest  this  infection,  the  vomit 
and  the  stools  should  be  examined  for  flukes,  and  the  stools  for  ova,  which  are 
constantly  present,  large,  brown,  and  operculated,  measuring  o'i3  by  'oS  mm. 

Ascaris  lumbricoides  (round  worm). — This  parasite  inhabits  the  upper  part 
of  the  small  intestine  and  measures  from  15  to  45  cm.  in  length.  It 
seems  to  have  a  s|>ecial  tendency  to  force  itself  into  small  orifices,  and  it  has 
been  recorded  as  becoming  impacted  in  the  common  bile-duct,  with  jaundice 
as  the  result.  The  worms  themselves  seldom  produce  symptoms,  and  unless 
they  are  actually  found  in  the  duct  they  could  never  be  diagnosed  with  certainty 
as  the  cause  of  jaundice.  Even  if  the  worms  or  their  ova  were  found  in  the 
patient's  faeces  it  would  be  a  bold  thing  to  diagnose  that  an  ascaris  impacted  in 
the  bile-duct  was  the  cause  of  the  jaundice. 

B,  Causes  affecting  the  Wall  of  the  Dact. 

Catarrh  of  the  Mucous  Membrane  of  the  Bile-duct  (catarrhal  jaundice). — This 
is  a  common  cause  of  jaundice — in  young  people  the  most  common  of  all.  It 
is  due  to  the  obstruction  caused  by  the  swelling  of  the  mucous  membrane, 
and  it  is  almost  impossible  to  distinguish  clinically  between  cases  in 
which  the  catarrh  is  confined  to  the  bile-ducts,  and  those  in  which  it  began 
in  the  duodenum  and  thence  extended  to  the  biliary  papilla.  It  is  usually 
preceded  by  gastro-intestinal  disturbances,  especially  epigastric  discomfort 
and  dyspepsia.     The  jaundice  develops  almost  suddenly  in  many  cases,  and  it 
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Congenital  Obliteration   of   the   Bile-ducts.  ■ 

always  transient,  icterus  neonatorum  develiTpii-g 

oft  in  a  week  or  less.  If  an  infant  should  remair 
a,  grave  condition  is  almost  certainly  present,  thougli  only  a  post-mortem 
examination,  as  a  rule,  can  decide  whether  it  is  due  to  congenital  syphilis 
with  or  without  cirrhosis  and  pcr\-ious  ducts,  to  congenital  obliteration 
ol  the  bile-ducts,  or  to  "  icterus  gravis,"  the  last  term  being  used  when  the 
child  dies  and  no  obvious  cause  for  the  jaundice  can  be  iound  post  mortem. 
As  regards  congenital  obliteration  of  the  bile-ducts,  boys  are  more  frequently 
affccted  than  girls.  Jaundice  may  be  present  at  birth  or  appear  on  the  second 
or  third  day,  or  even  as  late  as  the  fourteenth  day.  At  first  it  is  slight,  but  soon 
becomes  intense.  Constipation,  pale  motions,  bile  in  the  urine,  and  spontaneous 
ha;morrhages — especially  from  the  umbilicus — are  the  most  prominent  symptoms. 
Death  may  take  place  in  two  or  three  weeks  when  hemorrhage  occurs,  but  if 
there  is  no  tendency  to  haemorrhage,  life  may  l>e  prolonged  tor  six  or  seven  months. 
Increasing  jaundice,  colourless  motions,  bile-stained  urine,  and  spontaneous 
haemorrhages  would   point   to   some   condition   more  serious  than  icterus  neo- 


C,  Causes  Compressing  the  Oncl  Irom  Outside  or  ln*adlng  1(  from  Outside. 

Wlien  compression  of  the  common  bite-duct  is  spoken  of,  the  term  inaasion  of  it 
would  often  be  more  correct,  especially  when  the  so-called  compression  is  due 
to  secondary-  deposits  of  malignant  disease  in  the  lymphatic  glands  in  the  portal 
fissure.  In  almost  all  cases  of  the  kind  jaundice  is  persistent,  and  it  is  often 
progressive,  although  there  may  be  flight  variations  in  its  depth. 

Enla'gc'd  Glands  in  the  Portal  Fissure.  Secondary  Malignant  Glands, — The 
lymphatic  glands  in  the  portal  fissure  are  verj-  liable  to  become  enlarged  from 
deposits  of  secondary-  growth  in  cases  of  abdominal  malignant  disease.  Jaundice 
with  or  without  ascites  iii  a  prominent  indication  of  such  a  condition,  and  when 
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both  jaundice  and  ascites  are  present  in  a  case  of  malignant  disease  of  the  stomach 
or  intestine,  whether  the  liver  is  enlarged  or  not,  it  is  probable  that  there  arc 
enlarged  malignant  glands  in  the  portal  fissure.  The  difficulty  of  diagnosis 
arises  in  cases  in  which  no  primary  growth  can  be  found.  In  a  fair  number  of 
these  it  is  either  in  the  rectum,  colon,  or  pancreas. 

Lymphadenomatoiis  Glands.— ^The  portal  glands  occasionally  become  enlarged 
in  cases  of  lymphadenoma  (Hodgkin's  disease),  or  lymphosarcoma,  with  a 
similar  result.  The  presence  of  enlarged  superficial  lymph-glands  and  enlarge- 
ment of  the  spleen  and  liver,  together  with  a  simple  anaemia  without  leucocytosis, 
would  suggest  this  diagnosis.  In  most  cases  of  lymphadenoma  in  which 
jaundice  occurs  it  is  a  late  symptom,  arising  long  after  the  correct  diagnosis  has 
already  been  made. 

Tuberculous  Glands. — Although  the  glands  in  the  portal  fissure  frequently 
become  caseous  in  cases  of  tuberculous  peritonitis  it  is  decidedly  rare  to  find 
that  their  enlargement  has  been  sufficient  to  compress  the  bile-duct  and  cause 
jaundice. 

Lymphatic  Leukeemic  Glands. — The  visceral  glands  may  become  enormously 
enlarged  in  some  cases  of  lymphatic  leukaemia,  and  in  rare  instances  those  in 
the  portal  fissure  have  led  to  jaundice.  The  diagnosis  is  easy,  even  if  the  spleen 
and  superficial  lymphatic  glands  are  not  enlarged,  for  a  blood-count  would 
show  that  the  total  number  of  leucocytes  per  c.mm.  of  blood  was  raised  to 
anything  between  50,000  and  2,000,000  per  c.mm.,  whilst  the  differential 
leucocyte  count  would  show  a  very  great  preponderance  of  lymphocytes. 

Tumour  of  the  Liver. — Any  disease  which  causes  a  local  enlargement  of  the 
liver,  e.g.,  carcinoma,  sarcoma,  abscess,  gumma,  or  hydatid,  in  the  immediate 
neighbourhood  of  the  portal  fissure,  may  compress  the  common  bile-duct  and 
lead  to  jaundice.  On  account  of  the  close  relationship  between  the  bile-duct 
and  the  portal  vein,  ascites  is  equally  liable  to  be  produced.  The  association, 
therefore,  of  jaundice  and  ascites  with  a  local  enlargement  of  the  liver  would 
point  to  this  last-mentioned  condition  being  the  cause  of  the  two  former. 
In  many  such  cases,  however,  the  jaundice  is  really  due  to  deposits  in  the 
portal  lymphatic  glands  ;  for  if  the  latter  escape  there  may  be  very  large 
numbers  of  malignant  deposits  in  the  live^  without  there  being  any  jaundice 
at  aU. 

Tumours  of  the  Pancreas. — A  tumour  of  the  head  of  the  pancreas  generally 
causes  jaundice  by  invading  the  orifice  of  the  common  bile-duct.  In  some  cases, 
situated  far  back  in  the  abdomen,  a  mass  can  be  felt  which,  on  account  of  its 
close  proximity  to  the  aorta,  may  present  distinct  transmitted  pulsation.  It 
may  prove  difficult,  without  artificially  inflating  the  stomach,  to  distinguish  it 
from  a  tumour  of  the  latter  or  of  the  liver.  A  pancreatic'  tumour  is  situated 
behind  the  stomach,  and  does  not,  as  a  rule,  move  on  respiration,  though  if 
attached  to  the  portal  fissure  it  moves  with  the  liver.  Glycosuria  and  fatty 
stools  would  be  strong  evidence  in  favour  of  a  pancreatic  tumour,  even  if  no 
tumour  were  palpable.  The  tests  mentioned  on  page  364  could  be  employed  here 
too.  The  gall-bladder  is  very  apt  to  become  greatly  distended ;  indeed,  persistent 
and  increasing  jaundice  with  decided  enlargement  of  the  gall-bladder  in  a  p»erson 
of  the  cancer  age  are  probably  the  most  characteristic  symptoms  of  carcinoma 
of  the  head  of  the  pancreas. 

Tumours  of  the  Duodenum. — Primary  carcinoma  of  the  duodenum  is  very  rare, 
but  when  it  does  occur  it  usually  arises  in  the  immediate  neighTOurhood  of  the 
biliary  papilla,  and  by  obstructing  the  common  bile-duct  causes  persistent 
jaundice,  with  progressive  emaciation. 

Tumours  of  the  Stomach. — A  carcinomatous  tumour  of  the  pyloric  end  of  the 
stomach  may  become  adherent  to  the  portal  fissure  and  cause  jaundice  by 


of  movable  kidney  is  not  difficult,  the  position  and  the  mobility  of  the  tumour, 
and  the  curious  sickening  sensation  experienced  by  the  patient  when  it  is  com- 
pressed, being  sufficiently  characteristic. 

TuMours  of  the  Right  Suprarenal  Capsule. — Malignant  growth  of  the  right 
suprarenal  capsule  is  verj'  rare,  but  it  may  give  rise  to  an  enormous  tumour 
which  is  difficult  to  distinguish  from  a  renal,  or  even  in  some  cases  a  hepatic, 
enlargement.  Malignant  disease  of  one  capsule  causes  no  symptoms  ol  Addison's 
disease  if  the  other  remains  healthy. 

Ovarian  Turnouts, — A  large  ovarian  cyst  may  extend  upwards  to  the  portal 
fissure,  compress  the  common  bile-duct,  and  cause  jaundice,  but  such  a  compli- 
cation is  rare  ;  indeed,  when  jaundice  is  associated  with  ovarian  tumour,  the 
fu^picion  will  natur;:'ly  be  that  the  latter  is  malignant  and  that  there  are  second- 
ary deposits  in  the  glands  in  the  portal  fissure  obstructing  the  large  bile-ducts. 
Ascites  is  very  apt  to  be  present  at  the  same  time,  so  that  unless  the  existence 
of  an  ovarian  tumour  is  already  known,  or  unless  its  existence  can  be  determined 
by  abdominal,  vaginal,  or  rectal  examination,  there  may  be  much  difficulty 
in  determining  the  precise  cause  of  the  jaundice,  though  if  cirrhosis  of  the  liver 
can  be  excluded,  some  lonn  of  malignant  disease  will  probably  be  suspected. 

Tumours  of  the  Uterus. — A  large  tumour  of  the  uterus  may  cause  jaundice  in 
a  similar  manner  to  an  ovarian  tumour,  but  even  more  rarely. 

Tutnouts  0/  the  Omentum, — A  large  omental  tumour  may  compress  the  bile- 
duct  and  thus  cause  jaundice,  but  it  is  an  exceedingly  rare  result  of  such  a 
condition.  Whether  malignant  or  tuberculous,  it  usually  lies  across  the  upper 
part  of  tlie  abdomen,  is  superficial,  and  moves  slightly  with  respiration.  If  it 
tias  t>ecome  adherent  to  the  liver  it  may  be  difficult  to  distinguish  it  from  a  local 
enlargement  of  the  latter.     In  any  case,  the  jaundice  will  probably  be  diagnosed 
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as  due  to  deposits — tuberculous  or  malignant — in  the  portal  glands,  rather  than 
to  the  omental  mass  itself. 

Aneurysm  of  the  Hepatic  Artery ^  Caeliac  Axis,  or  Abdominal  Aorta. — An 
aneurysm  of  the  hepatic  artery  is  a  decidedly  rare  condition,  but  it  is  by  no  means 
unheard  of  in  cases  of  fungating  endocarditis  with  embolism.  Jaundice  is 
intense,  on  account  of  the  close  proximity  of  the  hepatic  artery  to  the  common 
bile-duct.  A  correct  diagnosis  would  be  almost  impossible  during  hfe,  especially 
in  view  of  the  fact  that  jaundice  may  occur  in  fungating  endocarditis  cases 
simply  from  the  inspissation  of  the  bile  that  results  from  the  toxaemia  and  fever. 

Aneurysm  of  the  coeliac  axis  or  upper  part  of  the  abdominal  aorta  is  also  a 
very  rare  cause  of  jaundice.  The  presence  of  an  abdominal  tumour  with  marked 
expansile  pulsation,  a  systolic  bruit  and  abdominal  pain,  are  the  most  important 
diagnostic  signs,  especially  if  they  occur  in  a  person  who  is  known  to  have  had 
syphilis. 

II. — Jaundice  without  Obstruction  of  the  larger  Bile-ducts. 

A .  Causes  associated  with  Disease  of  the  Liver. 

Carcinoma  of  the  Liver, — Jaundice  occurs  in  more  than  50  per  cent  of  the 
cases  of  malignant  disease  of  the  liver,  whether  secondary  or  primary  ;  it  is 
seldom,  however,  that  the  masses  in  the  liver  itself  cause  the  jaundice,  but  rather 
the  associated  deposits  in  the  portal  glands.  A  liver  may  contain  hundreds  of 
nodules  of  new  growth  without  there  being  either  jaundice  or  ascites  if  the  portal 
glands  escape.  Jaundice  brought  about  in  this  manner  is  permanent,  and  when 
the  common  duct  is  involved  is  intense.  The  skin,  which  at  first  is  a  deep 
orange,  becomes  greenish,  and  finally  the  dark  olive-green  tint  which  is  almost 
pathognomonic  of  jaundice  due  to  malignant  disease.  Increasing  jaundice 
in  a  patient  over  40  years  of  age,  who  has  been  ill  less  than  six  months. 
who  has  progressively  wasted  and  become  weaker,  and  whose  liver  is  enormously 
enlarged,  hard,  and  nodular,  points  without  much  doubt  to  malignant  disease, 
though  careful  search  may  be  required  before  the  primary  source  is  found. 
The  nodules  may  even  be  felt  to  be  umbilicated.  Primary  carcinoma  of  the 
liver  should  not  be  diagnosed  until  a  very  careful  physical  examination  has 
failed  to  furnish  evidence  of  the  primary  growth  in  some  other  organ. 

Cirrhosis. — In  many  cases  of  cirrhosis  of  the  liver  the  late  or  multilobular 
stage  of  the  disease  may  be  reached  without  there  having  been  any  jaundice 
at  all.  If  it  occurs  late  in  the  disease,  when  ascites  is  already  present,  the 
jaundice  is  usually  slight.  Ascites  is  the  most  constant  and  characteristic 
feature  at  this  late  stage  of  cirrhosis,  but  when  slight  jaundice  and  ascites  are 
associated  in  a  patient  who  gives  a  definite  history  of  alcohohsm,  and  also 
has  symptoms  and  shows  signs  of  this  condition — nausea,  loss  of  appetite 
especially  for  breakfast,  morning  sickness,  attacks  of  cramp  in  the  legs  at 
night,  epistaxis,  haematemesis,  melaena,  the  presence  of  dilated  venules  on  the 
cheeks,  acne  rosacea,  tremulous  tongue,  haemorrhoids,  and  a  hard  liver  with  a 
well-defined  and  beaded  edge — the  diagnosis  of  cirrhosis  of  the  liver  is  not  diffi- 
cult. Sometimes,  however,  jaundice  is  a  marked  feature  of  the  case  at  an  early 
stage,  when  the  organ  is  still  large  and  the  fibrosis  unilobular,  and  at  this  time 
ascites  is  conspicuous  by  its  absence.  In  most  of  these  cases  there  is  an  evening 
rise  of  temperature  to  about  loo**  F.  The  Uver  is  considerably  enlarged,  its 
surface  is  smooth,  firm  perhaps,  and  tender,  and  its  edge  is  even  and  well-defined, 
reaching  to  the  level  of  the  umbilicus  or  even  below  it.  The  jaundice  may  pass 
off,  and  the  patient  survive  many  years  before  the  multilobular  ascitic  stage 
of  his  malady  is  reached  ;  on  the  other  hand,  if  the  jaundice  persist8,and  deepens, 
the  prognosis  is  grave  ;  cholaemia  sets  in,  drowsiness  and  muttering  delirium 
passing  on  to  coma  and  death. 


relative  lymphocytosis,  whereas  in  hepatic  abscess  there  would  be  a  poly- 
morphonuclear leucocytosis.  A  large  single  abscess  may  cause  a  fluctuating 
swelling  in  the  epigastrium  if  it  arises  in  the  left  lobe  ;  may  project  from  the  under 
surface  of  the  liver  and  simulate  an  enlarged  gall-bladder  ;  may  bulge  the  ribs  in 
the  lower  axillary  region  on  the  right  side  if  it  arises  from  the  right  lobe,  or  push 
the  diaphragm  upwards  and  simulate  an  empyema.  Should  the  abscess  open 
into  the  lung  the  dull  reddish  pus  expectorated  would  point  to  its  origin  in  the 
liver,  even  though  no  Amabie  dysenlniiE  be  found  In  the  pus. 

Multiple  Abscesses  in  the  Liver.- — Multiple  abscesses  of  the  liver  might  theor- 
etically arise  by  infection  through  any  one  of  four  difierent  channels,  namely, 
the  portal  vein,  the  bile-ducts,  the  hepatic  artery,  and  the  lymphatics.  In 
practice  only  the  first  two  are  important,  giving  rise  to  suppurative  pylephlebitis 
on  the  one  hand,  and  suppurative  cholangitis  on  the  other  There  are  really 
no  sharp  lines  of  demarcation  between  non- suppurative  inflammations  of  these 
channels  on  the  one  hand  and  suppurative  ones  on  the  other-  Thus,  there  are  all 
intermediate  stages  between  simple  catarrh  of  the  ducts  and  acute  suppurative 
cholangitis  ;  and  there  are  similar  degrees  of  inflammation  in  the  case  of  the 
portal  venules.  Jaundice  is  almost  constantly  a  symptom  of  cholangitis  ;  and 
the  diagnosis  is  arrived  at  when  a  cause  for  cholangitis  exists,  such  as  gall-stones, 
carcinoma  of  the  gall-bladder,  empyema  of  the  gall-bladder  after  typhoid  fever, 
and  when  the  patient's  liver  enlarges  and  becomes  tender,  especially  if  rigors 
also  occur  from  time  to  time.  Suppurative  pylephlebitis  is  less  easily  diagnosed. 
and  indeed  it  is  often  overlooked  as  a  cause  for  an  obscure  febrile  illness  accom- 
panied by  rigprs.  About  half  the  patients  who  have  it  develop  jaundice,  and 
one  very  important  point  is  that,  in  over  half  the  cases,  the  cause  of  the  infection 
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of  the  portal  vein  is  a  recent  mild  attack  of  appendicitis.  "^  If,  therefore,  a 
patient  who  has  recently  had  pains  or  discomfort  in  the  right  iliac  fossa  presently 
begins  to  do  badly,  developing  pyrexia  and  rigors  without  apparent  cause,  and 
if  that  patient  in  the  course  of  a  week  or  so  develops  a  tinge  of  jaundice  and  a 
slightly  enlarged  liver,  the  grave  diagnosis  of  infective  pylephlebitis  should 
suggest  itself  at  once. 

Acute  Yellow  Atrophy  of  the  Liver. — Jaundice  is  one  of  the  eariiest  symptoms 
of  acute  yellow  atrophy  of  the  liver,  and  at  first  it  may  appear  that  the  patient 
is  suffering  from  catarrhal  jaundice.  At  the  commencement  it  may  be  slight, 
but  it  gradually  increases  in  intensity  until  the  onset  of  nervous  symptoms, 
when  it  suddenly  becomes  severe  and  the  skin  assumes  a  greenish  hue.  In  the 
early  stages  bile  pigment  may  be  found  in  the  urine,  but  towards  the  end,  when 
the  skin  becomes  green,  Gmelin's  reaction  cannot  be  obtained,  or  only  a  trace 
of  pigment  can  be  detected.  The  striking  resemblance  between  this  disease 
and  that  producible  by  poisons  suggests  that  in  it  there  is  that  variety  of  catarrh 
of  the  bile-ducts  which  Hunter  has  called  toxsmic — that  is,  a  catarrh  produced 
by  the  excretion  through  the  bile  of  injurious  products  which  cause  extensive 
degenerate  changes  in  the  liver  cells. 

This  is  an  exceptionally  rare  disease.  It  affects  females  under  30  years  of 
age  much  more  frequently  than  males,  and  in  a  good  many  cases  has  been 
preceded  by  fright,  or  severe  mental  emotion.  It  usually  commences  in  the 
same  manner  as  an  attack  of  catarrhal  jaundice,  w^ith  nausea,  vomiting,  loss 
of  appetite,  constipation,  and  pain  in  the  right  hypochondrium.  At  the  end  of 
two  or  three  weeks  a  sudden  change  occurs,  which  commences  with  severe 
vomiting,  headache,  restlessness,  followed  by  delirium,  convulsions,  and  coma. 
The  temperature  rises  to  loi*'  F.  or  102"  F.,  and  the  pulse  becomes  rapid.  The 
tongue  is  dry  and  brown.  There  is  a  tendency  to  haemorrhage  from  various  parts, 
e.g.,  epistaxis,  hsmatemesis,  melaena,  and  metrorrhagia.  The  most  important 
diagnostic  signs  are  the  remarkable  diminution  of  urea  and  uric  acid,  and  the 
presence  of  leucin  and  tyrosin,  in  the  urine ;  also  the  rapid  diminution  in  the 
extent  of  the  hepatic  dullness  which  takes  place  after  the  development  of  the 
above-mentioned  nervous  symptoms.  The  duration  of  the  disease,  in  the 
majority  of  cases,  is  under  fourteen  days  from  the  time  of  the  sudden  change 
in  the  type  of  the  jaundice. 

Passive  Congestion  (nutmeg  liver). — Jaundice  occurs  in  severe  cases  of  passive 
congestion,  especially  as  the  result  of  long-standing  mitral  stenosis,  or  of  fibrosis 
of  the  lung,  with  ultimate  failure  of  the  right  side  of  the  heart.  It  is  usually 
but  an  icteric  tinge,  but  when  severe  its  association  with  cyanosis  gives  a  curious 
dusky-green  tint  to  the  skin,  especially  that  of  the  face.  CEdema  of  the  legs 
and  ascites  are  also  present  as  a  rule.  The  liver  is  considerably  enlarged,  its 
edge  is  stiarp  and  well  defined,  its  surface  smooth,  firm,  tender,  and  possibly 
pulsating.  Jaundice  from  this  cause  should  not  be  difficult  to  diagnose.  If 
in  a  chronic  heart  case  there  are  both  pyrexia  and  jaundice,  f  ungating  endocarditis 
is  probable. 

Syphilis. — Congenital  s>'philis  may  cause  jaundice  in  infants  or  young 
children  as  the  result  of  intralobular  fibrosis,  but  it  is  possible  for  the  latter  to 
be  extensive  without  there  being  any  jaundice,  and  even  where  the  latter  is 
present  it  is  usually  sUght.  If  associated  with  uniform  enlargement  of  the  liver, 
wasting,  and  other  signs  of  congenital  syphilis,  the  diagnosis  is  not  difficult. 

In  an  adult  it  is  possible  for  gummata  to  cause  jaundice  by  compressing  the 
ducts,  but  this  is  distinctly  rare.  The  local  enlargement  of  the  liver  and  pyrexia 
may  lead  to  a  diagnosis  of  abscess  or  of  secondary  carcinoma.  A  careful 
examination  must  be  made  for  signs  of  syphilis  ;  in  some  case^^t  is  not  until 
antis>'philitic  remedies  have  been  administered  and  the  effect  watched,  that  a 


red  blood -corpuscles  (P/aie  XII),  are  the  most  conclusive  evidence  of  malaria. 
Jaundice  may  also  occur  as  a  result  of  malarial  cirrhosis. 

It  should  be  borne  in  mind  that  the  parasites  rapidly  disappear  from  the 
blood  in  cases  in  which  quinine  has  been  administered  recently.  It  is  important, 
thcreiore,  to  examine  blood-ftlms  for  the  parasites  before  quinine  is  given,  and 
if  possible  at  the  very  commencement  of  an  ague  fit,  at  which  time  they  are 
at  their  most  tj-pical  stage  of  development.  If  quinine  has  already  been  given, 
however,  there  will  still  be  presumptive  evidence  in  favour  of  malaria  if  there 
is  no  leucocytosis.  and  if  the  differential  leucocyte  count  shows  a  decided  increase 
in  the  proportion  of  large  hyaline  lymphocytes — up  to  i  5  per  cent  or  more. 

Typhus  Fever.- — Jaundice  may  occasionally  occur  in  this  disease,  which, 
fortunately,  is  now  extremely  rare.  A  few  cases  have  been  seen  at  Guy's 
Hospital  during  the  last  few  years,  but  jaundice  was  not  noticed  in  any  of  them. 
The  onset  is  more  sudden,  and  the  prostration  occurs  earlier  and  is  more  marked, 
than  in  typhoid  fever.  A  slight  leucocytosis  may  occur  in  typhus.  The  rash 
appears  from  the  third  to  the  fifth  day,  and  consists  of  a  dusky  red  mottling — 
the  so-called  mulberry  rash — rose-coloured  papules  which  appear  on  the  abdomen 
and  chest,  together  with  a  certain  numl>er  of  petechia — the  latter  not  being 
found  in  typhoid  cases.  The  fever  tends  to  terminate  by  crisis  rather  than  by 
i>-sLs.     Widal's  reaction  is  negative. 

Typhoid  Fever. — Jaundice  is  a  rare  symptom  in  this  disease  ;  it  occurred  in 
only  three  out  of  Osier's  series  of  Sig  cases.  It  is  due  to  an  inflammation  of 
the  bile  passages  by  tj-phoid  bacilli.  The  gall-bladder  may  become  enlarged 
and  tender,  and  give  rise  to  a  typical  palpable  tumour,  though  this  may  also 
occur  in  typhoid  fever  without  there  being  any  jaundice  at  all.     It  occasionally 
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arises  as  a  complication  in  the  course  of  the  disease,  or  it  may  be  a  sequela,  or 
again,  it  may  be  an  early  and  prominent  symptom  for  which  the  patient  seeks 
advice.  Cases  have  been  recorded  of  primary  typhoid  infection  of  the  gall- 
bladder and  bile-ducts  without  any  accompanying  ulceration  of  the  intestine. 
The  low  pulse  ratio,  when  compared  with  the  temperature,  e.g.,  a  pulse  of  90  with 
a  temperature  of  104®  F.,  the  presence  of  typical  rose-red  spots  on  the  abdomen, 
enlargement  of  the  spleen,  leucopenia,  and  a  positive  Widal's  reaction,  are  the 
most  important  signs  which  would  point  to  a  diagnosis  of  typhoid  fever. 

Pyamia  and  Septicamia, — Jaundice  is  frequently  a  late  symptom  of  pyaemia, 
and  may  or  may  not  be  associated  with  the  presence  of  multiple  abscesses  in 
the  liver.  It  is  more  likely  to  occur  in  cases  of  portal  than  arterial  pyaemia. 
Rigors,  high  irregular  temperature,  rapid  pulse,  profuse  sweating,  rapid  emacia- 
tion, and  progressive  loss  of  strength,  are  symptoms  which,  if  developing  after 
parturition,  wounds,  or  operations,  would  point  without  much  doubt  to  a 
diagnosis  of  pyaemia.  In  some  instances  of  acute  septicaemia  due  to  streptococci, 
staphylococci,  and  perhaps  other  micro-organisms,  there  has  been  intense  jaundice 
of  the  skin  and  conjunctivae  of  a  peculiar  mustard-yellow  tint,  without  the  urine 
giving  a  positive  Gmelin's  test.  The  urine  may  or  may  not  be  discoloured — 
in  some  instances  it  looks  merely  concentrated,  in  others  it  looks  almost  like 
porter,  and  yet  it  gives  no  play  of  colour  to  the  nitric  acid  test ;  the  cause  of 
this  would  seem  to  be  the  oxidation  of  the  pigment  before  it  reaches  the  urine  ; 
in  septic  cases  this  occurrence  of  acholuric  jaundice  is  a  very  remarkable 
and,  at  first  sight,  confusing  factor  in  the  case. 

Pneumonia. — Jaundice  occasionally  occurs  as  a  complication  of  pneumonia. 
It  varies  very  much  in  its  frequency  in  different  epidemics  of  the  disease.  It 
is  noticed  soon  after  the  initial  rigor,  but  is  rarely  intense.  It  is  most 
probably  due  to  engorgement  of  the  liver  and  catarrh  of  the  bile-ducts. 
Its  more  frequent  association  with  right  basal  pneumonia  is  suggestive. 
The  sudden  onset  with  a  rigor,  the  high  temperature,  the  rapid  respiration  rate, 
which  is  above  the  ordinary  tem|>erature  and  respiration  ratio,  and  the  com- 
paratively slow  pulse,  e.g.,  T.  104°  F.,  R.  40,  P.  100,  the  characteristic  tenacious, 
russet-brown  sputum,  the  short  catchy  cough,  the  pain  in  the  side,  the  pleuritic 
rub,  and  the  signs  of  consolidation  of  the  lung,  the  hot  dry  skin,  the  deficiency 
of  chlorides  in  the  urine,  and  the  occurrence  of  herpes  facialis,  are  the  accom- 
panying indications  which  in  the  majority  of  cases  would  point  to  a  diagnosis 
of  pneumonia. 

Infectious  or  Epidemic  Jaundice — Weil's  Disease. — This  disease  is  characterized 
by  a  sudden  onset,  with  pyrexia,  severe  pain  in  the  back  and  limbs,  headache, 
and  giddiness,  followed  in  a  day  or  two  by  jaundice,  enlargement  of  the  hver 
and  spleen,  and  signs  of  nephritis.  The  jaundice  becomes  intense  within  twenty- 
four  hours  of  its  onset.  The  temperature  rises  to  103**  F.  to  104**  F.,  and  the  pulse 
becomes  rapid.  Nephritis,  next  to  jaundice,  is  one  of  the  most  constant  features 
of  this  disease.  Males  between  1 5  and  30  are  most  frequently  affected,  and  it 
appears  to  have  some  direct  connection  with  insanitary  surroundings.  Butchers 
appear  to  be  particularly  susceptible.     It  is  practically  unknown  in  England. 

Yellow  Fever. — This  disease  in  some  respects  resembles  acute  yellow  atrophy 
of  the  liver,  but  the  liver  does  not  atrophy,  neither  does  the  spleen  enlarge,  and 
crystals  of  leucin  and  tyrosin  are  not  found  in  the  urine.  It  is  essentially  a 
disease  which  prevails  in  tropical  and  sub-tropical  countries,  especially  in  the 
West  Indies  and  Central  and  South  America.  The  incubation  period  is  from 
three  to  four  days,  and  the  onset  is  sudden,  w^ith  rigors,  headache,  and  pain 
in  the  back  and  limbs.  The  bowels  arc  constipated.  Jaundice  is  an  early 
symptom,  and  one  of  the  most  characteristic,  but  it  varies  in  intensity,  being 
much  more  severe  in  fatal  than  in  mild  cases.    The  temperature  rises  to  102''  F. 


case^  which  do  occur,  the  phosphorus  has  been  taken  in  the  form  of  match- 
heads  or  tat  paste  ivith  suicidal  intent.  At  first  the  signs  are  those  of  acute 
irritant  p>oisoning  coming  on  soon  after  the  phosphorus  has  been  swallowed, 
viz.  :  nausea,  vomiting,  severe  burning  pains  in  the  epigastrium,  collapse, 
extreme  thirst,  rapid  feeble  pulse,  rapid  respiration,  and  tenderness  in  the 
epigastrium  and  right  hypochondriac  regions,  fn  many  cases  that  receive  treat- 
ment early,  these  acute  irritant  symptoms  subside  in  a  day  or  two,  and 
recovery  results.  I(  they  do  not  thus  subside,  however,  after  from  two  to  five 
days  the  symptoms  change,  the  vomit  becomes  black  or  brownish  from  the 
presence  of  blood,  jaundice  appears  and  rapidly  deepens,  the  hver  enlarges,  and 
headache,  drowsiness,  delirium,  convulsions,  and  coma  supervene,  followed  shortly 
by  death,  li  hepatic  enlargement  cannot  be  ascertained,  it  may  be  difficult 
to  distinguish  phosphorus  poisoning  from  acute  yellow  atrophy  of  the  liver. 
Haemorrhages,  although  common,  are  not  as  frequent  as  in  acute  yellow 
atrophy.  The  urine  is  concentrated  and  strongly  acid  ;  the  total  nitrogen  is 
first  reduced,  as  in  cases  of  starvation,  to  about  one-Iourth  the  usual,  and 
then,  in  spite  of  the  fact  that  the  patient  can  retain  no  food,  it  rises  to  the 
usual  amount,  which  shows  that  there  must  be  a  considerable  destruction  of 
albuminous  tissue  taking  place.  I'rea  forms  the  greater  part  of  the  total 
nitrosen,  but  towards  the  end  the  total  amount  of  ammonia  is  increased. 
Leucin  and  tyrosin  are  not  usually  found,  and  the  chlorides  are  diminished. 
The  condition  of  the  urine,  therefore,  forms  a  contrast  to  the  changes  which 
are  found  in  cases  of  acute  yellow  atrophy.  The  chief  indications  of  the  disease 
that  are  found  post  mortem  are  jaundice,  multiple  punctiform  haemorrhages, 
fattv  degeneration  of  the  liver,  kidneys,  and  heart,  and  enlargement  of  the 
spleen. 
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Arseniuretted  Hydrogen. — This  poison  causes  jaundice  in  a  similar  manner 
to  toluylenediamine,  through  extreme  concentration  of  the  bile.  According 
to  Hunter,  the  increase  of  bile  pigment  may  be  to  three  and  a  half  times  more 
than  its  normal  amount.     The  bile  acids  are  diminished. 

Toluylenediamine. — This  drug  has  been  used  for  experimental  purposes,  and 
its  action  has  helped  to  prove  that  so-called  hematogenous  jaundice  is  really 
due  to  obstruction  of  the  smaller  ducts  through  increased  viscidity  of  the  bile. 
When  injected  into  dogs  this  poison  soon  produces  intense  jaundice.  It  causes 
destruction  of  blood,  and  the  haemoglobin  thus  liberated  increases  the  quantity 
and  viscidity  of  the  bile,  so  that  temporary  obstruction  of  the  smaller  ducts, 
followed  by  jaundice,  results. 

Snake  Poison. — Jaundice  is  a  common  result  of  snake-bite,  and  is  produced 
in  a  similar  manner  to  the  last  three  forms  described,  viz.  :  as  a  result  of  con- 
centration and  increased  viscidity  of  the  bile  leading  to  obstruction  of  the  smaller 
bile-ducts.     The  diagnosis  depends  upon  the  history. 

D.  Jaundlee  due  to  Nervous  Causes. 

Icterus  Nervosa — Mental  Emotion. — Cases  are  on  record  of  jaundice  following 
almost  immediately  after  some  violent  mental  emotion,  but  they  are  of  extreme 
rarity.  Under  such  circumstsmces  the  jaundice  has  been  explained  as  being 
the  result  of  a  sudden  spasm  of  the  bile-ducts. 

In  another  class  of  these  cases  the  jaundice  does  not  appear  until  twelve  or 
fourteen  hours  after,  and  it  is  then  probably  due  to  catarrh  of  the  bile-ducts, 
associated  with  some  gastric  and  duodenal  catarrh,  for  it  is  well  enough  known 
that  severe  mental  emotion,  grief,  or  anxiety  may  give  rise  to  acute  dyspepsia. 
Jaundice  may  similarly  occur  after  concussion  of  the  brain.  Herbert  French. 

JERK,  ACHILLIS. — (See  Ankle-clonus.) 

JERK,  KNEE — (See  Knee-jerk.) 

JOINTS,  AFFECTIONS  OF  THE.— It  wiU  be  well  to  place  these  in  two  groups : 
(I)  Acute  ;    (2)  Chronic. 

I .  Acute  Joint  Affections. — Arthritis  due  to  Rheumatic  Fever  is  the  most  frequent 
of  these.  The  patient  has  often  had  the  disease  before  ;  there  are  manifestations 
of  past  rheumatic  affection  of  other  parts  of  the  body  than  joints  ;  thus  the 
presence  of  organic  mitral  disease  is  of  great  help  in  the  diagnosis  of  a  doubtful 
case.  A  history  pointing  to  past  chorea,  several  attacks  of  tonsillitis,  pericarditis, 
or  rheumatic  erythema  or  nodules  will  help.  The  distinguishing  features  of  the 
arthritis  are  that  it  is  acute,  and  affects  first  and  chiefly  the  lM"ger_jainta, 
although  in  a  very  severe  case  even  the  joints  of  the  hand  and  fingers  may  be 
implicated  ;  it  does  not  occur  in  all  the  affected  joints  simultaneously,  but 
appears  in  one,  a  few  hours  after  in  another,  and  so  on.  As  the  arthritis  often 
only  lasts  a  few  days  in  any  one  joint,  in  some  it  may  have  passed  away  while 
others  are  being  affected.  The  pain  is  very  severe  and  is  greatly  increased  by 
any  jar  of  the  bed  ;  it  is  more  fleeting  than  the  arthritis,  but  like  it,  flits  from 
joint  to  joint,  hardly  ever  returning  to  the  same  joint  in  the  same  attack.  The 
swelling  of  the  joint  is  usually  only  slight  or  moderate  ;  it  is  due  to  synovial 
effusion,  never  suppurates,  generally  subsides  in  a  few  days,  and  usually  in  a  few 
days,  or  at  most  a  fortnight,  the  joint  returns  completely  to  its  normal  condition. 
Permanent  distortion  or  stiffness  of  the  joints  after  rheumatic  fever  occurs,  but 
it  is  highly  exceptional.  Often  there  is  a  faint  red  blush  over  the  joint  when 
first  affected. 

The  most  important  diagnostic  characteristics  of  this  arthritis  are  :  (i)  The 
act  that  it  flits  from  joint  to  joint.     Never  diagndse  rheumatic  fever  so  long  as 


and  perhaps  ulceration  of  the  intestine.  Sometimes  the  most  careful  seeking 
fails  to  find  the  source,  but  the  search  must  not  be  given  up  readily.  The 
irregular  temperature,  usually  heetic,  the  leucocjtosis,  sweats,  and  other  signs 
of  septic (Fmia  are  often  a  help. 

Ptuumococcal  Arthritis. — -This  is  rare  in  adults,  and  nearly  always  exists  as  a 
complication  of  acute  pneumonia.  It  may,  however,  be  found  without 
evidence  of  pneumococcal  disease  in  any  other  part  of  the  body.  Generally  only 
one  joint  is  affected,  usually  the  knee,  less  often  some  other  large  joint,  such  as 
the  shoulder  or  elbow.  Often  there  is  a  history  of  recent  injury  to  the  part. 
The  patient  suddenly  feels  a  pain  in  the  joint ;  within  a  few  hours  of  this  the 
temperature  is  raised  ;  the  joint  swells  rapidly,  is  very  painful  and  exquisitdy 
tender  ;  yellowish. green  pus  quickly  forms.  The  diagnosis  is  obviously  easy 
if  the  patient  has  pneumonia,  but  may  be  difhcutt  if  he  has  not ;  it  is  importaiit 
to  come  to  a  diagnosis  early,  for  it  is  a  serious  disease,  and  if  allowed  to  go  for 
without  incision  and  drainage  the  patient  may  succumb  to  a  general  septicemia. 
Pneumococcal  arthritis  is  the  commonest  form  of  infective  arthritis  in  children 
under  live  years  old.  Rarely  it  is  unassociated  with  any  other  pneumococcal 
lesion,  but  most  commonly  it  is  associated  with  pneumococcal  disease  of  either 
the  lungs  or  the  middle  ear.  As  in  adults,  it  is  confined  generally  to  one  large 
joint.  The  swelling  may  be  very  great,  and  extend  to  the  soft  tissues  beyond 
the  joint.  The  pain  is  less  than  in  adults,  and  redness  i 
possible  presence  must  be  remembered,  for  as  in  adults, 
necessary  to  drain  the  joint  early.  The  child  has  a  rais 
looks  ill. 

Tvphoid  Arthritis. — There  are  two  varieties,  both  very  rare:    (i)  That  which 
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precedes  the  typhoid  fever  ;  this  is  a  multiple  arthritis,  not  of  severe  degree, 
which  subsides  just  before  definite  symptoms  of  typhoid  show  themselves.  It 
is  impossible  to  diagnose  it  until  the  appearance  of  the  typhoid  fever.  (2)  This 
occurs  during  the  typhoid  fever  ;  one  or  many  joints  may  be  affected  ;  the 
arthritis  is  of  varying  severity  ;  it  may  subside  completely,  or  require  incision 
and  draining.  In  a  few  cases,  even  when  there  has  been  no  arthritis  during  or 
before  the  attack  of  typhoid  fever,  some  chronic  arthritis  may  appear  later  ; 
most  often  the  joints  and  ligaments  of  the  spine  are  affected,  and  during  the 
convalescence  from  his  fever  the  patient  complains  much  of  pain  and  stiffness 
of  his  spine  ;  he  is  then  said  to  have  a  typhoid  spine.  In  a  similar  way  the 
hip  may  become  stiff,  and  very  rarely  there  is  chronic  osteitis  of  the  head  and 
neck  of  the  femur. 

Scarlatinal  Arthritis. — This  affects  many  joints,  is  not  severe,  soon  subsides, 
and  is  easily  diagnosed  by  the  presence  of  the  scarlet  fever.  It  is  commonly 
known  as  scarlatinal  rheumatism,  a  bad  name  which  quite  gratuitously  assumes 
a  connection  between  this  arthritis  and  rheumatic  fever,  for  the  existence  of 
which  there  is  no  evidence. 

Arthritis  occurs  commonly  in  association  with  meningococcic  meningitis  and 
Malta  fever ^  less  commonly  with  dysentery,  rarely  in  association  with  influenza, 
glanders y  small-pox ^  measles ^  and  diphtheria.  In  all  these  cases  the  presence  of 
the  principal  disease  determines  the  diagnosis. 

Gonorrhceal  Arthritis  is  often  called  gonorrhceal  rheumatism,  but  this  phrase 
should  be  discarded,  for  there  is  no  association  between  gonorrhoea  and  rheumatic 
fever.  Gonorrhoea!  arthritis  is  frequently  overlooked.  I  have  repeatedly 
demonstrated  its  presence  when  the  fainily  physician  has  believed  its  existence 
impossible.  It  is  particularly  likely  to  be  missed  in  women.  I  have  met  with 
it  in  married  women  of  fifty  ;  it  is  probable  in  these  cases  that  they  are  infected 
by  their  husbands.  It  may  follow  gonorrhceal  ophthalmia  and  even  ophthalmia 
neonatorum.  The  diagnosis  may  be  very  easy,  as  when  a  patient  is  seized  with 
an  acute  arthritis,  either  of  a  single  joint  or  of  several  joints,  while  he  or  she  is 
suffering  from  gonorrhoea.  If  it  is  possible  to  withdraw  a  little  fluid  from  the 
cavity  of  the  swollen  joint,  the  discovery  of  the  gonococcus  makes  the  diagnosis 
certain,  but  this  is  usually  quite  unnecessary,  and  unless  done  very  carefully 
may,  by  introducing  micro-organisms  from  without,  greatly  increase  the  damage 
to  the  joint.  Often  a  urethral  discharge  may  be  found,  though  sometimes  in 
long-standing  cases  of  gleet  it  is  very  slight ;  if  the  gonococcus  cannot  be  found 
in  the  discharge,  it  may  be  detected  in  a  swab  taken  from  the  posterior  urethra 
or  vagina.  If  in  women  it  is  thought  undesirable  to  excite  suspicion  by  taking 
a  vaginal  swab,  the  nature  of  a  doubtful  arthritis  may  be  determined  bj-  the 
wide  variations  of  the  opsonic  index  to  the  gonococcus. 

It  is  difficult  from  the  clinical  character  of  gonorrhceal  arthritis  to  tell  it 
certainly  from  other  forms  of  arthritis.  Mistakes  happen  least  often  to  those 
who  constantly  think  of  the  possibility.  It  is  of  varying  degrees  of  acuteness  ; 
in  the  chronic  cases  of  gleet  the  corresponding  arthritis  is  chronic,  but  in  the 
acute  cases  of  gonorrhoea  it  may  be  so  acute  that  I  have  more  than  once  known 
the  disease  called  rheumatic  fever.  Gonorrhceal  arthritis  may  be  limited  to 
one  joint,  and  then  most  often  to  a  large  one,  especially  the  knee  ;  but  it  may 
be  multiple,  and  very  many  joints,  even  those  of  the  wrists,  hands,  and 
fingers,  may  be  implicated  ;  there  is  often  much  swelling  of  the  soft  tissues  around, 
and  this  is  more  responsible  for  the  swelling  than  is  the  effusion  in  the  joint. 
Gonorrhceal  arthritis  is  usually  very  painful.  The  sheaths  of  tendons  are  often 
inflamed  and  tender,  and  so  are  some  fasciae,  especially  the  plantar  fascia.  The 
patient  often  complains  of  pain  at  the  back  of  the  sole  of  the  foot,  and  in  a  chronic 
case  he  has  flat-foot.     There  is  no  variety  of  arthritis  in  which  muscular  atrophy 


sudden  and  the  temperature  raised.  It  is  a  most  unlortunate  mistake,  for 
patients  suffering  from  this  form  of  arthritis  are  liable  to  die  qTiickly  from  general 
septicemia,  to  prevent  which  the  joint  ought  to  be  opened  and  drained  at  once 
The  mistake  may  usually  be  avoided  by  remembering  that  rheumatic  fever  does 
not  affect  one  joint  only.  The  more  difficult  cases  are  those  in  which  more  than 
one  joint  is  acutely  diseased,  as  a  result  of  disease  of  the  ends  ol  the  bones.  To 
avoid  this  mistake,  disease  of  the  bones  themselves  must  be  carefully  sought. 
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Fortunately  for  diagnosis,  this  disease  of  several  joints  is  most  frequent  in  infants, 
and  in  them  severe  arthritis  due  to  rheumatic  iever  is  unknown.  It  is  called 
acute  arthritis  of  infants.  Disease  of  joints  may  be  secondary  to  an  abscess  in 
the  bone  or  to  tuberculous  disease  of  the  lx>ne.  These  varieties  are  diagnosed  by 
discovering  the  underlying  disease  of  the  bones  ;  ji-rays  are  often  of  much  use. 
Rheumatoid  Arthritis. — The  first  attack  is  often  acute  :  therefore  the  disease  is 
best  considered  here.  The  name  is  bad  and  has  led  to  confusion  ;  it  owes  its 
origin  to  the  fact  that  the  disease  in  some  respects  resembles  rheumatic  fever  ; 
hence  the  name  implies  an  arthritis  resembling  that  of  rheumatic  fever.  It 
would  probably  lead  to  worse  confusion  to  invent  a  new  name,  so  the  present 
had  better  stand  until  the  micro-organism  causing  the  disease  has  been  discovered. 
The  first  attack  is  ushered  in  with  fever  ;  the  temperature  is  rarely  higher  than 
100°  or  101°  F.  in  the  evening  and  99°  or  100°  F.  in  the  morning.  This  fever 
lasts  from  three  to  six  weeks,  slowly  subsiding  towards  the  end  (Fig.  106).     The 


fiVft  %Krj- — Acute  rbvutnaloid  artbritii ;  showing  the  Apindle-shafied  iweLLiup  of  (he 
Jointi  between  the  lint  and  second  phAlan^^ea,  and  the  swelling  in  connection  wLih 
the  wriit  and  metacarpo.pbabuiGcal  joints* 

pulse  is  generally  rapid,  out  of  proportion  to  the  fever,  the  hands  and  feet  sweat 
profusely,  patches  of  freckle-like  pigment  are  prone  to  appear  on  the  body, 
.Most  of  the  patients  are  young  women.  The  pyrexia  is  less  severe  and  longer 
lasting  than  that  of  rheumatic  fever,  the  pulse  is,  considering  the  temperature, 
faster,  the  sweating  is  almost  confined  to  hands  and  feet,  pigment  is  frequent. 
Xor  are  the  differences  with  regard  to  the  arthritis  less  striking,  for  in  rheumatoid 
arthritis  the  characteristic  joints  to  be  aflected  arc  those  between  the  first  and 
second  phalanges,  and  as  it  is  an  afiection  of  the  synovial  membranes,  and  also 
considerably  of  the  soft  tissues  around  the  joints,  quite  early  in  the  disease 
we  get  a  spindle-shaped  swelling  of  these  joints  (Fig.  107)  ;  but  soon  many  other 
joints  are  aflected,  and  before  long  almost  every  joint  in  the  body  is  implicated, 
so  that  we  have  the  simultaneous  affection  of  a  great  many  joints.  The 
temporo-maxillary  joint  b  often  involved  ;  so  is  the  spine.     It  will  be  noticed 
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case  of  rheumatoid  arthritis,  in  which  the  joints  have  not  been  treated,  grating 
and  bony  outgrowths  are  quite  inconsiderable,  and  are  not  a  leading  ieature 
as  in  osteo-arthritis.  Hcberden's  nodes  (Fig.  109)  are  not  seen  in  rheumatoid 
arthritis.  The  spindle-shaped  sivelliog  of  the  phalangeal  pints  of  this  disease 
is  not  seen  in  osteo-arthritis.  The  joints  principally  aflected  are  different  in 
the  two  diseases,  as  will  be  seen  on  reference  to  osteo- arthritis,  and  the  history 
is  entirely  difierent.  Formerly  some  importance  was  attached  to  the  trans- 
parency of  the  bones  to  the  ;i-rays  in  the  neighbourhood  of  the  affected  joints 
which  may  be  seen  in  rheumatoid  arthritis  (Fig.  no),  but  this  is  now  known 
to' be  visible  in  other  forms  of  arthritis.  The  i-rays  are,  however,  o)  use 
as  showing  the  bony  outgrowths  of  osteo-arthritis.  In  chronic  cases  of  both 
rheumatoid  arthritis  and  osteo-arthritis  ulnar  deflections  may  be  seen  (Fig.  108), 


Fit- 109,— HcbenlEn'i  nodixitics  siiu.iiE<l  on  icrmind  phalwEO  if  <nds>  ud  middle  fiiigiit. 
(From  ArlhrilU   Dtfirtuans.  by  I.lewtUyn  Jonra  LL=»ellyn.) 

Henoch's'Purpura. — This  disease  is  confined  to  children  between  infancy  and 
fifteen  years  old,  and  early  in  its  course  pain  and  slight  swelling  of  some  of  the 
targe  joints,  with  a  little  elevation  of  temperature,  are  often  present.  As  in 
children  the  pyrexia  and  arthritis  of  rheumatic  fever  arc  inconspicuous,  mistakes 
have  occurred  between  it  and  Henoch's  puq)ura,  but  the  pain  in  the  latter  is 
trivial.  The  attacks  o!  abdominal  pain,  with  perhaps  \-omiting  and  dianhcea, 
are  characteristic,  and  so  is  the  purpura  (Fig.  1 1 1 ),  together,  in  many  cases,  with 
bleeding  from  some  internal  organ  :  hence  hematuria,  hxmatemesis.  or  metena. 
The  purpura  should  not  give  rise  to  any  difficulty  ;  rheumatic  purpura  is  un- 
known under  the  age  of  fifteen. 

Gout. — This  is  often  said  to  be  present  when  it  is  not.  The  most  certain  points 
in  the  diagnosis  of  gout  are,  first,  the  detection  of  urate  of  sodium,  usually  as 
white  hard  masses  in  connection  with  a  joint  (Fig.  lul,  in  a  bursa,  or  as  a 
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early  morning  ;  the  patient,  ex- 
hausted with  pain,  drops  asleep, 
to  wake  later  and  lind  his  joint 
swollen  and  tense.  There  is  some 
fevet.  Probably  during  the  day 
his  toe  does  not  cause  pain  unless 
be  walks  on  it  ;  but  he  has  another 
attack  the  next  night,  not  so 
severe  as  that  on  the  first,  and  on 
each  successive  night  the  attacks 
are  less.  He  .may  have  another 
bout  at  any  period  of  his  life,  and 
he  may  have  many  bouts,  and 
other  joints  may  become  affected 
subsequently.      The   real  difficulty 

is  suggested  that  an  acute  arthritis 
with  pyrexia,  and  swelling  and  red- 
ness of  a  joint  other  than  that  of 
the  great  toe,  is  caused  by  gout.' 
1  have  recently  seen  the  difficulty 
in  one  patient  in  the  wrist,  in 
another  in  the  knee.  Such  cases, 
if  they  are  not  gout,  are  some 
Fie-  iii.-Heimch  1  poipura.  bacterial  arthritis.     If    more  than 

one    joint   is    atfected    with   acute 

arthritis  at  the  same  time,  the  probability  is  against  gout,  and  the  greater  the 

number  of  joints  affected,  the  less  likely  is  the  case  to  be  one  of  gout.     The 

history  and  ~  presence 

of    urate    of    sodium 

are    often   conclusive 

in  favour  of  gout.     If 

pus  forms,  the  case  is 

almost  certainly   not 

gout,  for  gouty  joints 

very  rarely  suppurate 

except    late     in     the 

chronic   disease.     On 

the   other   hand,   the 

implication  of  tendon 

sheaths   and   pain   in 

the  back  of  the  soles 

of    the    feet    are    in 

favour  of  gout,  but  it 

must  be  remembered 

that  both  these  occur 


source  of  infection  is 
of  course  against  gout. 
The  difficulty  is  made 
especially     g;reat      in 
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Osteo-arthritis  is  a  chronic  disease  frequently  confused  with  rheumatoid 
arthritis,  from  which  it  is  completely  distinct,  both  clinically,  and  from  the 
point  of  view  of  morbid  anatomy.  Rheumatoid  arthritis  (p.  378)  is  primarily 
a  disease  of  the  synovial  membrane  and  soft  tissues  of  the  joints.  Osteo- 
arthritis is  primarily  a  disease  of  the  cartilage  and  bones  leading  to  the 
destruction  of  the  cartilage,  eburnation  of  bony  surfaces,  and  the  production 
of  much  new  bone  at  the  edges  of  the  joint ;  hence  bony  outgrowths,  grating 
of  the  joint,  and  locking  of  it  so  that  movement  is  difficult,  are  common. 
Thickening  of  the  synovial  membrane  occurs,  but  is  less  important ;  the 
ligaments  become  implicated  and  may  soften  ;  if  so,  the  joint  becomes  flail- 
like ;  there  may  be  some  thickening  of  the  tissues  around  the  joint  and  some 
increase  of  synovial  fluid,  and  then  the  joint  becomes  enlarged.  It  is  easy 
to  distinguish  in  most  cases  between  osteo-arthritis  and  rheumatoid  arthritis, 
by  the  appearance  of  the  affected  joint.  In  the  former  we  have  an  irregularly 
enlarged  joint,  with  palpable  bone  excrescences  and  much  grating ;  often 
the  joint  is  fixed  by  these  bony  excrescences,  rarely  it  is  flail-like  from 
destruction  of  ligaments  ;  often  all  the  causes  just  mentioned  combine  to 
make  it  very  large.  This  is  altogether  different  from  the  spindle-shaped 
swelling  of  rheumatoid  arthritis  (p.  378).  Then  osteo-arthritis  is  often  confined 
to  one  joint,  and  that  a  large  one,  e.g.,  the  knee  ;  rheumatoid  arthritis  affects 
many  joints,  and  is  most  characteristically  seen  in  small  joints,  e.g.,  those 
between  the  first  and  second  phalanges  ;  but  when  osteo-arthritis  does  show 
itself  in  small  joints,  those  most  often  affected  are  the  terminal  joints  of  the 
phalanges,  where  the  bony  excrescences  form  Heberden's  nodes.  These  are 
characteristic  of  osteo-arthritis.  Rheumatoid  arthritis  is  far  more  commonly 
seen  in  young  women ;  osteo-arthritis  in  women  at  the  menopause.  Rheuma- 
toid arthritis  nearly  always  begins  with  fever,  although  often  slight ;  osteo- 
arthritis is  almost  always  afebrile.  The  pulse  is  often  rapid  in  those  who 
have  rheumatoid  arthritis  ;  it  is  not  particularly  affected  in  those  who  have 
osteo-arthritis.  The  spine  is  more  often  affected  by  osteo-arthritis  than 
rheumatoid  arthritis,  and  it  is  quite  common  in  the  dissecting-room  to  find  that 
a  large  number  of  elderly  subjects  have  osteo-arthritis  of  the  spine.  Muscular 
atrophy  is  far  greater  with  rheumatoid  arthritis  than  with  osteo-arthritis.  Osteo- 
arthritis is  especially  liable  to  attack  the  hip — usually  only  one — and  this  form  of 
it  is  commonest  in  elderly  men.  It  was  formerly  called  tttorbus  coxes  senilis. 
Great  care  must  be  taken  to  distinguish  the  pain  due  to  this  from  that  of 
sciatica.  The  chief  point  of  distinction  is,  that  in  the  latter  the  nerve  itself  is 
tender  to  pressure  ;  but  it  must  not  be  forgotten  that  in  very  rare  cases  osteo- 
arthritic  outgrowths  from  the  hip  may  implicate  the  sciatic  nerve  and  so  cause 
genuine  sciatica.  Although  osteo-arthritis  of  the  hip  usually  causes  lameness, 
so  many  other  conditions  do  this,  e.g.,  sacro-iliac  disease,  that  the  symptom  is 
of  little  value.  The  knee  is  the  joint  most  often  affected  by  osteo-arthritis — 
usually  both,  but  sometimes  only  one  is  implicated.  This  disease  of  the  knee  is 
very  common  in  women  of  ages  between  forty -five  and  fifty-five.  They  com- 
plain of  pain  and  stiffness.  Often  the  pain  and  tenderness,  if  present,  are  confined 
to  one  spot.  There  is  usually  considerable  enlargement  of  the  joint,  bony 
irregularities  may  be  felt,  and  grating  and  crackling  on  movement  are  very 
common  ;  these  are  due  to  bony  out-growths,  erosion  of  cartilage,  and  thickening 
of  synovial  membrane,  which  also  gives  a  feeling  to  the  observer's  hand  placed 
over  the  joint  when  it  is  moved,  as  though  he  were  feeling  the  movement  of  wet 
sand  in  a  bag.  The  grating  may  be  heard  very  loudly  through  the  stethoscope. 
Other  joints  often  implicated  in  osteoarthritis  are  the  shoulder,  elbow,  ankle, 
wrist,  and  temporo-maxillary  joint ;  but  what  has  been  said  about  the  disease  in 
general,  and  that  of  the  knee  in  particular,  applies  to  them.     The  disease  may 
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for  it  is  almost  invariably  present,  even  in  the  earliest  stage.  It  may  be 
very  slight.  Although,  as  just  mentioned,  there  may  be  no  defect  of 
movement  in  the  early  stages,  sooner  or  later,  and  often  quite  early,  there 
is  impairment  of  movement,  and  this  symptom  is  very  common  and  of  great 
value.  Tuberculous  arthritis  is  usually  accompanied  by  wasting  of  muscles 
moving  the  joint.  It  must  never  be  forgotten  that  a  tuberculous  arthritis  is 
so  slow  in  its  development  that  often  it  is  not  ascribed  to  its  correct  cause. 
Also  that  for  a  time  the  symptoms  are  so  slight  that  no  attention  may  be  paid  to 
them.  Mistakes  are  very  serious,  and  tuberculous  arthritis  ought  always  to  be 
present  in  our  minds  when  examining  a  diseased  joint.  It  is  very  rare  for  more 
than  one,  or  perhaps  two  joints  to  be  affected  in  the  same  person  ;  tuberculous 
disease  elsewhere,  e.g.,  phthisis,  is  not  common  ;  lardaceous  disease,  formerly 
so  frequent  a  complication,  is  now  seldom  seen,-  and  general  symptoms,  e.g., 
pyrexia,  are  often  absent  and  rarely  extreme  ;  on  the  other  hand,  those  affected 
are  often  pale.  Bony  outgrowths  are  not  to  be  detected  ;  the  joint  affected  is 
swollen  and  feels  thick  :  hence  the  phrase  "  pulpy  knee."  There  is  often  a 
history  of  injury  to  a  joint,  which  later  becomes  tuberculous,  and  then  the 
transition  from  a  traumatic  to  a  tuberculous  arthritis  is  often  overlooked. 
Tuberculous  disease  of  the  sacro-iliac  joint  is  particularly  difficult  to  diagnose. 
Tuberculosis  of  the  hip  is  often  overlooked,  because  the  pain  is  referred  to  the 
knee,  and  the  slight  wasting  of  the  hip  muscles  is  not  detected. 

Acquired  Syphilitic  Arthritis. — ^This  is  most  easily  recognized  by  those  who 
constantly  bear  in  mind  the  possibility  of  its  existence.  If  the  characteristic 
pains  of  syphilis,  which  are  usually  worse  at  night,  happen  to  occur  near  a  joint, 
they  may  be  carelessly  ascribed  to  gout  or  osteo-arthritis.  In  the  secondary 
stage  of  sjrphilis,  and  more  particularly  early  in  it,  a  syphilitic  synovitis  of  any 
joint  may  occur.  It  is  subacute,  slow,  is  attended  with  stiffness,  swelling,  and 
occasionally  tenderness,  and  usually  is  confined  to  one  joint.  Pain,  too,  may 
be  present,  but  commonly  neither  pain  nor  tenderness  are  prominent  symptoms. 
There  is  some,  but  not  much,  enlargement  of  the  joint  from  distention  with 
synovial  fluid  ;  in  a  few  cases  the  size  of  the  joint  varies  considerably  in  a  short 
time.  These  cases  are  often  mistaken  for  tuberculous  arthritis,  but  the  error 
can  usually  be  avoided  if  the  patient  is  examined  carefully  and  questioned  for 
other  evidence  of  syphilis  ;  and  in  this,  and  all  other  forms  of  arthritis  in  which 
tiiere  is  any  possibility  of  syphilis,  a  Wassermann  test  should  be  done.  Syphilitic 
arthritis  in  the  tertiary  stage  is  very  rare  :  there  are  two  varieties  of  it,  both  of 
which  produce  considerable  swelling  and  disorganization  of  the  joint ;  in  one  there 
is  a  deposit  of  gummatous  material  in  the  subsynovial  tissue,  in  the  other  in 
the  ends  of  the  bone.  Both  varieties  are  usually  confined  to  a  single  joint,  neither 
is  painful,  and  both  are  liable  to  recur.  Great  effusion  of  synovial  fluid  is  not 
common,  but  when  the  disease  is  in  the  subsynovial  tissues  the  joint  is  enlarged 
and  the  thickening  of  the  synovial  membrane  can  be  felt. 

Congenital  Syphilitic  Arthritis. — In  children  and  young  adults  congenital  syph- 
ilis may  cause  an  arthritis  which  is  very  like  that  caused  by  tubercle.  The  knees 
are  affected  most  often,  and  the  disease  is  often  symmetrical.  If  there  is  much 
synovial  exudation,  fluctuation  is  easily  detected  ;  if  there  is  much  gummatous 
deposit  in  the  subsynovial  tissue,  the  synovial  membrane  feels  thickened  and  ir- 
regular. There  is  no  pain,  and  very  little  impairment  of  movement.  The  existence 
of  this  disease  must  always  be  remembered  ;  the  history  and  examination  for 
other  signs  of  syphilis  must  be  thorough,  and  a  Wassermann  reaction  must  be  done. 

In  infants  a  remarkable  result  of  congeflital  syphilis  occurs.  Osteochondritis 
occurs  in  the  sub-epiphyseal  plate  of  cartilage  and  adjacent  bone  ;  the  epiphysis 
becomes  separated  from  the  shaft,  so  that  there  is  motility  and  dull  grating  as  if 
a  fracture  had  occurred.     At  the  same  time  there   is  considerable  swelling  of 
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same  ;   thus  in  one  patient  the 

effusion  always  began  on  the  ninth  day  Irom  the  beginning  of  the  previous 
effusion  ;  the  interval  has  been  known  to  be  less  than  this,  and  it  is  often  more. 
It  may  be  that  for  a  period  the  intervals  are  of  a  certain  length,  and  then  for  a 
[leriod  they  are  of  a  diflerent  but  uniform  lenKlh.  In  other  cases  there  is  no 
periodicity.  In  each  attack  the  same  joint  or  joints  are  affected  in  the  same 
patient.  After  three  or  four  years  the  attacks  cease  in  most  cases,  but 
occasionally  there  are  recurrences. 

Charcofs  Disease  {Fig.  1 16).— This  is  the  arthritis  met  with  in  tabes  dorsalis,  and 
if  any  patient,  of  such  an  age  that  he  could  be  suffering  from  tabes,  has  chronic 
arthritis  of  a  single  joint,  we  ought  always  to  examine  him  for  signs  of  tabes. 
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Because  this  is  not  done  many  cases  are  overlooked,  for  the  arthritis  may  exist 
even  when  the  patient  is  unaware  that  he  has  any  signs  of  tabes.  There  is 
nothing  characteristic  of  tabetic  arthritis,  and  many  joints  affected  with  it  might, 
for  all  the  clinical  symptoms  of  the  arthritis,  or  from  the  appearances  after  death, 
be  equally  well  affected  by  osteo-arthritis ;  but  the  following  points  will  often 
make  one  suspicious.  The  e£fusion  is  frequently  very  great ;  some  of  the  biggest 
joints  seen  are  those  the  seat  of  tabetic  arthritis  ;  the  ligaments  may  be  much 
softened,  so  that  the  joint  becomes  flail-like,  but  the  growth  of  new  bone  at  the 
edges  of  the  joint  is  often  quite  slight,  and  there  is  considerable  atrophy  of  bone  ; 
thus  I  have  seen  the  floor  of  the  acetabulum  as  thin  as  paper,  and  because  it 
was  so  thin,  the  pressure  from  the  neck  of  the  femur  had  expanded  the  floor  of 
the  acetabulum  so  far  into  the  pelvis  that  it  formed  a  large  projection  into  the 
pelvic  cavity.  Tabetic  arthritis  is  usually  chronic  and  never  acute,  but  it  may 
be  rapid  ;  thus  there  may  be  advanced  destruction  of  the  joints  in  a  few  weeks  ; 
it  is  almost  always  painless  ;  generally  large  joints,  e.g.,  knee,  hip,  are  affected  ; 
generally  only  one  joint,  but  I  have  seen  two.  The  rarefaction  of  the  bones 
makes  them  liable  to  fracture.  When  tabetic  arthritis  occurs  in  the  bones  of  the 
hand  or  foot,  the  considerable  swelling  mav  cause  it  to  be  mistaken  for  tuber- 
culous disease.  In  75  per  cent  of  cases  of  tabetic  arthritis,  the  joints  affected 
are  those  of  the  lower  extremity. 

Arthritis  in  Syringomyelia, — In  75  per  cent  of  the  patients  affected  with  this 
form  of  arthritis,  the  joints  affected  are  those  of  the  upper  extremity.  There 
is  nothing  absolutely  distinctive  of  this  variety  of  arthritis  ;  it  resembles  closely 
that  due  to  tabes ;  perhaps,  on  the  whole,  some  of  the  cases  more  nearly  resemble 
osteo-arthritis.  Owing  to  the  loss  of  sensation  in  sjTingomyelia,  wounds  are 
common  ;  hence  the  joints  may  become  septic.  Mistakes  in  diagnosis  can  only 
be  avoided  by  always  having  in  mind  the  possibility  of  the  occurrence  of  syringo- 
myelia, and  examining  the  patient  for  it.  Happily  it  is  rare,  and  often  the 
symptoms  of  syringomyelia  are  evident  before  the  arthritis  shows  itself.  In  about 
half  the  cases  of  syringomyelia  there  is  scoliosis  of  the  spine. 

Arthritis  in  Hemophilia. — In  this  disease,  blood  may  be  poured  out  into  either 
the  synovial  membrane  or  the  cavity  of  the  joint.  This  is  probably  always  the 
result  of  a  blow,  often  so  slight  as  to  pass  unnoticed.  It  is  most  common  in  the 
knee  and  ankle.  If  the  bleeding  is  at  all  considerable,  the  joint  swells,  the  rate 
of  swelling  depending  upon  the  rate  of  effusion  of  blood.  The  joint  is  puffy  ;  there 
may  be  fluctuation,  pain  on  movement,  and  tenderness.  The  whole  trouble 
often  subsides,  but  sometimes  more  or  less  swelling  persists  for  a  time,  and 
even  if  a  joint  gets  well,  relapse  is  likely.  In  other  cases,  either  the  impaired 
blood-supply  resulting  from  damaged  vessels  or  the  friction  of  the  clots, 
leads  to  erosion  of  the  cartilage,  and  permanent  disease  of  the  joint  results. 
Forgetfulness  of  the  fact  that  disease  ot  the  joints  occurs  in  haemophilia 
has  led  to  the  serious  mistake  of  incising  a  joint  into  which  bleeding  has 
occurred.  The  condition  is  to  be  diagnosed  by  observing  the  other  signs  of 
haemophilia. 

Malignant  and  Hydatid  Disease  of  Joints. — Both  these  are  very  rare,  and  in 
each  case  the  disease  almost  always  begins  in  the  adjacent  bone,  and  therefore 
properly  belongs  to  diseases  of  bones.  Both  are  very  serious  ;  hydatid  disease 
of  a  joint  is  very  liable  to  lead  to  suppuration  in  it. 

Displacement  of  Semilunar  Cartilages. — The  diagnosis  properly  belongs  to 
surgery.  If  it  causes  much  synovitis,  the  cause  of  the  synovitis  is  very  apt  to  be 
overlooked.  There  is  often  a  history  of  a  wrench,  or  the  patient  complains  that 
he  feels  something  in  the  joint  slip  or  catch  ;  this  may  cause  considerable 
pain,  and  there  is  often  tenderness  over  the  internal  semilunar  cartilage.  Some- 
times similar  symptoms  are  produced  by  a  thickened  fringe  of  synovial  membrane 


and  the  tenderness  may  be  so  great  that  the  patient  will  not  let  the  joint  be 
touched.  Both  pain  and  tenderness  disappear  if  the  patient's  attention  is 
diverted,  and  neither  keeps  the  patient  awake  nor  affects  the  general  health. 
The  pain  may  radiate  fat  beyond  the  joint ;  very  rarely  in  hysteria  there  is  a 
trivial  sweiiing,  but  it  is  not  such  as  would  be  produced  by  distention  of  the 
synovial  cavity  ;  it  is  often  more  in  the  neighbourliood  of  the  joint  than  over 
it.  But  nearly  always  there  is  no  swelling  about  a  hysterical  joint.  Usually  the 
joint  supposed  to  be  diseased  is  cold ;  very  rarely  it  is  hot  and  p<?ihaps  a  little 
red  ;  but  this  phenomenon,  when  present,  is  only  a  local  blush  due  to  the  fact 
that  the  patient's  attention  is  directed  to  the  joint,  and  it  quickly  passes  away. 
The  stiffness  of  a  hysterical  joint  can  be  made  out  to  be  due  to  contraction  of 
muscles  and  not  to  alteration  of  the  joint  itself ;  occasionally  it  is  variable,  and 
it  is  often  extreme,  out  of  all  proportion  to  any  possible  joint  disease  ;  and  often, 
too.  the  attitude  of  the  joint  is  not  that  usually  seen  in  arthritis.  It  has  been 
pointed  out  repeatedly  that  muscles  which  move  a  joint  usually  atrophy,  often 
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rapidly,  when  that  joint  i 
affections  of  joints  the  mus 
the  joint. 

Muscular  Paralysis. — Often,  e.g.,  in  peripheral  neuritis,  the  muscles  which 
undergo  rapid  wasting  as  a  result  of  disease  of  the  lower  motor  neuron  soon 
begin  to  contract,  and  this  leads  to  considerable  alteration  in  the  usual  position 
of  joints.  Thus,  the  knee 
and  elbow  become  strongly 
flexed,  and  at  flrst  it  may 
be  thought  that  these  un- 
usual positions  are  the 
result  of  disease  of  the 
joint,  lor  long -con  tinned 
chronic  disease  ot  a  joint 
will  lead  to  unusual  per- 
maaent  positions  from  con- 
tracture of  ligaments,  from 
the  pull  of  muscles  on  a 
weakened  joint,  and  from 
muscles 
rthritic 
atrophy  ;  but  a  little 
estimation  of  the  history, 
the  condition  of  the  joints, 
and  the  symptoms  ol  nerve 
disease  will  soon  lead  to  a 
correct  diagnosis. 

Hypertrophic  Pulmonary 
Osteo  -  arlkropathy.  —  This 
rare  condition  is  not  really 
a  disease  of  joints  at  all, 
for  the  change  consists  in 
an  enlargement  of  the  ends 
of  the  bones,  and  hence  the 
joints  appear  large  and  the 
patient  cannot  bend  them 
properly.  Often  this  is  all 
that  is  the  matter  with  the 
jobts,  but  in  advanced 
cases  there  is  some  thick- 
ening of  the  synovial  mem- 
brane and  some  erosion  ot 
cartilage.  The  upper  ex- 
tremity is  affected  more 
often  than  the  lower,  and 
ti^''is(  'haniu  ^aild  °fe«i  lIlId°'rhi*"^ii'nV  d^'^io'^htW  ^^^  1°'""  usually  deformed 
phihiiii.  are  the  wrist,  and  the  car- 

pal and  interphalangeal 
joints  {Figs.  117  and  118) ;  when  the  condition  exists  in  the  lower  extremity  the 
corresponding  joints  are  implicated.  In  extreme  cases,  the  enlarKement  extends 
up  the  shafts  of  the  afiected  bones.  The  condition  is  easily  distinguished,  for 
it  is  almost  always  accompanied  by  clubbing  of  the  fingers,  and  almost  always 
(So  per  cent  of  the  cases)  it  is  associated  with  chronic  pulmonary  disease, 
especially  fibrosis,  bronchiectasis,  or  chronic  empyema,  and  less  often  with  other 


between  the  mass  and  the  vertebral  spines,  as  in  a  splenic  or  ovarian  tumour. 

3.  A  renal  tumour  usually  retains  Ike  shape  of  the  kidney  ;  it  is  rounded  at  its 
borders  and  poles,  and  does  not  possess  any  edge  or  sharp  margin,  as  in  splenic 
or  hepatic  swellings, 

4.  A  tenal  turnout  in  the  process  of  enlargement  projects  forwards  and  doivn- 
wards.  It  may  fill  up  the  natural  hollow  of  the  loin,  but  very  seldom  causes 
any  prominence  posteriorly.  A  perinephric  abscess,  which  often  simulates  a 
renal  swelling,  may  cause  a  distinct  prominence  in  the  loin. 

5.  A  renal  tumour  does  not  descend  so  freety  upon  deep  inspiraiioti  as  a  splenic 
or  hepatic  tumour,  A  renal  tumour  may  be  movable  downwards  or  inwards. 
or  may  be  fixed  in  the  loin  by  preceding  inSammation.  An  enlarged  kidney 
can  be  easily  felt  bimanually,  and  if  grasped  between  the  two  hands  can  be 
pushed  into  Ike  loin. 

6.  When  a  renal  tumour  is  large  enough  to  reach  the  anterior  abdominal  wall, 
it  commonly  comes  in  contact  with  the  latter  at  the  level  of  the  umbilicus,  at 
the  same  time  bulging  out  the  ilio-costal  space.  There  is  usually  a  line  of 
resonance  between  the  upper  margin  of  the  tumour  and  the  hepatic  dullness. 

7.  In  renal  tumour  a  varicocele  may  be  developed  on  the  same  side  as  the 

8.  With  a  renal  tumour  there  may  be  changes  in  the  urine  which  will  point  to 
renal  disease :  but  on  the  other  hand,  the  urine  at  any  one  time  may  be  normal, 
free  from  blood  or  pus,  from  the  fact  that  the  ureter  of  the  diseased  side  is 
blocked,  or  that  the  disea,se  does  not  involve  the  renal  pelvis. 

g.  In  exceptional  cases,  a  tumour  of  the  right  kidney  may  extend  upwards 
into  the  dome  of  the  diaphragm,  rotating  the  liver  so  that  the  anterior  margin 
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descends  below  the  costal  margin,  and  prevents  a  satisfactory  palpation  in  the 
renal  area. 

Although,  from  the  above  physical  characters,  it  would  seem  that  a  renal 
tumour  should  present  little  difl&culty  in  diagnosis,  yet  it  is  by  no  means  infrequent 
to  find  that  a  tumour  possessing  several  of  these  characters  may  give  rise  to 
considerable  doubt  in  the  determination  of  the  organ  from  which  it  arises.  The 
following  points  will  assist  in  the  diagnosis  of  rensJ  swellings  from  other  tumours 
with  which  they  are  likely  to  be  confused  : — 

1.  Tumours  of  the  gaU-bladder  are  placed  immediately  below  the  costal  margin, 
so  that  no  interval  exists  between  the  tumoiu*  and  the  lower  margin  of  the  liver. 
They  are  usually  oval  in  outline,  with  the  long  axis  in  the  line  between  the  ninth 
costal  cartilage  of  the  right  side  and  the  umbilicus  ;  are  freely  movable  with 
the  respiratory  movements,  and  movable  from  side  to  side  about  a  point  at  the 
costal  margin.  There  is  dullness  on  percussion  over  them,  and  they  cannot  be 
felt  in  the  loin  or  be  grasped  bimanually.  With  a  tumour  of  the  gall-bladder 
there  may  be  attacks  of  colic  with  or  without  jaundice. 

2.  Enlargements  of  the  liver  pass  downwards  from  beneath  the  costal  margin, 
so  that  there  is  no  line  of  resonance,  or  area  in  which  the  hand  can  be  depressed 
between  the  tumour  and  the  costal  margin.  Hepatic  tumours  do  not  impair 
the  normal  resonance  in  the  loin  in  the  same  manner  as  a  renal  tumour.  A 
tongue-shaped  lobe  of  the  liver  (Riedel's  lobe)  may  cause  difficulty  in  diagnosis  ; 
but  here  the  lower  margin  will  not  feel  rounded  as  in  a  renal  tumour,  nor  will 
it  be  felt  in  the  loin  on  bimanual  examination.  A  tumour  or  cyst  in  the  concave 
aspect,  or  of  the  left  lobe  of  the  liver,  is  especially  liable  to  cause  error  in 
diagnosis,  whereas,  on  the  other  hand,  a  tumour  of  the  right  kidney  which  pro- 
jects upwards  behind  the  liver  may  so  rotate  the  latter  that  the  anterior  margin 
of  the  liver  descends  below  the  costal  margin  and  completely  obscures  the  kidney. 
In  a  case  of  a  large  carcinoma  of  the  right  kidney,  the  liver  was  in  this  w^ay  so 
depressed  as  to  render  palpation  of  the  kidney  impossible. 

3.  Enlargements  of  the  spleen  descend  from  beneath  the  left  costal  margin, 
and  have  no  bowel  in  front  of  them.  The  edge  of  a  splenic  tumour  is  usually 
well-defined  and  often  notched,  and  there  is  resonance  between  the  posterior 
aspect  of  the  tumour  and  the  spinal  column.  A  splenic  tumour  is  more  movable 
than  a  renal  tumour. 

4.  Perinepliric  effusions,  whether  of  blood,  pus,  or  urine,  may  form  a  tumour  in 
the  loin  which  upon  physical  examination  may  be  mistaken  for  a  renal  swelling. 
A  perinephric  effusion  may  arise  from  some  suppurative. condition  of  the  kidney, 
so  that  the  previous  history  and  the  examination  of  the  urine  will  not  prove  of 
assistance  in  differentiation  ;  or  it  may  be  due  to  conditions  entirely  distinct 
from  renal  disease.  An  effusion  of  blood  around  the  kidney  is,  in  nearly  all 
cases,  caused  by  an  injury  to  the  loin,  and  will  be  accompanied  by  other  signs 
of  injury.  A  perinephric  abscess  forms  a  much  more  ill-defined  tumour  than 
that  caused  by  a  renal  swelling,  is  more  acute  in  its  general  symptoms,  such  as 
pain  and  temperature,  and  fills  up  the  ilio-costal  space.  The  skin  over  it  may 
be  thickened  or  oedematous,  and  fluctuation  may  be  felt  to  be  more  superficial 
than  in  a  renal  swelling. 

5.  Tumours  arising  from  the  pelvie  organs,  from  the  ovary  or  uterus,  may  in 
some  cases  simulate  renal  tumours.  An  ovarian  cyst  with  a  long  pedicle  occupy- 
ing the  loin,  has  frequently  been  mistaken  for  an  enlarged  or  movable  kidney, 
and  any  sudden  attacks  of  pain  occurring  from  torsion  of  the  pedicle  may  be 
looked  upon  as  due  to  renal  colic.  The  usual  ovarian  cyst  or  uterine  fibroid 
will  seldom  be  confused  with  a  renal  swelling,  for  they  are  placed  in  the  middle 
line  of  the  body,  can  be  felt  to  come  up  from  the  pelvis,  and  can  be  readily 
felt  upon  bimanual  vaginal  examination  to  be  attached  to  the  uterus  or  its 


without  laparotomy. 

7  FscftI  aeeumnUtlons  In  the  colon,  cncum,  or  sigmoid  llexnn  may  give  rise 
to  a  tumour  and  pain  of  a  colicky  nature  in  the  loin.  They  will  be  distinguished 
from  renal  swcllmgs  by  the  general  intestinal  symptoms,  flatulence,  and  the 
changes  in  form  consequent  on  the  administration  of  large  enemata.  It  must 
be  remembered  that  a  patient  with  a  collection  of  fices  in  the  colon  may  not 
complain  of  constipation,  but  may  in  fact  have  a  small  daily  evacuation  from 
the  overloaded  bowel. 

S.  Inflammfttory  IhlckoDlngs  abont  lh«  appandlx  will  be  diagnosed  from  renal 
tumours  by  the  situation  of  the  pain  and  the  swelling  in  the  iliac  fossa  rather 
than  in  the  loin.  In  some  cases,  however,  the  pain  may  be  referred  to  the 
lumbar  region,  or  an  appendical  inflammatory  thickening  may  spread  upwards. 
The  onset  of  the  trouble,  the  acute  symptoms  and  the  febrile  disturbance,  will 
usually  distinguish  these  cases  from  renal  lesions. 

g.  HiUgnut  gTOWlhs  ol  th«  large  Intestine,  especially  of  the  ascending  or 
descending  colon,  may  form  a  tumour  in  the  loin  which  closely  resembles  a  renal 
swelling.  The  mass  formed  by  the  growth  may  be  grasped  bimanually,  is 
movable  in  tlie  same  directions  as  a  renal  tumour,  and  comes  forward  under  the 
costal  margin.  The  percussion  note  over  the  front  of  the  lump  is  resonant,  and 
there  is  usually  an  aching  pain  in  the  loin.  If  the  growth  has  infiltrated  through 
the  wall  of  the  bowel  uncovered  by  peritoneum,  the  perirenal  tissues  may  be 
thickened,  or  albuminuria  may  be  produced  by  direct  invasion  of  the  kidney, 
when  the  case  will  even  more  resemble  a  renal  lesion. 

Cancer  of  the  large  intestine  should  be  suspected  if  there  is  diarrhcca,  mucus 
or  blood  in  the  motions,  or  any  symptom  of  commencing  obstruction  in  the 
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intestine.  The  tumour  may  be  irregular  and  nodular,  whereas  a  renal  tumour 
presents  rounded  margins.  The  occurrence  of  a  tumour  in  either  side,  associated 
with  discomfort  or  palpable  distention  of  the  caecum  from  the  accumulation  of 
faeces,  would  render  a  growth  in  the  colon  the  more  suspicious. 

lo.  Tumours  of  the  omentum,  mesentery,  or  pancreas,  either  cystic  or 
malignant,  are  more  median  in  position,  do  not  project  into  the  loin,  and 
seldom  resemble  a  renal  tumour. 

A  kidney  may  be  enlarged  but  yet  not  palpable,  from  the  fact  that  it  is  either 
wholly  above  the  costal  margin  or  obscured  by  the  liver  or  the  thick  abdominal 
walls  of  the  patient.  On  the  other  hand,  a  kidney  may  be  so  diseased  as  to  be 
functionless  and  shrunken,  when  it  cannot  be  felt ;  but  the  remaining  organ 
may  be  enlarged  in  a  compensatory  degree  and  may  be  distinctly  palpable.  One 
must  remember  the  danger  of  regarding  an  enlarged  kidney  as  the  diseased 
organ,  when  it  is  in  reality  the  only  functionating  one.  Aching  pain  may  be 
present  on  the  functional  side,  as  a  reno-reflex  pain  from  the  disease  on  the  other 
side.  The  kidney  of  normal  size  and  position  is  not  palpable  from  the  abdomen,  or 
on  bimanual  examination  with  one  hand  on  the  loin ;  but,  in  a  thin  subject,  the 
lower  pole  may  be  felt  to  descend  between  the  hands,  on  the  patient  taking  a 
full  inspiration  ;  if,  therefore,  a  kidney  can  be  felt  easily  on  bimanual  examina- 
tion, it  is  either  unduly  mobile  or  enlarged.  It  is  often  difficult  to  say  if  a 
kidney  that  is  movable  is  also  enlarged  to  a  slight  degree ;  and  a  kidney  which 
was  thought  clinically  to  be  enlarged  has  often  been  found  to  be  of  normal  size 
when  exposed  ;  this  is  in  part  due  to  the  thick  coverings  of  the  abdominal  wall, 
or  to  the  amount  of  fatty  tissue  surrounding  the  organ. 

If  the  kidney  is  definitely  enlarged,  it  remains  to  determine  the  natiure  of  the 
enlargement ;  in  this  one  is  guided,  not  only  by  the  physical  characters  of  the 
tumour  present,  but  also  by  other  symptoms  that  are  associated  with  it,  more 
especially,  perhaps,  by  the  altered  characters  of  the  urine.  The  kidney  may  be 
enlarged  only  slightly,  as  in  tuberculosis,  pyelonephritis,  commencing  hydro- 
nephrosis, or  carcinonui ;  or  may  be  enlarged  to  a  considerable  degree  in  polycystic 
disease,  hydro-  or  pyonephrosis,  and  in  some  forms  of  malignant  growth.  From 
the  physical  examination  of  the  enlarged  organ  it  is  often  possible  to  say  that 
the  swelling  is  fluid  or  solid  in  nature,  but  it  is  seldom  that  a  true  diagnosis  of 
the  lesion  can  be  made  from  palpation  of  the  kidney  alone.  In  the  following 
diseases  in  which  renal  enlargement  is  usually  present,  the  diagnosis  must  be 
arrived  at  by  the  consideration  of  associated  symptoms. 

In  renal  tuberculosis  the  disease  occurs  in  a  miliary  or  in  a  caseous  form. 
Miliary  tuberculosis  occurs  as  a  part  of  a  general  tuberculosis,  usually  in  children, 
is  bilateral  and  causes  no  tumour.  The  caseous  variety  occurs  as  a  primary 
disease  in  one  kidney  in  which  one  or  several  foci  may  be  present.  These 
enlarge  and  soften  to  form  a  tuberculous  abscess,  which  invades  the  medullary 
tissues,  to  open  eventually  and  discharge  its  contents  into  the  renal  pelvis.  The 
kidney  is  enlarged  and  tender,  and  there  are  persistent  pyuria  and  haematuria 
in  small  amount.  The  lining  membrane  of  the  ureter  is  quickly  invaded  by  the 
tuberculous  process,  becoming  thickened  and  infiltrated,  and  at  the  same  time 
shortened  in  length.  An  early  symptom  of  renal  tuberculosis  is  increased  fre- 
quency of  micturition,  even  before  the  bladder  has  become  infected  in  the 
downward  progress  of  the  disease.  The  ureter  may  be  felt  to  be  thickened  per 
rectum  or  per  vaginam,  or  other  tuberculous  foci  may  be  found  in  the  prostate, 
vesiculae  seminales,  or  testes  in  the  male.  A  thorough  search  should  be  made 
for  tubercle  bacilli  in  the  urine. 

In  pyelonephritis  the  kidney  may  be  slightly  enlarged,  together  with  renal 
pain,  pyuria,  and  general  malaise.     Pyelonephritis  is  usually  bilateral,  and  due 


Another  form  o(  malignant  tumour  that  occurs  in  the  kidney  is  that  which 
is  supposed  to  arise  Jrom  embryonic  tissues,  and  to  which  tlie  name  of  embryoma 
has  been  apphed.  These  tumours  arc  formed  of  striated  muscle  (rbabdomyoina) 
or  of  mixed  tissues  such  as  striated  and  non-striated  muscle,  cartilage  or  bone, 
and  epithelial  structures  in  tubular  or  glandular  form.  They  grow  in  the  renal 
tissues,  expanding  the  latter  to  form  a  spurious  capsule.  They  occur  most 
frequently  in  children,  and  hematuria  is  comparatively  infrequent. 

Thus,  the  occurrence  of  a  renal  tumour,  accompanied  by  intermittent  attacks 
of  liaematuria,  especially  if  profuse,  should  always  give  suspicion  of  renal  growth 
in  an  adult.  Renal  tuberculosis  and  calculus  both  may  give  rise  to  renal 
enlarg^ement,  but  the  hematuria  is  seldom  profuse  ;  with  calculus,  the  hiematuria 
is  often  brought  on  or  increased  by  exertion,  whereas  with  growth  it  may  come 
on  at  any  time,  even  during  rest.  At  the  same  time,  it  should  be  remembered 
that  both  profuse  ha;maturia  and  renal  enlargement  may  arise  from  a  vesical 
tumour  which  obstructs  the  normal  flow  of  urine  from  the  ureteric  orifice  ; 
in  all  cases  therefore  a  cystoscopic  examination  should  be  made  before  any 
operative  measure  is  carried  out.  The  rapid  development  of  a  varicocele, 
especially  on  the  right  side,  is  a  point  significant  of  renal  growth,  it  being  due  to 
blockage  of  the  renal  vein  by  direct  extension  of  the  growth. 

Hydronephrosis  and  pyotuphrosis  form  definite  enlargements  of  the  kidney 
which  may  attain  a  large  size.  The  tumoiv  is  oval  or  rounded,  smooth,  and 
gives  a  sense  of  tenseness  or  elasticity,  whilst  occasionally  distinct  fluctuation 
may  be  obtained.  A  hydronephrosis  occurs  when  there  is  a  partial  obstruction 
to  the  ureter,  or  in  cases  of  repeated  attacks  of  complete  ureteric  obstruction. 
Bilateral  hydronephrosis  may  also  exist,  from  the  backpressure  due  to  any 
obstruction  of  the  normal  passage  of  urine  from  the  bladder.     Hydronephrosis  ia 
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usually  unaccompanied  by  pain  or  haematuria  ;  but  the  tumour  may  show 
marked  changes  in  size,  from  the  varying  character  of  the  lesion  producing  the 
obstruction  ;  thus,  if  the  ureter  be  wholly  blocked,  the  tumour  will  increase  in 
size  and  become  more  tense  ;  whilst  if  the  obstruction  be  partially  relieved,  the 
tumour  will  diminish,  synchronously  with  the  passage  of  a  larger  quantity  of 
urine  of  low  specific  gravity.  The  presence  of  any  obstruction  to  the  normal  flow 
of  urine  from  the  kidney  predisposes  to  the  onset  of  infection  of  the  kidney  by 
micro-organisms,  so  that  a  hydronephrosis  may  become  converted  into  a  pyo- 
nephrosis, or  the  latter  may  arise  from  the  obstruction  to  the  ureter  of  a  kidney 
already  the  seat  of  pyelitis.  The  physical  examination  of  a  kidney  distended 
with  urine  or  with  pus  shows  practically  no  difference  between  them,  but  with 
pyonephrosis  there  are  other  indications  usually  present  to  assist  the  diagnosis. 
The  examination  of  the  urine  will  reveal  the  presence  of  pus  at  some  time, 
although,  if  the  ureter  is  wholly  obstructed  at  the  time  of  examination,  pus  may 
be  absent  if  the  other  kidney  and  the  bladder  are  normal.  If,  however,  the 
ureter  is  blocked  only  partially,  pus  will  be  found  in  the  urine  ;  in  the  inter- 
mittent form,  pus  may  be  present  in  large  quantities,  coinciding  with  the  decrease 
in  the  size  of  the  renal  tumour.  With  pyonephrosis,  also,  there  will  be  the 
general  evidence  of  suppuration,  namely,  raised  temperature,  sweating,  pallor, 
and  often  diarrhoea.  The  most  frequent  causation  of  pyonephrosis  is  renal 
calculus,  so  that  a  careful  enquiry  into  the  history  of  the  case  for  symptoms  of 
calculus  may  give  important  indications  and  ;ir-ray  examination  may  be  of 
service  {Fig.  97,  p.  309)  unless  the  stone  has  been  passed. 

A  ssrous  or  hydatid  cyst  of  the  kidney  may  give  rise  to  a  tumour  in  the  loin 
exactly  resembling  a  hydronephrosis,  and  would  usually  be  diagnosed  as  such. 
The  discovery  of  hooklets  (Fig.  6,  p.  57)  or  hydatid  elements  in  the  urine  or  in  the 
fluid  aspirated  from  a  renal  cyst  will  point  to  the  nature  of  the  disease. 

Polycystic  disease  of  the  kidney  may  occur  in  children  or  in  adults,  and  forms 
a  tumour  which  is  commonly  bilateral,  though  that  of  one  side  may  be  larger 
than  the  other.  In  adults,  the  disease  causes  practically  no  trouble,  except  the 
presence  of  the  tumour,  in  the  early  stages ;  but  later,  symptoms  of  renal  in- 
efficiency develop.  The  tumour  gives  the  usual  physical  signs  of  a  renal  enlarge- 
ment, and  may  attain  a  great  size  on  both  sides.  There  may  be  aching  pain  in 
the  loins  and,  occasionally,  marked  haematuria.  The  urine  is  of  low  specific 
gravity,  is  increased  in  amount,  and  in  the  absence  of  blood  often  contains  a 
small  amount  of  albumin.  The  disease  is  usually  accompanied  by  arterio- 
sclerosis. The  character  of  the  urine  and  the  bilateral  renal  tumour  are  usually 
sufficient  data  upon  which  to  form  a  diagnosis ;  but  with  unilateral  tumour,  as 
occasionally  occurs,  the  diagnosis  is  very  difficult.  A  hydronephrotic  or  pyo- 
nephrotic  kidney  may  give  evidence  of  fluctuation  which  will  not  be  obtained 
with  a  polycystic  kidney.  R.  h.  Jocelyn  Swan. 

KNEE-JERK,  ABNORMALITIES  OF  THE.— Before  discussing  the  abnor- 
malities of  the  knee-jerk,  it  is  desirable  to  say  a  few  words  about  the  methods 
used  for  eliciting  this  valuable  physical  sign,  and  what  may  be  considered  to  be 
its  normal  variations. 

In  the  first  place,  it  is  essential,  if  mistakes  are  to  be  avoided,  to  test  the  knee- 
jerk  with  a  suitable  instrument.  The  fingers,  or  the  edge  of  a  hand  or  of  a  book 
are  unsatisfactory,  and  useless  for  accurate  examination.  Several  percussors 
are  made  for  the  purpose,  the  best  being  a  wooden  stethoscop>e  with  a  moderately 
heavy  ear-piece  surrounded  by  a  thick  indiarubber  ring.  In  the  second  place, 
the  patient  should  be  either  sitting  or  lying  down.  If  seated  in  a  chair,  he  may 
be  directed  to  cross  one  knee  over  the  other,  or,  better  still,  place  both  feet  on 
the  floor  as  far  away  from  him  as  is  possible  so  long  as  the  whole  sole  of  each  is 


of  the  patient  is  below  par.  Exaggeration  of  the  knee.jerk  may  t 
met  with  in  almost  any  conslitutional  ailment,  and  is  nearly  always  to  be  observed 
when  a  person  is  seriously  out  of  health.  For  instance,  a  phthisical  patient,  a 
case  of  chronic  renal  disease,  a  convalescent  from  enteric  fever,  or  a  neurasthenic 
may  present  very  brisk  jerks,  and  their  presence  may  only  be  looked  upon  as 
an  indication  of  a  general  loss  ol  nervous  tone.  This  fact  emphasizes  the 
necessity  for  nei-er  being  satisfied  with  an  examination  of  the  knee-jerk  alone 
in  attempting  to  diagnose  the  condition  of  the  nervous  system.  The  exami- 
nation of  the  knee-jerk  must  at  least  be  supplemented  by  that  of  certain  other 
reflexes,  the  most  important  of  which  are  the  abdominal  and  plantar.  If 
exaggerated  knee. jerks  arc  associated  with  normal  abdominal  reflexes  and  with 
the  flexor  type  of  plantar  response,  and  if  the  knee. jerks  are  approximately 
eijual  on  the  two  sides,  it  may  be  assumed  with  some  exceptions  that  the 
exaggeration  is  due  to  a  functional  loss  of  control  over  the  reflex  arc.  If.  on 
the  other  hand,  the  abdominal  reflex  is  absent  and  the  plantar  response  is  of  the 
extensor  type,  the  exaggeration  of  the  knee-jerk  is  due  to  some  organic  change 
in  the  cells  of  the  motor  area  of  the  brain  or  in  the  pyramidal  tracts  which  are 
made  up  of  the  axonal  processes  of  those  cells. 

From  what  has  just  been  said  it  is  clear  that  exaggeration  of  the  knee-jerk 
due  to  organic  disease  is  always,  or  nearly  always,  associated  with  other  reflex 
changes,  and  particularly  with  the  extensor  type  of  plantar  response.  Fre- 
quently, but  not  invariably,  these  two  signs  arc  supplemented  by  the  presence 
of  ankle-clonus,  by  a  spastic  condition  of  the  lower  extremities,  and  by  a  less  of 
voluntary  control  over  the  vesical  and  rectal  sphincters. 

When  the  pyramidal  tract  is  equally  affected  on  both  sides,  the  jerks  will  also 
be  exaggerated  equally;  but  if.  as  in  hemiplegia,  one  pyramidal  tract  is  more 
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diseased  than  the  other,  there  is  a  corresponding  difference  in  the  exaggeration 
of  the  knee-jerk  on  the  two  sides,  that  of  the  paralyzed  leg  being  more  brisk 
than  that  of  the  sound  hmb.  Inequahty  of  the  knee-jerk  is  also  observed  in 
certain  cases  of  general  paralysis  of  the  insane  for  the  same  reason. 

A  very  brisk  knee-jerk  is  sometimes  associated  with  a  phenomenon  which 
goes  by  the  name  of  patellar  clonus.  With  the  hmb  resting  relaxed  and  fully 
extended  on  the  bed,  the  patella  is  sharply  pressed  towards  the  foot,  with  the 
result  that  clonic  contractions  of  the  quadriceps  are  provoked  and  continue 
as  long  as  the  pressure  is  sustained.  Thus  a  very  exaggerated  knee-jerk  is 
associated  with  patellar  clonus,  just  as  a  very  brisk  ankle-jerk  is  associated 
with  ankle-clonus.  The  presence  of  well -sustained  patellar  clonus  is  generally 
indicative  of  organic  disease. 

In  order  to  summarize  in  a  few  words  the  significance  of  brisk  knee-jerks,  it 
may  be  stated  that  they  only  indicate  organic  disease  when  they  are  accompanied 
by  other  abnormal  reflex  phenomena,  such  as  extensor  plantar  response,  ankle 
or  patellar  clonus,  absence  of  abdominal  reflexes,  or  imperfect  control  of  the 
sphincters,  or  when  they  are  markedly  unequal  in  the  two  lower  extremities. 
It  might  be  added  that  the  presence  of  spasticity  is  of  equal  importance ;  but 
there  are  cases  with  rigid  hmbs  in  which  it  is  often  difHcult  to  say  whether  the 
rigidity  is  of  hysterical  or  organic  origin. 

The  knee-jerk  may  be  diminished  as  the  result  of  some  pathological  processes 
similar  to  those  which  abohsh  the  jerk.  On  the  other  hand,  owing  to  the  natural 
variations  in  the  activity  of  the  reflex,  it  is  often  difficult  to  be  sure  that  the 
sluggish  character  of  a  knee-jerk  is  of  pathological  origin  unless  there  is  evidence 
to  show  that  it  had  been  obtained  previously  with  greater  facility.  Most  infants 
suffering  from  acute  febrile  or  debilitating  disorders  present  very  diminished 
knee-jerks ;  often  the  latter  cannot  be  obtained  at  all,  at  the  height  of  broncho- 
pneumonia or  epidemic  diarrhoea  for  instance,  though  they  return  to  normal 
as  convalescence  progresses. 

The  knee-jerk  is  lost  only  in  organic  disease,  and  the  absence  of  that  reflex, 
therefore,  is  evidence  of  some  pathological  process. 

The  conditions  under  which  the  knee-jerk  is  lost  may  be  classified  in  the 
following  manner : — 

1.  Affections  of  the  quadriceps  extensor  muscle,  as  in  the  myopathies. 

2.  Affections  of  the  afferent  path  of  the  reflex  arc,  as  in  cases  of  tabes  in  which 
the  lumbar  region  of  the  spinal  cord  is  involved. 

3.  Affections  of  the  anterior  horn  cells,  such  as  occur  when  myelitis  involves 
the  third  and  fourth  lumbar  segments  of  the  cord. 

4.  Affections  of  the  efferent  fibres  in  the  anterior  crural  nerve  innervating 
the  quadriceps  muscle,  as  in  some  forms  of  |>eripheral  neuritis. 

5.  In  complete  transverse  lesions  of  the  spinal  cord  above  the  lumbar  enlarge- 
ment. This  is  usually  the  result  of  a  dorsal  myelitis,  or  of  a  fracture-dislocation 
of  the  vertebral  column  with  severe  injury  to  the  cord. 

6.  When  the  intracranial  pressure  is  greatly  increased,  particularly  in  cases 
of  intracranial  tumour,  and  more  especially  when  the  tumour  occupies  the 
posterior  fossa  of  the  skull. 

It  should  be  noted  carefully  that  the  absence  of  the  knee-jerk  in  most  cases 
affords  evidence  of  some  lesion  of  the  structures  which  constitute  the  reflex  arc, 
on  the  integrity  of  which  it  depends.  It  is  a  localizing  sign,  not  necessarily 
a  sign  of  some  particular  disease.  For  instance,  it  is  quite  possible  for  patients 
suffering  from  tabes  to  retain  their  knee-jerks  so  long  as  the  morbid  process  has 
not  involved  the  lumbar  region  of  the  spinal  cord,  or  one  knee-jerk  may  dis- 
appear before  the  other.  For  the  same  reason  the  jerk  may  be  present  in  certain 
cases  of  acute  poliomyelitis,  or  one  may  remain  when  the  other  has  been  lost. 


conditions,  namely :  first,  an  absolute  increase  above  the  noimai  oi  tnc  nuiaoer 
of  leucocytes  per  c.mm.  of  blood,  without  distinction  as  to  which  particular 
variety  of  leucocyte  is  mainly  incTea»;d  ;  and  secondly,  an  absolute  increase  in 
the  total  numbers  of  polymorphonuclear  cells  per  c.mm.  oi  blood.  If  the  word 
leucocytosis  is  used  in  the  latter  restricted  sense,  then  there  is  no  chnical  term 
to  express  an  absolute  increase  of  all  the  leucocytes  in  the  blood,  whatever  their 
kind,  and  it  seems  preferable  to  use  the  term  leucocytosis  in  the  broader  sense,, 
as  beiny  an  absolute  increase  in  the  total  number  of  white  corpuscles  per  c.mm. 
of  blood,  indicating  the  kind  of  leucocytosis  by  means  of  a  differential  leucocyte 
count.     It  is  in  this  sense  that  the  term  is  used  here. 

The  point  at  which  an  increase  in  the  total  number  of  leucocytes  per  c.mm.  of 
blood  can  be  called  leucocytosis  is  an  arbitrary  one,  for  whereas  5,000  per  c.mm. 
is  regarded  as  the  average  in  health,  there  are  considerable  variations  during 
the  day,  either  in  relation  to  digestion,  exercise  or  what  not,  and  the  same 
person  who  at  one  time  of  the  day  may  have  5,000  may  at  another  have  even  as 
many  as  14,000  per  c.mm.  If  the  differential  leucocyte  count  remains  normal, 
no  total  leucocyte  count  less  than  13,000  per  c.mm.  can  be  regarded  as  abnormal, 
and  it  is  not  until  the  figure  reaches  10,000  or  more  that  much  stress  can  be 
laid  upon  it.  The  numl>ers  tend  to  be  higher  in  children  and  in  pregnant  women 
than  in  other  healthy  individuals. 

From  a  clinical  point  of  view  there  are  only  two  main  groups  of  conditions 
in  which  the  existence  of  leucocytosis  is  really  of  diagnostic  importance, 
namely:  first,  in  cases  of  splenomedullary,  lymphatic,  or  mixed  leukiemiS,  the 
dilferential  diagnosis  of  which  is  discussed  under  ANiiiMiA  ;  and  secondly, 
in  connection  with  infective  processes,  particularly  those  associated  with 
suppuration. 
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There  are  a  large  number  of  maladies  in  which  a  moderate  degree  of  leuco- 
cytosis  may  occur,  but  in  which  the  behaviour  of  the  leucocytes  themselves 
is  of  little  diagnostic  significance.  Thus,  whether  there  is  or  is  not  any 
leucocytosis  makes  little  or  no  difference  in  t^e  diagnosis  of  the  following 
conditions,  in  all  of  which  the  number  may  be  anything  from  5,000  to  20,000 
per  c.mm.  :  acute  rheumatism,  scarlet  fever,  myxoedema,  intestinal  obstruction, 
diphtheria,  cholera,  foetid  bronchitis,  bronchiectasis,  urethritis,  acute  follicular 
tonsillitis,  whooping-cough,  carcinoma,  sarcoma,  and  rabies.  In  all  of  these  con- 
ditions, and  probably  in  many  others,  whereas  many  cases  show  no  leucocytic 
change  at  all,  a  certain  proportion  may  exhibit  leucocytosis.  If  there  was  a 
universal  rule,  either  that  there  was  or  was  not  leucocytosis,  the  fact  might  be 
used  in  differential  diagnosis  ;  for  instance,  the  occurrence  of  leucocytosis  in 
scarlet  fever  might  be  used  as  a  point  in  distinguishing  it  from  measles,  in  which 
such  leucocytosis  is  rare  ;  but  it  is  just  possible  that  there  may  be  a  leucocytosis 
in  a  case  of  measles,  and  it  is  more  than  jx>ssible  that  scarlet  fever  may  present 
no  leucocytosis,  so  that  whereas  the  general  rule  is  to  the  contrary,  it  is  not  so 
constant  as  to  be  a  safe  ground  upon  which  to  make  a  differential  diagnosis. 
It  can  only  be  said,  broadly  speaking,  that  whereas  leucocytosis  is  not  uncommon 
in  the  conditions  already  enumera£ed,  it  is  upon  the  whole  not  common  in 
measles,  malaria,  typhoid  fever,  typhus  fever,  influenza,  small-pox,  mumps,  and 
tuberculosis  other  than  caseous  bronchopneumonia,  secondary  infected  phthisical 
cavities,  or  tuberculous  meningitis. 

It  is  stated  that  certain  drugs  may  produce  leucocytosis,  though  careful 
experiments  with  some  of  them  have  by  no  means  always  confirmed  this. 
Succinic  acid,  protargol,  and  essential  oils  such  as  turpentine,  peppermint,  or 
cinnamon,  are  examples  of  those  said  to  produce  sUght  leucocytosis.  After 
severe  loss  of  blood,  such  as  may  result  from  excessive  haematemesis,  venesection, 
post-partum  haemorrhage,  and  the  like,  the  leucocytes  may  rise  in  a  compara- 
tively short  time  to  over  15,000,  and  perhaps  to  over  20,000  per  c.mm. 

It  is  clear,  therefore,  that  when  so  many  conditions  may  lead  to  leuco- 
cytosis, its  importance  is  much  diminished  as  a  means  of  differential  diagnosis. 
One  may  say,  however,  that  unless  there  are  other  clinical  indications  to  the 
contrary,  a  definite  leucocytosis  of  20,000  or  more,  the  figure  sometimes  reach- 
ing even  50,000  or  60,000,  together  with  a  relative  increase  in  the  polymorpho- 
nuclear cells  from  their  normal  65  per  cent  to  80,  85,  or  even  90  per  cent 
of  all  the  leucocytes  present  in  the  blood,  is  considerable  evidence  of  there 
being  suppuration  somewhere.  It  is  worthy  of  notice,  that  in  a  suppuration 
which  produces  leucocytosis  with  a  relative  increase  in  the  polymorphonuclear 
cells,  the  pus  requires  to  be  confined  under  pressure,  for  instance,  in  an  appen- 
dicular abscess,  an  abscess  of  the  liver,  empyema  of  the  gall-bladder,  suppurative 
pylephlebitis,  infective  cholangitis,  perineal  abscess,  pyosalpinx,  suppurating 
ovarian  cyst,  thoracic  empyema,  abscess  of  the  lung,  cerebral  abscess,  sub- 
cutaneous or  pyaemic  abscess,  an  unopened  whitlow,  an  infected  thrombosed 
vein,  or  suppurating  lymphatic  glands.  When  an  abscess  which  has  hitherto 
been  associated  with  leucocytosis  is  opened,  the  number  of  leucocytes  in  the 
blood  quickly  falls  to  normal ;  there  is  little  or  no  leucocytosis  in  conditions  in 
which  pus  is  not  under  pressure,  for  instance  in  cases  of  imp>etigo  and  other 
forms  of  pyodermia,  superficial  gangrene  of  the  skin,  suppuration  connected 
with  opened  hip- joint  disease  or  psoas  abscess,  and  so  forth.  It  is  probably 
on  this  account  that  fungating  endocarditis  often  produces  a  sUght,  but  hardly 
ever  any  considerable,  leucocytosis ;  the  same  applying  to  pyelitis,  pyonephrosis, 
and  pyelonephritis,  in  all  of  which,  if  there  is  free  drainage  through  the  ureter, 
leucocytosis  is  absent,  whilst  if  there  are  abscesses  in  the  kidney  substance  the 
leucocytosis  may  be  considerable.     Gangrene  of  the  lung  is  another  instance  of 


cytosis  indicates  that  the  diagnosis  of  typhoid  fever  is  wrong,  and  that  there  is 
really  deep-seated  suppuration,  such  as  an  appendicular  abscess  or  a  pyosalpinx. 
Another  similar  example  of  the  possible  value  of  this  in  differential  diagnosis 
is  in  distinguishing  malaria,  in  which  there  should  be  no  leucocytosis,  from 
hepatic  abscess,  in  which  leucocytosis  is  the  rule.  Htrbtrl  French. 

LEUCOPENIA  denotes  the  presence  of  a  smaller  number  of  leucocytes  per 
r.mra.  of  blood  than  normal.  When  there  are  less  than  5,000  leucocytes  per 
c.mm.  one  may  call  the  condition  leucopenia.  There  are  a  large  number  of 
aiiections  in  which  this  occurs,  in  most  oi  which  the  fact  is  of  little,  if  any, 
diagnostic  importance.  It  may  result  from  simple  slanalion,  either  voluntary, 
due  to  stenosis  of  the  (Esophagus,  or  from  ulcerative  colitis.  It  is  the  rule 
in  most  chronic  intoxications,  particularly  those  which  result  from  ptumbism 
or  poisoning  by  mercury,  arsenic,  ether,  alcohol,  or  morphia.  It  is  to  be  found 
in  certain  of  the  severe  antemias,  more  particularly  in  cases  of  pernicious  anamia, 
aplastic  ana-mia.  and  som£  cases  of  Hodgkin's  disease  or  lymphadenoma, 
particularly  in  the  later  stages.  Acute  miliary  tuberculosis  is  often  associated 
with  leucopenia.  and  so  also  is  tuberculous  peritonitis  in  more  cases  than  not. 
The  chief  clinical  importance  of  leucopenia  is  in  connection  with  two  diseases 
in  particular,  namely  typhoid  /ever  and  malaria.  In  the  former  it  may  some- 
times be  ol  great  impiortance  to  know  that  there  is  leucopenia  almost  from  the 
beginning,  for  not  a  few  cases  have  been  regarded  at  first  as  examples  of  typhoid 
when,  days  before  the  Widal's  reaction  could  be  positive,  the  existence  of  Jeuco- 
cytosis  instead  of  leucopenia  has  served  to  suggest  suppuration  rather  than 
typhoid,  the  pus  being  subsequently  discovered  in  the  pelvis  in  connection, 
perhaps,  with  a  pyosalpinjt,  or  in  an  appenilicular  abscess  or  the  like.     The 
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difierential  leucocyte  count  may  also  be  of  assistance  in  the  same  direction,  for 
the  leucopenia  of  typhoid  fever  is  associated  .with  a  relative  increase  of  the 
smaller  lymphocytes  and  diminution  of  the  polymorphonuclear  cells,  whilst 
with  suppuration  the  reverse  is  the  case.  Leucopenia  will  not  serve  to  dis- 
tinguish between  typhoid  fever  on  the  one  hand,  and  either  general  tuberculosis, 
influenza,  or  malaria  upon  the  other ;  but  granted  that  there  is  a  pyrexial  illness 
suggestive  of  typhoid  fever,  the  occurrence  of  leucopenia  with  a  relative  increase 
in  ^e  small  lymphocytes,  helps  considerably  in  confirming  the  diagnosis  days 
before  the  Widal's  reaction  would  be  positive.  The  leucopenia  persists  unless 
perforation  or  other  complications  that  may  lead  to  pus  formation  supervene. 

Malaria  is  generally  associated  with  a  reduction  of  the  total  number  of  leuco- 
cytes per  c.mm.  down  to  perhaps  3000,  2000,  or  even  less.  Associated  with 
this  leucopenia  there  is  relative  increase,  not  in  the  small  lymphocytes  as  in 
typhoid  fever,  but  in  the  large  hyaline  lymphocytes  ;  the  association  of  these  two 
things  together,  in  a  patient  whose  history  points  to  the  possibility  of  malaria, 
is  of  considerable  assistance  in  clinching  the  diagnosis,  and  it  may  be  of  particular 
value  in  cases  in  which  quinine  has  been  administered,  so  that  the  most  con- 
clusive proof  of  the  nature  of  the  complaint,  namely  the  discovery  of  the  malarial 
parasites  in  blood  films,  is  not  for  the  moment  possible.  One  difficulty,  which  is 
not  at  all  uncommon  in  the  tropics,  is  to  decide  between  malaria  on  the  one  hand 
and  abscess  of  the  liver  upon  the  other.  Leucopenia  and  a  relative  increase  in 
the  large  l3anphocytes  strongly  favours  malaria,  whereas  an  abscess  would  cause 
eucocytosis  and  a  relative  increase  in  the  polymorphonuclear  cells. 

Herbert  French. 
LEUCORRHCEA. — (See  Discharge,  Vaginal.) 

UMPINO. — (See  Gait,  Abnormalities  of.) 

LINE  A  ALBIC  ANTES. — These  are  sometimes,  and  with  equal  propriety, 
termed  lineae  atrophies  ;  both  terms  precisely  describe  them  ;  the  one  their 
appearance  and  the  other  their  origin.  They  consist  of  areas  of  skin  many  times 
longer  than  broad — hence  the  word  linea  to  describe  them ;  somewhat  shiny, 
bluish-white  in  colour — hence  albicantes ;  and  they  are  produced  by  atrophy  of 
portions  of  the  true  corium  (sub-epithelial) — hence  the  term  atrophicae. 

There  is  no  disease  that  really  resembles  them,  and  indeed  no  other  condition 
of  the  skin  with  which  they  can  be  confounded  when  once  they  have  been  p>ointcd 
out.  Morphcca  and  leucodermia  (q.v.)  are  the  only  possible  exceptions,  and 
these  only  under  the  rarest  circumstances,  for  the  patches  of  these  affections 
are  not  linear,  do  not  shine,  are  not  atrophic,  and  above  all,  do  not  show  those 
small  cross  wrinkles  of  epidermis  at  right  angles  to  the  axis  of  a  linea  so  character- 
istic of  lines  albicantes  ;  these  wrinkles  can  be  smoothed  away  by  stretching 
the  skin  in  a  direction  parallel  to  the  linea,  but  they  return  at  once  on  relaxing 
the  tension. 

The  meaning  of  these  lines  is  that  the  skin  has  been  unduly  stretched  over 
some  fairly  long  period  of  time ;  but  it  must  be  distinctly  understood  that  they 
give  not  the  slightest  indication  as  to  the  cause  of  the  stretching,  this  caution 
being  necessary,  because  when  these  lines  are  found  on  a  woman's  abdomen  or 
breasts,  it  is  commonly  assumed  that  they  constitute  evidence  of  a  past 
pregnancy  ;  it  is  perfectly  true  that  this  is  the  commonest  origin  ;  but  any  other 
cause  of  swelling,  such  as  tumour,  ascites,  and  even  fat  and  oedema,  etc.,  will 
produce  them  by  stretching  the  skin. 

They  are  very  frequently  seen  on  the  shoulders  and  thighs  of  persons  of  either 
sex,  and  in  these  positions  suggest  either  present  or  past  obesity,  but  are  not 
conclusive  evidence  of  anything  but  undue  stretching.  Fred.  J.  Smith. 


an  erythematous  aspect.  The  conditions  here  described  are  all  rare,  and  are 
not  likely  to  be  confused  with  more  ordinary  affections  of  the  labial  epithelium. 

In  syphilis  the  red  of  the  lips  ia  sometimes  the  seat  of  the  primary  sore 
(sec  Fig.  lo,  p.  86],  and  in  the  secondary  stage  condylomata  may  occur  io  this 
situation.  The  chancre  may  be  flattish  and  covered  with  a  false  membrane,  or 
it  may  present  itself  as  a  crateriform  infiltrated  ulcer. 

In  epithelioma  the  lip — usually  the  lower  one— is  frequently  the  point  of 
attack,  the  growth  beginning  as  a  slight  abrasion,  crack,  or  papule,  and  running 
ihc  usual  course.     (See  under  Tumours  of  the  Skin.) 

Fordyce's  disease  specially  attacks  the  red  of  the  lips  and  the  oral  mucous 
membrane,  the  lesions  consisting  of  small  whitish  or  yellowish  milium-like 
liodics,  which  may  be  discrete  or  coalescent,  profuse  or  scanty.  Inside  the  mouth 
the  milium-like  bodies  are  whiter  than  those  on  the  lip,  and  are  also  more 
projecling.  If  subjective  symptoms  are  present,  they  take  the  form  of  slight 
burning  and  itching,  with  a  feeling  of  stiffness.  The  signs  can  hardly  be 
confounded  with  those  of  any  other  affection.  When  the  lesions  are-  very 
abundant  they  may  simulate  a  solid  patch;  but  if  the  tissues  are  stretched, 
the  milium-like  bodies  can  be  distinguished. 

Perleche  is  a  contagious  affection  almost  peculiar  to  children,  and  due  pro- 
bably to  streptococci.  It  usually  starts  at  both  angles  of  the  lips,  as  a  whiten- 
ing and  maceration  of  the  epithelium,  which  is  easily  detached  ;  it  extends  along 
the  epithelium  towards  the  middle  line,  involving  also  the  surrounding  skin 
and  the  mucosa  of  the  inside  of  the  lips.  There  arc  usually  some  hyperasmia 
and  inflammation,  and  the  feeling  of  heat  and  discomfort  prompts  the  child 
constantly    to   lick   its   lips — hence   pertichi.     The   affection  often   appears   in 
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association  with  impetigo  contagiosa,  or  impetiginous  stomatitis,  or  vesicular 
erythema.  In  some  cases  it  can  only  be  discriminated  from  the  mucous  patches 
of  syphiUs  by  the  absence  of  other  secondary  signs.  From  herpes  it  can  be 
diagnosed  by  its  bilateraUty  and  its  not  beginning  as  a  vesicular  eruption. 

Malcolm  Morris. 

LIPURIA. — (See  Chyluria.) 

LIVER  DULLNESS,  DEFICIENT. — The  most  common  cause  for  diminution 
of  the  hepatic  dullness  is  emphysema.  The  chest  is  barrel-shaped,  the  lower 
ribs  are  everted,  and  the  diminution  of  the  dullness  is  at  its  upper  part.  The 
dullness  is  diminished  from  above  downwards  in  cases  of  tight  lacings  which  forces 
the  liver  down,  and  in  cases  of  hepatoptosis  {q.v.,  p.  406).  But  in  these  t\%o 
instances  the  hepatic  dullness  descends  lower  than  is  normal,  so  that  the  total 
liver  dullness  is  often  natural.  The  hepatic  dullness  is  diminished  very  con- 
siderably and  rapidly  in  acute  yellow  atrophy  :  the  signs  of  this  disease  arc  so 
numerous  and  striking  that  the  diagnosis  is  not  as  a  rule  difficult.  It  slowly 
diminishes  when  the  liver  shrinks  in  the  terminal  stage  of  cirrhosis.  It  is  often 
said  that  in  perforative  peritonitis  the  presence  of  free  gas  in  the  peritoneal 
cavity  leads  to  a  diminution  of  the  hepatic  dullness.  This  is  undoubtedly  true 
sometimes,  but  the  sign  is  so  often  absent,  that  considering  there  are  other 
causes  of  diminution  of  hepatic  dullness,  it  is  unwise  to  lay  much  stress  on  its 
presence  or  absence  in  coming  to  a  diagnosis  of  perforative  peritonitis.  Con- 
siderable gaseous  distention  of  the  bowels  will  also  cause  diminution  of  the 
hepatic  dullness.  w.  Hale  White. 

UVER,  ENLAROEMENTS  OF  THE.— In  adults,  the  Uvcr  is  about  ^., 
but  at  birth  it  is  ^^  to  ^  of  the  weight  of  the  whole  body ;  therefore  in  infants 
and  young  children  it  is  relatively  larger  than  in  adults.  Unless  this  is  remem- 
bered, the  liver  may  in  such  patients  be  thought  enlarged  when  really  it  is  of 
normal  size. 

On  deep  inspiration,  in  thin  people  whose  abdominal  muscles  arc  lax,  the 
lower  edge  of  the  normal  liver  can,  in  the  supine  position,  be  felt  by  the  fingers 
to  descend,  if  they  are  thrust  up  under  the  ribs  outside  the  right  rectus.  In  the 
upright  position  it  may  descend  half  an  inch  lower  than  this.  In  the  epigastric 
angle,  a  small  portion  of  the  anterior  surface  of  the  left  lobe  is  in  contact  with  the 
anterior  abdominal  wall.  Often  this  cannot  be  felt  owing  to  rigidity  of  the  recti 
abdominales  muscles,  but  it  may  be  the  only  part  that  can  be  felt  unless  the 
ribs  are  raised  as  in  emphysema. 

The  hepatic  dullness  to  the  left  of  the  sternum  cannot  be  distinguished  from 
that  due  to  the  heart ;  on  the  right,  it  begins  at  the  middle  of  the  ensiform 
process  of  the  sternum,  in  the  nipple  line  it  reaches  the  upper  part  of  the  fifth 
intercostal  space,  in  the  mid-axillary  hne  the  seventh,  in  the  line  of  the  angle 
of  the  scapula  the  ninth.  In  health  the  edge  of  the  liver  is  firm  and  uniform, 
and  the  surface  feels  smooth.  In  excessively  rare  instances  the  whole  organ 
is  lobulated.  This  is  probably  not,  as  has  been  supposed,  a  developmental 
abnormality,  but  represents  past  disease,  possibly  intra-uterine.  If  the  Uver 
is  transposed,  the  right  lobe  is  small  and  the  left  large.  Occasionally  either  lobe 
is  dwarfed  by  disease,  e.g.,  alcohol  or  syphilis.  A  tongue-like  projection  of 
the  right  lobe  may  protrude  from  its  lower  right-hand  part.  This  projection, 
known  as  RiedeVs  lobe,  is  often  associated  with  disease  of  the  gall-bladder  such 
as  gall-stones,  or  with  tight  lacing,  and  is  commoner  in  women  than  in  men,  but 
as  it  may  be  found  in  quite  young  children,  it  must  be  regarded  as  sometimes 
an  anatomical  abnormality.  A  Riedel's  lobe  may  give  rise  to  great  difficulties 
of  diagnosis  ;   the  connection  between  it  and  the  liver  may  be  only  peritoneum. 


diaphra.gin.  It  may  also  be  depressed  by  a  right-sided  pneumothorax.  If  in 
diaphragmatic  pleurisy  the  diaphragm  is  not  working,  and  is  in  a  more  or  less 
constant  position  of  inspiration,  the  liver  is  also  constantly  in  this  position, 
and  hence  seems  to  be  a  little  depressed.  Extreme  penc<irdial  effusion  is  said 
to  depress  the  liver,  but  this  must  be  very  rare,  for  the  pressure  would  have 
to  act  through  the  fibrous  part  of  the  pericardium,  which  is  very  lirm.  It  is 
often  stated  that  a  subdiaphragmatic  abscess  will  depress  the  liver  considerably  ; 
but  this  is  incotrect,  lor  the  numerous  adhesions  in  connection  with  such  an 
abscess  generally  prevent  depression  of  the  liver. 

Tight  lacing  may  cause  a  deep  furrow  on  the  liver  palpable  during  life.  I 
have  known  so  deep  a  furrow  caused  by  a  man's  belt  that  the  part  of  the  liver 
below  the  furrow  felt  almost  separated  from  the  rest  of  the  organ  ;  in  such  a 
case  there  may  be  a  false  impression  of  enlargement.  The  effect  of  corsets  or 
other  artificial  pressure  is  often  such  as  to  give  an  incorrect  impression  ol 
enlargement,  because  the  organ  is  pressed  down  ;  most  commonly  the  liver  is 
forced  down,  flattened,  and  elongated  from  above  downwards.  It  thus  forms 
an  apron,  covering  much  more  of  the  intestines  tlian  is  natural,  but  sometimes 
some  of  them  may  get  in  front  of  it.  Such  a  pressure  often  leads  to  a  transverse 
depression  across  the  right-hand  lower  part  of  the  right  lobe,  so  that  a  more  or 
less  detached  portion  of  it  lies  in  the  position  of  a  Riedel's  lobe. 

It  is  quite  rare  for  enlargement  of  the  liver  to  lead  to  any  upward  extension 
of  the  hepatic  dullness.  This  is  what  might  be  expected,  for  the  mere  weight 
of  the  enlarged  liver  will  lead  to  its  falling,  and  the  resistance  of  the  intestines 
and  alwlominal  walls  being  much  less  than  that  of  the  diaphragm,  it  will  there- 
fore grow  in  the  direction  of  least  resistance,  that  is,  downwards.     Raising  of 
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the  upper  limit  of  hepatic  duUness  is  best  observed  when  some  local  disease  of 
the  Uver  directly  implicates  the  diaphragm  ;  thus,  a  tropical  abscess  of  the  liver 
growing  from  its  upper  surface  will  soften  the  diaphragm  and  extend  upwards  ; 
a  hydatid  will  do  the  same.  So,  when  there  is  an  extension  upwards  of  the 
upper  hepatic  dullness,  it  is  a  local  extension  forming  a  dome-shaped  addition 
to  the  hepatic  dullness.  Very  large  collections  of  ascitic  fluid  or  very  large 
abdominal  tumours  may  push  the  liver  up,  but  this  is  excessively  rare,  for  such 
conditions  will  more  readily  compress  the  intestines  and  bulge  the  abdominal 
walls.  A  subdiaphragmatic  abscess,  by  its  extension  of  dullness  up  into  the 
chest,  may  appear  to  extend  the  liver  dullness  upwards. 

There  are  three  moderately  common  tumours  in  the  abdomen  which  may  give 
a  false  impression  of  increase  in  the  size  of  the  liver.  They  are  :  A  stomach 
affected  with  malignant  disease^  especially  when  the  growth  infiltrates  much  of 
the  greater  curvature  ;  malignant  disease  of  or  impaction  of  faces  in  the  transverse 
colon  ;  and  the  great  omentum  thickened  and  puckered  up  towards  the  transverse 
colon  by  some  form  of  chronic  peritonitis.  Any  of  these  tumours  may  move  up 
and  down  with  respiration,  for  they  are  all  directly  or  indirectly  attached  to 
the  liver  ;  but  the  movement  is  not  usually  so  extensive  as  that  of  the  liver 
should  be,  and  a  band  of  resonance  may  sometimes  be  detected  between  the 
liver  and  the  tumour,  or  the  edge  of  the  liver  may  be  felt  above  it.  Enlarge- 
ments of  the  pylorus,  and  thickening  in  connection  with  a  gastric  or  duodenal 
ulcer  may  all  be  difficult  to  distinguish  from  an  enlarged  gall-bladder.  The  hepatic 
dullness  may  be  altered  by  gas,  and  it  may  be  almost  obliterated  by  the  descent 
of  an  emphysematous  lung  ;  slight  lowering  of  the  upper  margin  of  the  hepatic 
dullness  from  this  cause  is  quite  common.  In  emphysema,  too,  the  lower  ribs 
stand  so  far  forward  that  it  may  be  impossible  to  feel  the  lower  edge  of  the 
liver.  When,  as  in  perforative  peritonitis,  there  is  free  gas  in  the  peritoneal 
cavity,  the  gas  getting  in  front  of  the  liver  may  diminish  the  hepatic  dullness, 
but  this  sign  is  so  often  absent  that  its  absence  must  not  be  used  as  an  argument 
against  the  existence  of  perforative  peritonitis.  On  the  other  hand,  partial 
obliteration  of  the  hepatic  dullness  may  be  due  to  the  fact  that  some  of  the 
intestine  is  between  the  liver  and  the  anterior  abdominal  wall.  A  large 
collection  of  ascitic  fluid  often  renders  it  difficult  to  estimate  the  size  of  the  liver. 

Hepaioptosis,  and  wandering  liver,  are  terms  applied  to  a  liver  which,  being 
unduly  displaceable,  leaves  its  normal  position.  It  is  a  rare  condition,  but  must 
be  borne  in  mind,  for,  if  not,  a  liver  which  is  only  displaced  may  erroneously  be 
thought  to  be  enlarged.  Extreme  degrees  are  met  with  in  cases  of  general  viscero- 
ptosis. It  is  commoner  in  women  than  men,  and  is  most  often  seen  after  the  age 
of  forty.  The  abdominal  walls  are  usually  pendulous,  and,  as  the  abdominal 
muscles  are  powerful  agents  for  keeping  the  abdominal  viscera  in  place,  this 
weakness,  combined  with  a  laxity  of  the  hepatic  ligaments,  is  probably  the  cause 
of  the  hepatoptosis.  Tight  lacing  leads  to  weakness  of  the  abdominal  muscles, 
as  well  as  pressing  the  liver  down.  When  the  liver  in  this  condition  is  examined, 
it  is  found  to  have  fallen,  and  to  be  flattened,  extending  often  to  the  umbilicus, 
with  its  greatest  prominence  near  its  lower  part  and  on  the  right.  It  may  form 
a  protrusion  of  the  abdominal  walls  ;  it  is  easily  palpable,  moves  up  and  down 
with  respiration,  and  can  usually  be  pushed  back  into  its  normal  i>osition  when 
the  patient  lies  down  ;  indeed,  when  the  patient  is  in  the  supine  position,  it 
sometimes  goes  back  of  its  own  accord,  only  to  fall  again  when  she  stands  up. 
It  is  movable  laterally,  and  can  be  rotated  with  the  hands  about  a  horizontal 
axis  passing  through  the  attachment  of  the  organ  to  the  inferior  vena  cava. 
There  is  considerable  diminution  in,  or  even  absence  of,  the  hepatic  dullness  in 
the  chest ;  in  an  extreme  case  the  hand  may  be  passed  up  between  the  liver 
and  the  ribs,  and   at   the  upper  right-hand  part  of  the  abdomen  there  is  a 


n  of  the  right  ventricle.  Such  incompetence  of  the  tricuspid  orifice 
is  nearly  always  secontiary  to  mitral  disease.  Great  care  most  be  taken  not 
to  mistake  a  thrust  downwards  of  the  liver  by  the  contraction  of  a  hypertrophied 
heart,  or  the  thrust  forwards  by  a.  pulsating  aorta,  lor  hepatic  pulsation.  The 
distinguishing  feature  of  this  is,  that  when  one  hand  is  placed  on  the  front 
and  the  other  on  the  back  of  the  abdomen  over  the  enlarged,  congested  liver, 
the  two  hands  can  be  felt  to  be  separated  by  the  expansile  pulsation  of  the 
liver.  This  is  not  the  case  when  the  pulsation  is  transmitted.  Naturally, 
pulsation  of  the  veins  of  the  neck  is  often  seen  in  cases  in  which  the  liver  can 
be  felt  to  pulsate. 

General  Congestion  at  the  liver. — This  is  frequently  said  to  be  present  in 
those  who  liuHer  from  dyspepsia,  but  if  this  be  so  it  does  not  give  rise  to  a 
demonstrable  enlargement.  When,  however,  a  European  lives  for  many  years  in 
a  tropical  country,  he  is  liable  to  suffer  from  attacks  of  congestion  of  the  liver, 
and  these,  when  frequently  repeated,  lead  to  an  enlargement  called  tropical 
liver.  The  organ  is  uniformly  enlarged,  smooth,  somewhat  hard,  and  has  a 
uniform  edge.  Pain  and  tenderness  are  not  such  prominent  features  as  they  are 
in  a  nutmeg  liver.  The  condition  is  often  associated  with  indigestion,  errors 
of  diet — especially  the  taking  of  too  much  alcohol — and  attacks  of  pyrexia. 
When  these  are  present  the  livet  becomes  tender,  painful,  and  more  enlarged, 
and  1  have  known  such  a  condition  mistaken  for  hepatic  abscess.  The  stifferer 
complains  of  a  sensation  of  weight  in  the  hepatic  region ;  he  is  constipated,  and 
the  urine  is  full  of  lithates.  In  an  extreme  and  chronic  case  the  organ  may 
extend  four  inches  below  the  ribs;  the  patient  is  depressed,  irritable,  and  of  a 
sallow  complexion.     The  spleen  may  be  enlarged. 
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Suppuration  within  the  Liver. — Multiple  pyaemic  abscesses  within  the  liver, 
which  constitute  part  of  the  condition  known  as  portal  pya;mia,  generally  do 
not  cause  enlargement  of  the  liver,  but  this  is  often  present  with  a  large  single 
abscess.  There  is  usually  a  history  of  dysentery,  for  amoebic  dysentery  is  by 
far  the  commonest  cause  of  a  large  single  abscess ;  therefore  it  usually  occurs 
in  the  tropics,  and  is  then  commonly  called  a  tropical  abscess.  Very  rarely  it 
is  secondary  to  other  specific  fevers,  it  may  be  due  to  suppuration  round  a 
gall-stone,  or  may  spread  from  some  neighbouring  suppuration,  e.g.,  a  peri- 
nephritic  abscess.  Or  again,  it  may  be  caused  by  suppuration  of  a  hydatid 
or  by  injury.  The  presence  of  any  of  these  causes  may  help  the  diagnosis  ; 
but  sometimes,  even  when  the  abscess  is  due  to  the  dysenteric  amoeba,  it 
may  be  difficult  to  obtain  a  history  of  dysentery ;  and  indeed  the  dysenteric 
ulcers  of  the  intestine  may  have  healed  years  before  the  symptoms  of  hepatic 
abscess  show  themselves.  Very  rarely  it  appears  to  follow  intestinal  ulcera- 
tion which,  as  far  as  we  know,  is  not  dysenteric  ;  this  is  so  in  some  of  the 
examples  of  single  large  abscess  in  which  the  patient  has  never  left  this 
country.  Indeed,  sometimes  a  single  large  hepatic  abscess  is  found  in  the 
tropics,  when  the  most  careful  search  fails  to  find  any  amoebae  in  the  pus 
of  the  abscess,  or  to  obtain  any  history  of  dysentery,  or  only  a  history  of 
bacillary  dysentery.  Probably  the  true  cause  of  a  single  large  abscess  is  not 
known,  and  the  amoeba  is  only  a  contributory,  although  a  powerfully  con- 
tributory, cause.  These  abscesses  are  most  common  in  men  between  the  ages 
of  twenty-five  and  forty-five.  They  are  much  commoner  in  Europeans  than 
natives.  Eighty  per  cent  are  in  the  right  lobe,  usually  in  its  upper  part.  The 
colour  of  the  pus  depends  upon  the  amount  of  broken-down  hepatic  tissue 
present ;  if  there  is  much,  it  is  the  colour  of  anchovy  paste ;  if  there  is  none,  it 
is  yellow,  but  the  anchovy-paste-like  pus  is  of  the  characteristic  colour.  Amoebae 
may  be  found  in  it  (see  Fig.  12,  p.  91),  or  more  often  in  the  granulation  tissue 
forming  the  wall  of  the  abscess.  Bacteria  may  be  present,  but  if  the  abscess 
has  existed  some  time  the  pus  is  often  sterile.  The  symptoms  and  physical 
signs  to  which  attention  must  be  directed  are  as  follow  : — 

General. — The  most  important  is  pyrexia  ;  often  this  is  the  initial  symptom. 
At  first  the  rise  of  temperature  is  slight  and  irregular;  gradually  it  becomes 
hectic,  with  a  wide  daily  excursion,  say  from  99°  F.  in  the  morning  to  103°  F.  or 
104°  F.  in  the  evening.  Often  the  patient  is  thought  to  have  malaria,  but  an 
examination  of  the  blood  will  show  that  no  malarial  organisms  are  present. 
There  are  sometimes  considerable  intermissions  during  which  the  temperature 
is  normal  for  weeks  or  months,  and  then  there  is  a  week  or  so  of  pyrexia.  When 
such  a  case  occurs  in  this  country,  mistakes  in  diagnosis  are  very  likely.  I  know 
of  a  man  afflicted  with  tropical  abscess  whose  attacks  of  pyrexia  were 
separated  by  such  long  intervals  of  normal  temperature  that  he  was  thought 
by  many  physicians  to  have  recurrent  attacks  of  influenza,  and  this  although 
it  was  well  known  that  he  had  been  in  the  tropics.  Rigors  are  striking  and 
severe,  and  in  cases  of  doubtful  diagnosis  are  very  suggestive  of  hepatic 
abscess,  but  they  also  make  this  disease  resemble  malaria.  In  mild  cases 
the  rigor  is  reduced  to  a  mere  feeling  of  chilliness.  Often  there  are  profuse 
sweats.  The  pulse  is  rapid  in  proportion  to  the  temperature.  Jaundice 
may  be  present.  In  bad  cases  the  patient  is  excessively  ill  and  weak,  anaemic, 
and  wasted  to  a  mere  skeleton.  In  this  country  we  see  such  cases  on  their 
arrival  from  India,  the  disease  having  made  rapid  progress  on  board  ship. 
On  the  other  hand,  if  there  are  long  intervals  of  apyrexia,  the  patient  hardly 
suffers  in  his  general  health ;  in  such  cases  the  abscess  usually  has  thick  walls. 
The  blood  may  show  a  great  increase  of  polymorphonuclear  cells,  but  this 
leucocytosis  is  often  absent,  especially  if  the  pus  is  sterile  or  the  abscess  has 


it  and  cause  bronchitis,  pleurisy,  empyema,  pneumonia,  or  gangrene  of  the 
lung,  but  this  is  not  nearly  so  common  as  with  other  subphrenic  abscesses ; 
hepatic  pus  may  be  coughed  up  from  the  lung  when  the  abscess  has  ruptured 
into  it,  may  be  vomited  when  it  has  ruptured  into  the  stomach,  or  may  be 
passed  by  the  bowel  when  it  has  ruptured  into  the  intestine. 

Clrrhul*  ot  tlw  LIvar.—Nearly  always  the  patient  has  taken  more  alcohol 
than  he  should,  but  in  rare  cases  cirrhosis  of  the  liver,  indistinguishable  from 
alcoholic  cirrhosis,  occurs  in  children  and  others  who  have  not  taken  alcohol. 
Here  we  have  to  consider  only  the  stage  of  cirrhosis  of  the  liver  in  which  the 
organ  is  enlarged.  It  has  l>een  known  to  weigh  200  oz.,  but  anything  over 
TCKi  oz,  is  exceptional.  In  the  early  stages  the  liver  is  not  altered  in  shape, 
and  the  surface  is  smooth;  later  on,  as  the  fibrous  tissue  contracts  and  the 
tat  is  absorbed  from  the  cells  which  have  undergone  degeneration,  the  surface 
becomes  finely  uneven  ;  this  unevenness  increases,  the  liver  becomes  hard  and 
more  uneven  until  the  irregularities  on  it  are  like  hobnails,  and  can  be  felt  with 
the  hand  through  the  abdominal  wall.  At  this  stage  the  edge  of  the  liver  is 
very  firm  and  irregular.  As  the  irregularity  increases,  the  diagnosis  from  cancer 
iH'comes  more  difficult,  but  no  irregularity  from  cirrhosis  ever  exceeds  the  size 
ot  a  small  cherry,  nor  is  it  ever  umbilicated,  nor  does  it  ever  suddenly  enlarge  ; 
whereas  a  cancerous  nodule  may  be  umbilicated  and  may  suddenly  enlarge  from 
haemorrhage  into  it.  Usually  a  cirrhotic  liver  is  not  painful ;  if  it  be,  the  pain 
is  due  to  some  local  perihepatitis.  Other  symptoms  to  be  looked  for  in  cirrhosis, 
and  to  be  borne  in  mind  when  making  a  diagnosis,  are  that  in  cirrhosis  the 
spleen  is  often  much  enlarged,  and  the  increased  fibrous  tissue  in  the  liver  con- 
stricting its  small  portal  veins  leads  to  engorgement  of  the  veins  of  the  stomach ; 
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and  hence  haematemesis,  which  may  be  accompanied  by  melaena,  is  common ; 
and  occasionally  we  see  dilatation  of  the  veins  round  the  umbilicus.  There 
are  often  symptoms  of  chronic  gastritis  and  enteritis.  Cirrhosis  is  commoner 
in  men  than  women  in  the  proportion  of  three  to  one  ;  the  patients  are  usually 
over  thirty  ;  there  is  a  more  frequent  association  of  alcoholic  excess  in  the  lower 
classes  than  among  those  who  are  socially  above  them.  Dyspepsia  and  morning 
sickness  are  common  ;  there  are  much  impairment  of  strength,  wasting,  a  sallow 
look,  dilated  venules  on  the  cheek,  red  nose,  a  furred  tongue  which  is  often  tremu- 
lous, and  a  dry,  harsh  skin.  The  pulse  becomes  weaker,  and  when  the  disease 
is  fatal,  its  end  is  usually  by  cardiac  failure.  In  about  one-third  of  the  cases 
that  are  ill  enough  to  come  into  the  hospital,  the  temperature  is  raised  a  little 
every  evening.  Jaundice  is  present  in  about  one-third  of  the  cases  ;  it  is  usually 
persistent,  and  rarely  if  ever  becomes  as  deep  as  that  seen  in  cancer  of  the  liver. 
Ascites  occurs  in  50  per  cent  of  all  cases  of  cirrhosis  ;  if  it  is  abundant,  the  enlarged 
liver  can  be  felt  only  by  dipping,  which  means  pressing  the  hand  down  suddenly 
on  the  liver,  and  so,  by  dispersing  the  fluid  which  is  over  it,  coming  down  on  it. 
Tympanites  is  not  uncommon  in  severe  cases  of  cirrhosis,  and  it  too  may  make 
it  difficult  to  feel  the  liver.  The  urine  is  usually  scanty,  of  high  specific  gravity, 
very  acid,  high-coloured,  and  full  of  urates  ;  it  may  contain  bile,  Naturally 
suflerers  from  cirrhosis  may  have  dehrium  tremens,  but  apart  from  this,  cirrhosis 
towards  the  end  is  often  accompanied  by  nervous  symptoms,  especially  coma, 
and  this  may  be  so  in  those  who  have  not  recently  taken  alcohol  and  who  are 
not  jaundiced.  In  severe  cases  the  ankles  swell,  even  when  there  is  no  disease 
of  the  heart,  lungs,  or  kidneys,  or  pressure  on  the  vena  cava,  to  account  for  it. 
Lastly,  it  should  be  remembered  that  cirrhosis  may  exist  without  any  symptoms  ; 
in  between  a  third  and  a  half  of  all  cases  of  cirrhosis  found  in  the  pK)st-mortem 
room  the  patient  has  died  of  something  else,  and  in  many  of  these  cases, 
although  he  has  been  under  observation  in  the  wards,  no  symptoms  of  cirrhosis 
have  been  observed. 

The  difficulties  of  diagnosis  fall  into  one  of  two  classes :  the  cause  of  Ascites 
iq.v.),  and  the  cause  of  enlargement  of  the  liver.  If  we  have  made  out  that  the 
hver  is  undoubtedly  enlarged,  it  is  often  a  matter  of  great  difficulty  to  tell  whether 
the  enlargement  is  due  to  cancer  or  cirrhosis  :  this  will  be  referred  to  in  speaking 
of  cancer.  Sometimes  cancer  and  cirrhosis  are  present  in  the  same  liver, 
but  this  is  rare.  Syphilis  of  the  liver  does  not  cause  much  difficulty,  for  it  is 
extremely  uncommon  at  the  bedside  ;  the  irregularities  of  the  liver  are  much 
larger  than  the  hobnails  of  cirrhosis  ;  the  patient  who  has  a  syphiUtic  liver  is 
.rarely  if  ever  jaundiced,  and  hardly  ever  has  ascites.  The  symptoms  of  a 
syphilitic  liver  are  entirely  local  ;  syphilitic  disease  of  the  liver  produces  no 
general  symptoms.  Obstruction  of  the  common  bile-duct  leads  to  a  large  smooth 
liver  ;  when  this  is  due  to  a  gall-stone  there  is  usually  deeper  jaundice  than  in 
cirrhosis,  but  no  ascites  ;  the  stools  are  quite  white,  which  is  very  unusual  in 
cirrhosis,  and  there  is  commonly  a  history  of  'gall-stones.  There  is  no  real 
difficulty  of  diagnosis  between  the  enlargement  of  malaria  and  ordinary  cirrhosis, 
for  so-called  malarial  cirrhosis  occurs  only  in  those  who  have  drunk  to  excess, 
and  is  then  to  be  ascribed  to  alcohol. 

Hanot's  Cirrhosis — often  called  hypertrophic  biUary  cirrhosis,  an  extremely 
bad  name — is  a  very  rare  disease,  of  which  the  distinguishing  features  are  : 
Most  of  the  sufferers  are  children  ;  few  reach  the  age  of  thirty  ;  it  is  commoner 
in  males  than  females ;  it  lasts  many  years  ;  the  liver  is  firm,  enlarged,  and 
smooth  ;  long-standing  jaundice  is  present ;  the  spleen  is  very  much  enlarged. 
The  patients  are  usually  children  of  stunted  growth,  and  therefore  the  liver 
appears  very  large,  but  the  spleen  is  proportionately  more  enlarged.  The  liver 
usually  remains  smooth  throughout,  and  even  when  towards  the  end  of  a  long 


Bronud  DlalHlas. — In  this  disorder,  which  is  very  seldom  seen,  the  liver  is 
cn1a.rged,  hard,  and  cirrhotic,  exactly  like  that  of  an  ordinary  cirrhosis :  the 
pigmentation  of  the  skia.  which  is  like  the  discoloration  due  to  arsenic,  the 
absence  of  jaundice,  and  the  presence  of  sugar  in  the  urine,  sufficiently  distin- 
guish the  disease. 

Syphlll*  ot  th«  User.— Syphilis  when  it  affects  the  liver  produces  gtimmata 
in  it,  and  leads  to  increased  growth  of  fibrous  tissue.  Much  of  this  is  in  the 
form  of  hard  bands  traversing  the  liver  irregularly  and  leaving  large  areas 
of  healthy  liver  substance.  It  will  be  easily  understood  that  what  with  the 
presence  of  recent  gummata,  gummata  that  have  begun  to  shrink,  bands  of 
fibrous  tissue  that  have  begun  to  contract,  and  pieces  of  normal  liver,  a 
syphilitic  liver  is  very  lumpy  and  irregular  in  shape.  It  may  be  enlarged,  and 
even  during  life  this  lumpincss  may  be  felt,  but  the  syphilitic  liver  does  not 
become  so  large  as  a  large  cirrhotic  liver,  unless  lardaceous  disease  be  present  ; 
it  is  much  more  irregular,  and  indeed  usually  resembles  a  cancerous  more  than 
a  cirrhotic  liver,  but  it  seldom  produces  any  clinical  symptoms ;  if  detected 
during  life  the  discovery  is  generally  accidental ;  it  occurs  at  a  younger  age 
than  cancer  ;  there  are  none  of  the  other  signs  of  cancer,  but  there  may  be 
some  of  syphilis ;  ascites  and  jaundice  do  not  occur  as  signs  of  this  disease 
unless  an  enlarged  gland  presses  on  the  portal  fissure,  which  is  so  rarely  the 
case  as  to  be  negligible  ;   and  the  liver  is  at  most  a  little  enlarged,  never  huge 

In  children,  congenital  syphilis  may  produce  in  the  liver  precisely  the  same 
effects  as  the  acquired  disease  does  in  adults.  Lardaceous  disease  may  be  due 
to  S5?philis  ;   it  will  be  discussed  presently. 


i 
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Universal  Chronic  Perihepatitis  may  make  the  liver  appear  large,  for  in  this 
'  condition  the  peritoneal  coating  of  the  whole  organ  is  much  thickened  ;  but  as 
the  liver  itself  is  of  normal  size  the  apparent  increase  is  not  great,  rarely  exceeding 
an  extra  finger's  breadth  below  the  ribs.  Such  of  the  liver  as  can  be  felt  is 
smooth ;  the  edge  is  uniform  and  thick.  Usually,  however,  no  apparent  enlarge- 
ment can  be  detected  in  universal  chronic  perihepatitis,  and  often  the  organ 
and  its  thickened  capsule  weigh  the  same  as  a  normal  liver,  from  which 
we  may  conclude  that  the  liver  itself  is  a  little  atrophied  :  in  a  few  cases  it 
appears  actually  smaller  than  natural,  for  the  thin  anterior  edge  is  folded 
upwards  under  the  thick  peritoneal  coat.  There  are  no  hepatic  symptoms,  e.g., 
jaundice,  and  the  universal  perihepatitis  is  only  part  of  a  general  chronic  peri- 
tonitis, symptoms  of  which,  e.g.,  ascites  and  thickening  of  other  parts  of  the 
peritoneum,  may  be  detected  on  palpation. 

Secondary  Cancer  of  the  Liver. — This  is  the  commonest  tumour  of  the  liver. 
Generally  there  will  be  symptoms  of  the  primary  malignant  disease,  which 
in  about  90  per  cent  of  the  cases  is  in  the  periphery  of  the  portal  area,  but 
not  infrequently  none  are  present,  and  the  patient  does  not  know  that  he 
has  anything  serious  the  matter  with  him  until  he  has  symptoms  of  hepatic 
carcinoma.  In  about  half  the  cases  of  hepatic  carcinoma  no  symptoms  of  it 
are  present,  and  it  is  not  known  to  exist  until  a  post-mortem  examination  is 
performed,  for  the  primary  disease  kills  while  the  hepatic  disease  is  still  in  its 
early  stages.  Seventy-five  per  cent  of  all  the  patients  are  between  40  and  70 
years  old,  and  hepatic  carcinoma  is  all  but  unknown  under  the  age  of  twenty. 
If  the  disease  gives  rise  to  clinical  symptoms  the  liver  can  usually  be  made  out 
to  be  enlarged  both  by  percussion  and  palpation.  There  is  no  other  disease  in 
which  such  a  huge  liver  may  be  found.  I  have  known  a  cancerous  liver  to  weigh 
19  lb.,  and  I  have  read  of  one  which  weighed  33J  lb.  ;  weights  of  6  or  7  lb. 
are  quite  common.  In  rare  cases,  the  increase  in  the  weight  of  the  liver  may 
be  so  great  that  the  patient  actually  gains  a  little  weight  in  spite  of  the  general 
wasting  caused  by  the  cancer.  The  prgan  may  be  felt  well  below  the  ribs, 
even  far  below  the  umbilicus.  Upward  increase  of  the  hepatic  dullness  is  rare, 
and  when  present,  slight.  The  edge  of  the  enlarged  organ  can  be  felt  to  move 
up  and  down  with  respiration,  unless  it  is  fixed  by  adhesions,  which  is  unusual. 
Often  it  is  so  big  that  it  can  be  seen  to  go  up  and  down  with  each  breath.  The 
edge  is  hard,  and,  owing  to  the  presence  of  carcinomatous  nodules,  often  irregular  ; 
those  nodules  on  such  parts  of  the  upper  and  anterior  surfaces  as  come 
below  the  ribs  can  be  felt,  so  that  the  whole  organ  feels  irregular,  knobby, 
and  hard,  and  sometimes  the  lumps  on  it  feel  umbilicated  ;  this  is  absolutely 
diagnostic  of  cancer.  Occasionally,  if  much  softening  has  occurred,  a  faint 
sensation  of  fluctuation  may  be  detected,  and  in  a  few  instances  local  peritonitis 
causes  a  rub.  Sometimes  the  nodules  can  be  appreciated  by  the  hand  only  when 
the  patient  takes  a  deep  breath,  for  then  those  under  the  ribs  come  far  enough 
down  to  be  felt.  Sometimes  the  cancer  grows  so  fast  that  the  liver  obviously 
increases  in  size  in  a  week  ;  very  rarely  a  nodule  may  enlarge  suddenly  from 
haemorrhage  into  it.  Either  or  both  these  points  are  almost  proof  that  the 
enlargement  of  the  liver  is  due  to  carcinoma.  It  must  not  be  forgotten  that 
not  all  livers  enlarged  from  malignant  disease  have  palpable  nodules,  for  they 
may  be  in  such  a  situation  that  they  cannot  be  felt,  they  may  be  too  small  to  be 
felt,  or  the  growth  may  be  diffused  through  the  whole  liver.  About  half  the 
patients  have  pain  in  the  hepatic  region,  and  may  have  it  near  the  right  shoulder 
and  down  the  right  arm.  If  the  liver  is  very  large,  there  is  a  sense  of  dragging 
and  fullness  in  the  right  hypochondrium.  About  half  the  patients  are  jaundiced. 
It  is  extremely  important  to  remember  that  by  far  the  most  frequent  cause  of 
long-standing  jaundice  is  cancer  of  the  liver,  which  produces  a  deeper  yellow 


the  gall-stone  has  shifted  ;  that  the  jaundice  due  to  cancer  should  disappear  is 
almost  unknowD.  Rigors  are  common  in  cases  of  gall-stones.  The  age,  history, 
and  detection  of  growths  elsewhere  will  be  of  help.  As  far  as  my  experience 
goes,  when  we  are  in  considerable  doubt  as  to  whether  a  patient  has  an  impacted 
gall-stone  or  a  malignant  growth,  exploration,  if  done,  almost  always  reveals  a 
growth.  Hydatid  tumours  of  the  liver  are  seldom  confused  with  cancer,  for 
almost  always  these  are  only  one  or  two  in  number,  the  liver  is  smooth  and 
regular,  and  is  not  tender;  the  hydatid  tumour  causes  neither  pain,  jaundice, 
ascites,  nor  general  emaciation,  and  it  may  give  a  thrill.  There  is  no  ordinary 
leucocytosis,  but  the  patient  may  have  eosinophilia. 

Primary  Cudnonu  ot  the  Uvar.—This  is  very  rare  ;  the  liver  has  the  same 
character  as  in  the  secondary  form,  but  there  are  no  symptoms  of  a  primary 
growth  elsewhere,  ft  is  almost  always  a  disease  of  adult  life.  It  is  usually 
more  rapid  than  secondary  cancer ;  most  of  the  patients  are  dead  within 
three  months  from  the  onset  of  symptoms,  and  therefore  the  jaundice  has  not 
time  to  become  dark  green.  Wasting,  and  other  general  signs  including  slight 
pyrexia,  are  present.  During  life,  primary  can  hardly  ever  be  diagnosed  from 
secondary  cancer  of  the  liver,  (or,  in  this  condition,  the  primary  disease  olten 
gives  no  symptoms,  and  is  not  detected  till  after  death. 

Swondary  Sarcoma  and  Embryomata  ot  the  LItsi. — These  do  not  produce 
enlargement  enough  to  be  detected  during  life — except  perhaps  in  the  case  of 
melanotic  sarcoma,— for  the  primary  disease  and  the  numerous  secondary 
deposits  elsewhere  than  in  the  liver  soon  kill  the  patient. 

Prlinarr  Sarcoma  of  (ho  Uver  is  very  rare,  and  cannot  during  life  be 
distinguished  from  primary  c. 
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Adenomata  of  the  liver  are  also  very  rare ;  they  are  hardly  ever  of 
sufficient  size  to  be  detected  during  life.  They  are  single,  and  I  know  of 
an  instance  in  which  a  large  one  was  operated  on  under  the  impression  that 
it  was  a  hydatid. 

lOfinphadenomata  of  the  liver. — New  formations  consisting  of  lymphoid 
tissue,  generally  diffused  through  the  whole  liver  but  sometimes  occurring 
in  nodules,  may  be  seen  in  those  dying  from  Hodgkin's  disease  or  from 
lymphatic  leukaemia.  The  nodules  cannot  be  detected  during  life,  but  in 
a  few  cases  the  diffuse  variety  makes  the  liver  uniformly  enlarged  ;  it  is 
smooth,  its  surface  and  edge  are  firm,  it  is  painless,  not  tender,  never  of  great 
size,  and  there  is  no  jaundice.  Leukaemic  cases  will  be  detected  by  the  blood- 
count  (see  Anaemia). 

Anglomata. — It  is  not  uncommon  to  find  small  angiomata  in  the  liver  in  the 
post-mortem  room,  but  they  cannot  be  detected  during  life  unless  they  are 
large  enough  to  give  symptoms  which  result  from  their  size,  and  this  is  very 
rare.  In  nearly  all  the  cases  in  which  a  large  tumour  of  the  liver  has  been 
thought  to  be  a  carcinoma,  and  yet  the  patient  has  seemed  well  enough  to  be 
suitable  for  operation,  the  growth  has  turned  out  to  be  a  cavernous  angioma, 
and  these  tumours  have  been  excised.  About  fifteen  of  such  cases  are  on  record, 
and  the  patient  was  usually  under  fifty  years  of  age. 

Fatty  liver. — ^This  is  very  common,  but  the  enlargement  of  a  fatty  liver  is 
usually  not  sufficient  to  be  detected  during  life,  sometimes  because  the 
patients  are  so  obese  that  palpation  of  the  liver  is  difficult.  A  fatty  liver,  if 
increased  in  size,  is  uniformly  enlarged,  has  a  rounded  edge,  feels  a  little 
softer  than  natural,  with  a  smooth  surface ;  there  is  neither  pain  nor 
tenderness.  The  causes  are  so  numerous  that  often  they  hardly  help  the 
diagnosis.  The  largest  fatty  livers  are  met  with  in  phosphorus  poisoning  ; 
they  then  may  weigh  lo  or  12  lbs.  Severe  anaemia,  wasting  disease,  especi- 
ally tubercle,  and  alcoholic  excess,  are  perhaps  the  commonest  causes.  There 
is  neither  jaundice  nor  other  symptom  that  can  be  attributed  to  the  disease 
of  the  liver. 

Lardaceous  Liver. — The  liver  is  uniformly  enlarged  ;  the  increase  in  size 
may  be  considerable  ;  indeed,  next  to  cancer,  lardaceous  disease  causes  the 
largest  livers  with  which  we  meet.  A  lardaceous  liver  has  been  known  to  weigh 
14  lbs.  It  is  so  smooth  that  even  through  the  skin  it  feels  smooth;  it  is  firm, 
and  the  edge  is  sharp  and  hard  ;  it  causes  no  pain,  and  is  not  tender.  The 
diagnosis  of  this  disease  is  much  facilitated  by  finding  lardaceous  disease  of 
other  organs  ;  thus  the  spleen  may  be  enlarged  considerably  and  uniformly, 
there  may  be  albuminuria  from  lardaceous  disease  of  the  kidneys,  or  diarrhoea 
from  lardaceous  disease  of  the  intestine.  Only  two  causes  for  lardaceous  disease 
are  known,  viz.,  long-continued  suppuration,  e.g.,  psoas  abscess,  and  long-standing 
syphilis,  even  if  this  has  not  caused  any  suppuration.  I  have  known  it  occur 
in  a  small  child  as  a  result  of  congenital  syphilis.  In  a  very -few  instances  no 
cause  for  lardaceous  disease  can  be  discovered,  but  this  is  so  exceptional  that 
we  should  be  very  cautious  of  diagnosing  lardaceous  disease  in  the  absence  of 
syphilis  or  suppuration. 

Tuberculosis  of  the  Liver. — It  is  excessively  rare  for  a  tuberculous  deposit  in 
the  liver  to  form  a  mass  sufficiently  large  to  be  detected  clinically :  indeed,  so 
rare  is  it  that  the  diagnosis  could  not  be  made  before  exploration  unless  it  were 
known  that  the  patient  had  tuberculous  disease  at  the  periphery  of  the  portal 
vein.  Judging  by  morbid  anatomy,  a  tuberculous  tumour  of  the  liver  would, 
if  discovered  during  life,  be  a  solitary  tumour  of  the  liver.  At  an  exploratory 
operation  an  irregular  shaggy  abscess  cavity  would  be  found,  the  pus  of  which 
would  contain  tubercle  bacilli. 


swelling  feels  hard  ;  if  it  comes  to  the  surface,  the  tumour  leels  tense — so  tense 
that  fluctuation  is  very  rare.  The  so-called  hydatid  thrill,  being  the  thrill  felt 
in  the  finger  lying  on  the  tumour  when  it  is  struck  by  a  finger  of  the  other  hand, 
is  not  often  felt,  though  it  may  be  obtained  over  any  tense  collection  of  fluid  ; 
but  if  it  be  present  it  is  of  considerable  diagnostic  value,  (or  other  tense  cysts  are 
very  unusual  in  the  liver.  Occasionally  two  or  even  three  hydatid  cysts  are 
present  in  the  sannc  liver ;  each  then  has  the  characteristics  of  a  single  cyst,  but 
the  diagnosis  of  these  cases  may  give  much  difliculty.  It  is  excessively  rare  for 
hydatids  to  cause  pressure  symptoms  ;  jaundice  is  hardly  ever  seen  ;  ii  present, 
it  is  probably  caused  by  rupture  of  the  cyst  into  the  bile-passages.  A  huge 
cyst  may  displace  the  heart.  Eosinophilia  Igv.),  even  to  a  considerable  degree, 
is  sometimes  found.  I  have  seen  lo  per  cent  of  eosinophiles,  and  even  50  pel 
cent  have  been  recorded.  A  more  moderate  increase  is  sometimes  seen  in 
cancer.  Usually,  eosinophilia  is  absent  in  hydatid  disease  ;  when  present  it 
is  a  considerable  help  in  diagnosis.  It  decreases  greatly  after  the  cyst  is  drained. 
If  the  hydatid  fluid  become  absorbed  the  patient  may  have  urticaria.  When 
the  blood-serum  of  a  patient  with  hydatid  disease  is  mixed  with  some  hydatid 
fluid,  a  precipitate  may  bo  formed  after  about  twenty  hours  ;  this  reaction  is 
not  constant,  but  it  does  not  occur  when  hydatid  fluid  is  mixed  with  the  serum 
of  a  patient  who  has  not  got  hydatid  disease.  Hydatid  fluid  does  not  give 
an  albuminous  precipitate  when  heated,  whereas  the  fluid  of  an  ordinary 
pleuritic  effusion  does  ;  on  the  other  hand,  hydatid  fluid  gives  an  abundant 
white  precipitate  of  silver  chloride  when  silver  nitrate  is  added  to  it.  Hooklets 
(see  Fig.  6,  p,  57}  may  often  be  found  in  hydatid  fluid,  especially  after  it  is 
centrifugalized.  Hydatid  cysts  sometimes  suppurate,  and  then  they  can  hardly 
be  distinguished  from  other  forms  of  single  solitary  abscess. 
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Alveolar  Echinococcus  Disease  is  very  rare.  No  case  has  been  recorded  in 
England.  The  liver  is  enlarged,  and  jaundice,  gradually  deepening  during  the 
two  or  three  years  the  patient  lives,  is  present.  Pyrexia  and  gastro-intestinal 
symptoms  are  often  present,  and  the  patient  dies  from  exhaustion. 

Other  cysts  of  the  liver  are  very  rare  and  very  difficult  to  diagnose.  Special 
text-books  dealing  with  the  liver  should  be  consulted  about  them. 

W.  Hale  White. 

LIVIDITY,  EXTREME — (See  Cyanosis.) 

LOCK-JAW (See  Trismus.) 

LYMPHATIC  GLAND  ENLARGEMENT. 

(A). — Generalized  Enlargement. 

There  are  certain  diseases  in  which  there  is  a  tendency  for  all  or  nearly  all  the 
lymphatic  glands  in  the  body  to  be  enlarged — generalized  glandular  enlargement, 
as  distinct  from  enlargement  of  local  groups  of  glands  only.  The  distinction  is 
not  an  absolute  one,  however,  for  in  a  certain  proportion  of  patients  suffering 
from  a  malady  which  usually  causes  general  lymphatic  glandular  enlargement, 
the  changes  may  be  confined  to  local  groups  instead  of  being  as  widespread  as 
usual.  It  may  be  said,  however,  that  if  there  is  generaUzed  enlargement  of  the 
Ijrmphatic  glands,  the  patient  is  probably  suffering  from  one  or  other  of  the 
following  diseases  : — 

Lymphatic  leukaemia 
Hodgkin's  disease 
Lymphadenoma 


Lymphoma 
Lymphosarcoma 


Secondary  syphihs 
German  measles 
Still's  disease 
Plague. 


It  is  of  course  important  to  be  quite  sure  that  the  glands  are  really  enlarged, 
and  not  merely  palpable  with  greater  ease  than  usual ;  experience  alone  will 
decide  this  question.  There  are  many  conditions  in  which  wasting  affects  the 
subcutaneous  fat  and  not  the  lymphatic  glands,  so  that  the  latter  are  felt 
with  considerable  ease,  especially  in  the  groins  in  very  thin  persons.  General 
glandular  enlargement  usually  implies  affection  of  the  cervical,  axillary,  and 
inguinal  glands  at  the  same  time  ;  those  in  the  pophteal  space  or  above  the 
internal  condyle  of  the  humerus,  are  less  often  affected  ;  the  various  groups 
within  the  abdomen  can  seldom  be  palpated,  unless  perhaps  in  the  iliac  region 
or  pelvis,  whilst  enlargement  of  the  mediastinal  and  bronchial  groups  can  only 
be  surmised  when  there  is  evidence  of  obstruction  to  one  or  other  bronchus. 

When  a  case  of  generalized  lymphatic  glandular  enlargement  presents  itself, 
it  is  important  to  make  a  blood-count ;  the  blood-changes  will  either  indicate 
lymphatic  leukeBtnia  (see  Anaemia),  or  else,  if  the  characteristic  leucocyte  counts 
of  the  latter  are  not  found,  lymphatic  leukxmia  will  be  excluded.  None  of  the 
other  conditions  exhibit  pathognomonic  blood-changes,  although  there  will  very 
often  be  a  considerable  degree  of  ansemia  of  the  chlorotic  type. 

Hodgkin's  disease  nearly  always  starts  with  much  swelling  of  one  group  of 
glands  before  the  rest,  esp>ecially  those  in  the  neck  ;  there  is  usually  a  moderate 
degree  of  enlargement  of  the  spleen  at  the  same  time,  and  in  the  course  of  weeks 
or  months,  generaUzed  sweUing  of  the  lymphatic  glands  occurs,  especially  those 
in  the  axillae  and  within  the  thorax,  the  resultant  masses  sometimes  being  of 
considerable  size  (Fig.  119)  though  the  individual  glands  remain  distinct  from 
one  another,  do  not  tend  to  break  down  and  suppurate,  and  do  not  become 
fixed  either  to  the  skin  or  to  the  deeper  parts,  as  they  would  do  if  they  were 


enlarged  from  absorption  of  bacteria  and  their  products  from  the  pus  of  rodent 
ulcer.  Iq  those  very  rare  cases  of  chancre  of  an  eyelid  or  other  neighbouring 
part,  enlargement  of  the  preauricular  gland  may  precede  the  generalised  en- 
lartjement  of  the  glands  to  which  syphilis  gives  rise.  The  gland  may  also  be  the 
site  of  melanotic  sarcoma  in  very  rare  cases,  the  primary  growth  being  in  the  eye. 

SubmaxlUarr  Glandi, — ^The  commonest  cause  for  enlargement  of  these  is 
septic  absorption  from  the  mouth  ;  tonsilUtis  and  inflammation  o(  the  fauces  are 
responsible  lor  the  great  majority  of  cases  in  which  a  firm  gland  becomes  palpable 
just  beneath  and  behind  the  angle  of  the  jaw  ;  generally  the  enlargement  is 
greater  upon  one  side  than  upon  the  other,  and  it  may  persist  for  days  or  even 
weeks  after  the  causal  inflammation  in  the  tonsil  has  subsided.  The  glands 
are  painful  in  the  acute  stages,  and  in  a  few  cases  the  infection  is  so  severe  that 
the  tissues  break  down,  and  suppurative  adenitis  with  an  abscess  results.  All 
kinds  of  inflammation  of  the  throat  may  cause  this  glandular  enlargement — 
ordinary  simple  tonsillitis,  hospital  sore  throat,  rheumatic  tonsiUitis,  quinsy, 
diphtheria,  scarlet  fever,  acute  phlegmonous  tonsillitis.  The  precise  nature  of 
the  infecting  organism  is  to  be  ascertained  by  taking  swabbings  from  the  tonsils 
or  fauces  for  bacteriological  cultivation.  Vincent's  angina  less  frequently 
produces  glandular  enlargement  than  do  other  severe  forms  of  sore  throat. 

Inflammatory  changes  in  glands  further  forward  beneath  the  jaw  are  often 
secondary  to  caries  of  a  tooth  or  to  some  variety  of  stomatitis,  the  diagnosis 
being  ascertained  by  inspection  of  the  mouth.  Less  acute  enlargement,  going 
on  to  much  greater  si^e  than  is  the  rule  with  inflammatory  adenitis,  may  result 
from  secondary  deposits  of  malignant  disease  in  the  submaxillary  glands  when 
there  is  squamous-celled  carcinoma  (epithelioma)  of  the  tongue.  Up,  gum,  cheek, 


420  LYMPHATIC     GLAND     ENLARGEMENT 


nose,  palate,  fauces,  tonsil,  pharynx,  or  lar>mx.  The  diagnosis  in  these  cases 
depends  upon  the  presence  of  an  obvious  primary  epithelioma ;  if  there  is  any 
doubt  as  to  this,  a  small  portion  of  the  ulcerating  mass  may  be  excised  for 
microscopical  examination.  When  a  gummatous  ulcer  simulates  epithelioma, 
the  effect  of  iodide  of  potassium  and  mercury  may  point  to  the  former,  or 
Wassermann's  serum  test  may  be  positive.  A  gumma  of  the  tongue  is  hkely 
to  be  median,  an  epithelioma  not  median. 

Cervical  Glands. — Enlargement  of  the  glands  in  the  neck  generally  may  be 
either  unilateral  or  bilateral.  If  unilateral,  if  only  a  few  glands  are  involved, 
and  if  the  history  is  a  short  one,  the  changes  are  probably  inflammatory. 
particularly  if  there  has  been  any  sore  place  upon  the  skin  of  the  neck, 
upon  the  buccal  mucosa  or  throat,  or  if  there  is  any  evidence  that  the  patient 
has  been  recently  exposed  to  scarlet  fever,  or  if  there  is  otitis  media. 
Pediculoy«^papitis  is  a  common  cause  of  enlargement  of  the  cervical  glands 
in  the  children  of  the  poorer  classes.  It  becomes  very  difl&cult,  however, 
to  decide  when  such  cervical  glandular  enlargement  is  merely  inflammatory 
and  when  it  is  due  to  some  more  serious  lesion,  particularly  tuberculosis  on 
the  one  hand  and  Hodgkin*s  disease,  lymphadenoma^  or  lymphosarcoma  upon 
the  other.  The  longer  the  glandular  swellings  persist,  the  less  likely  is  it 
that  they  are  purely  inflammatory.  The  younger  the  patient,  and  the  more 
unsterilized  cow's  milk  he  has  been  drinking,  the  more  likely  are  they  to  be 
tuberculous.  If  they  are  present  on  both  sides  of  the  neck ;  if  they  show  a 
tendency  to  become  adherent  to  one  another  and  to  the  skin  ;  if  they  are  tender 
notwithstanding  their  having  been  present  for  some  time,  they  are  probably 
tuberculous,  and  it  is  probable  that  the  diagnosis  will  be  settled  by  surgical 
measures,  the  afiected  glands  being  excised  and  examined  microscopically. 
Spontaneous  breaking  down  of  the  glands,  with  a  discharging  fistula,  with  a  red 
indolent  condition  of  the  skin  around  the  fistula,  and  very  slow  healing,  are  to  be 
forestalled  whenever  possible ;  but  if  they  have  occurred,  then  the  condition  is 
almost  certainly  tuberculous  in  cases  in  which  there  is  no  question  of  a  late  stage 
of  malignant  disease.  There  may  be  confirmatory  evidence  in  the  shape  of 
tuberculous  lesions  elsewhere,  especially  in  a  joint,  the  spine,  or  the  peritoneum. 
It  is  noteworthy  in  this  connection,  that  cases  of  tuberculosis  of  the  glands  are 
even  less  likely  than  other  individuals  to  develop  ordinary  phthisis,  so  that  the 
absence  of  lung  signs  is  no  indication  that  the  glands  are  not  tuberculous. 
I-^gdgkin*s  Hi«tf|g^«^^  or  lymphadenoma,  is  sometimes  so  restricted  in  its  earUer 
lesions  as  to  affect  the  cervical  lymphatic  glands  to  a  great  extent,  and  long 
before  any  other  groups  are  involved  ;  in  such  cases,  previous  to  operation 
and  microscopical  examination,  the  nature  of  the  glandular  enlargement  may 
be  open  to  great  doubt ;  and  even  after  an  operation  there  may  be  differences 
of  opinion,  for  there  are  some  who  hold  that  the  large-celled  h>'perplasia  exhibited 
microscopically  by  Hodgkin's-disease  glands,  is  an  indication  that  they  are  only 
a  chronic  variety  of  tuberculosis.  CUnically,  the  tvvo  are  distinguished  by  the  fact 
that  tuberculous  glands  become  matted  together,  while  Hodgkin's-disease  glands 
remain  separate  from  one  another,  and  do  not  soften  or  break  down  even  when 
they  have  become  of  such  great  size  that  had  they  been  tuberculous  they  almost 
certainly  would  have  done  so  ;  consequently,  they  do  not  become  adherent 
to  the  skin,  to  one  another,  or  to  the  deeper  parts,  and  they  do  not  cause  a 
fistulous  discharge.  Enlargement  of  the  spleen  as  well  as  of  the  lymphatic 
glands  in  the  neck  would  indicate  Hodgkin's  disease  rather  than  tubercle. 

Secondary  cajcinorna_  of  the  glands  in  the  neck  is  easy  enough  to  diagnose 
when  a  primary  growth  is  already  known  to  exist ;  it  is  generally  either  a 
squamous-celled  carcinoma  of  the  buccal  cavity,  especially  of  the  tongue,  lip,  or 
palate,  or  else  of  the  pharynx,  larynx,  or  oesophagus.     The  cases  which  give  rise 


cesophagus.  When  the  supraclavicular  glands  are  aSected  at  the  same  time 
lis  the  axillary  glands,  in  cases  al  cancer  of  the  breast,  the  condition  is  very 
important  as  indicating  that  the  disease  has  extended  beyond  the  limits  withiD 
which  operative  cure  is  likely  to  be  possible. 

Axillary  Gtindl. — The  three  main  causes  for  enlargement  of  the  glands  in 
one  axilla  without  enlargement  ol  the  glands  elsewhere  are  :  Stplic  ahsorption 
from  sore  places  upon  the  fingers,  arm,  breast,  shoulder,  or  upper  part  of  the 
back  ;  secondary  deposits  of  carcinoma  from  the  breast  ;  and  Hodgkin's  disease 
or  lymphadenoma.  Tuberculous  axillary  glands  without  obvious  affection  of 
those  in  the  neck  have  been  recorded,  but  they  are  by  no  means  common.  It  is 
important  to  examine  carefully  for  any  possible  source  of  septic  absorption, 
fpr  sometimes  it  is  by  no  means  obvious  ;  it  may  be  no  more  than  inflammation 
around  a  ragnail.  Inflammatory  glands  are  generally  very  painful,  and  they 
are  associated  with  more  or  less  pyrexia. 

Lymphatic  leuksmia  will  be  excluded  by  the  absence  of  pathognomonic  blood- 
changes  ;  secondary  malignant  glands  should  be  diagnosed  when  primary 
growth  is  found  on  careful  palpation  of  the  breast ;  Hodgkin's  disease  will  only 
suggest  itself  if  inflammatory  absorption,  secondary  growth,  tubercle,  and 
malignant  disease,  can  be  excluded  ;  and  it  is  probable  that  il  the  case  is  watched, 
if  it  is  one  of  Hodgkin's  disease,  other  lymphatic  glands  will  presently  become 
enlarged  also,  particularly  those  in  the  neck  of  the  same  or  opposite  side,  and 
those  in  the  other  axilla  (see  Fig.  119,  p,  417]-  Enlargement  of  the  spleen  at 
the  same  time  would  be  an  argument  in  favour  of  Hodgkin's  disease. 

EpltrocUear  GUnds. — The  only  important  cause  of  enlargement  of  the 
epitrochlear  gland  is  microbial  absorption  from  the  fingers,  hand,  or  forearm  ; 
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the  site  of  primary  infection  may  be  in  the  skin — a  whitlow,  for  example,  or  a 
post-mortem  wound,  or  a  dissecting-room  sore  ;  or  it  may  be  more  deep-seated, 
as  in  cases  of  infective  synovitis,  arthritis,  or  peri-arthritis.  It  is  important 
not  to  mistake  for  a  simple  whitlow  such  a  lesion  as  a  digital  chancre,  which 
may  also  cause  enlargement  of  the  epitrochlear  gland  before  infection  becomes 
general ;  if  the  history  and  the  local  appearance  of  the  chancre  do  not  suggest 
the  diagnosis,  its  course  and  the  associated  secondary  symptoms  will  indicate 
the  nature  of  the  case.     Wassermann's  serum  reaction  should  be  tried. 

Mediastinal  and  Bronchial  Glands. — ^These  glands  can  never  be  palpated, 
and  their  enlargement  can  only  be  surmised  when  there  are  signs  of  something 
within  the  thorax  obstructing  one  or  other  bronchus,  or  leading  to  laryngeal 
paralysis,  or  stenosis  either  of  the  innominate  vein  or  of  the  superior  or  inferior 
vena  cava.  The  diagnosis  will  be  between  aortic  aneurysm,  chronic  mediastinitis, 
and  mediastinal  new  growth.  The  ;ir-rays  may  be  of  considerable  value  in 
confirming  the  diagnosis,  and  in  distinguishing  enlarged  maUgnant  glands 
from  aneurysm  of  the  aorta.  It  is  noteworthy  that  inflammatory  or  caseous 
bronchial  or  mediastinal  glands  seldom  if  ever  obstruct  a  bronchus  in  the  way 
that  maUgnant  glands  do,  possibly  because,  before  they  reach  a  sufficient  size 
to  stenose  a  bronchus,  they  have  softened,  and  perhaps  discharged  their 
contents  into  the  lumen  of  the  bronchial  tube.  When,  as  happens  in  rare 
cases,  a  caseous  gland  does  obstruct  a  bronchus,  it  is  important  to  remember 
that  post-mortem  evidence  shows  that  it  is  very  much  less  uncommon  for  a 
right  bronchial  gland  to  do  this  than  a  left. 

Mesenteric  Glands. — It  is  seldom  possible  to  palpate  enlarged  mesenteric 
glands,  although  the  diagnosis  that  they  are  swollen  may  often  be  made  upon 
circumstantial  evidence.  Any  inflammatory  condition  of  the  bowel  may  lead  to" 
their  being  enlarged,  particularly  if  there  is  any  breach  of  the  mucous  membrane, 
as  in  cases  of  ulcerative  colitis,  dysentery,  tuberculosis  of  the  bowel,  or  typhoid 
fever.  They  are  greatly  involved  in  most  cases  of  tuberculous  peritonitis  ; 
the  masses  that  are  felt  in  the  abdomen,  however,  are  hardly  ever  the  glands 
themselves,  but  rather  extensive  inflammatory  and  caseous  foci  of  which  glands 
may  form  the  nucleus.  Malignant  new  growth,  such  as  primary  carcinoma  of  the 
stomach .  or  colon,  pelvic  organs,  or  testes,  may  cause  extensive  secondar\' 
deposits  in  the  mesenteric  and  retroperitoneal  lymphatic  glands,  usually  most 
marked  in  the  immediate  neighbourhood  of  the  primary  new  growth,  but  ex- 
tending thence  in  the  direction  of  the  hver  until  the  portal  glands  are  involved  ; 
however,  without  opening  the  abdomen,  it  is  almost  impossible  to  determine 
whether  the  masses  felt  in  cases  of  this  kind  are  really  enlarged  lymphatic  glands. 

lUae  and  Pelvie  Glands.  — What  has  been  said  above  in  connection  with 
mesenteric  glands  applies  here  also  ;  but  it  is  more  often  possible  to  determine 
by  palpation  whether  or  not  the  pelvic  lymphatic  glands  are  affected.  In  cases 
of  suspected  malignant  disectse,  characteristic  nodules  of  secondary  deposits  in 
lymphatic  glands  may  be  felt  sometimes  on  careful  palpation  of  the  iUac  fossa 
or  upon  making  a  rectal  examination. 

Inguinal  and  Femoral  Lymphatic  Glands. — The  commonest  cause  by  far  of 
enlargement  of  the  inguinal  lymphatic  glands  and  not  of  those  elsewhere,  is 
septic  absorption  from  microbial  foci  in  the  regions  whose  lymphatic  vessels 
drain  into  these  glands ;  sore  places  should  be  looked  for  upon  the  toes,  and 
between  them,  upon  the  feet,  legs,  thighs,  buttocks,  k)wer  part  of  the  back, 
scrotum,  penis,  perineal  and  vulval  regions  (see  Sores,  Perineal,  etc.)  ;  and  a 
urethral  discharge,  gonorrhoeal  or  otherwise,  should  also  be  sought  for.  Most  of 
those  cases  will  be  associated  with  constitutional  symptoms,  especially  pyrexia 
and  loss  of  appetite,  and  with  local  pain  and  perhaps  reddening  of  the  skin  over 
the  inflamed  glands.     The  latter  may  break  down  into  abscesses — buboes. 


larger  than  is  usually  the  case  in  ordinary  post-mortem  examinations  upon 
patients  of  similar  ages  who  have  died  o(  other  diseases.  It  is  generally  stated 
that  the  condition  referred  to  is  pathological,  and  it  has  been  described  as  the 
status  lymphaticus  or  lymphatism.  It  is  doubtful,  however,  whether  this  is 
not  really  the  norma!  condition  of  the  lymphatic  tissues  at  this  age,  for  very 
similar  appearances  are  to  be  found  in  the  bodies  of  children  killed,  not  slowly 
by  disea%,  but  suddenly  by  accidents.  In  any  case,  it  is  almost  impossible 
to  diagnose  the  so-called  status  lymphaticus  during  life,  for  if  it  is  an  afiection 
at  all,  it  is  one  of  the  internal  lymphatic  tissues  and  not  of  the  peripheral  and 
easily  palpable  Ij-mphatic  glands.  It  is  doubtful,  however,  if  it  is  really  a 
pathologica!  state,  though  deaths  produced  by  anesthetics  are  being  accredited 
to  it.  Herbert  French. 

MACULES. — The  macule  is  a  circumscribed  discoloration  or  decolorization 
of  the  skin,  without  noticeable  elevation  or  depression.     Macules  may  be  due  ; 

1 .  To  the  passage  of  biood,  or  of  the  Colouring  matter  of  the  blood,  into  limited 
areas  of  the  skin,  as  in  purpura. 

2.  To  hyperemia,  either  arterial  or  venous,  as  in  erj'thema. 

3.  To  dilatation  of  the  vessels  of  the  skin,  or  the  formation  of  new  vessels,  as  in 
capillary  na°vus  and  telangiectases. 

4.  To  changes  in  the  pigmentation  of  the  sltin,  whether  of  the  rete  or  of  the 
corinm — on  the  side  of  excess  as  in  chloasma,  or  on  that  of  deficiency  as  in  leuco- 
deniiia  ;  and  such  changes  may  result  from  the  administration  of  drugs  such  as 
arsenic  and  chloral,  or  may  be  an  expression  of  trophoneurosis,  as  in  glossy  skin. 

Macules  of  the  second  and  third  groups  are  temporarily  effaced  by  pressure ; 
those  of  the  first  and  fourth  remain  unaltered. 
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Macules  may  be  inflammatory  as  in  the  rose  spots  of  enteric  fever,  or  non- 
inflammatory as  in  purpura  ;  congenital  as  in  moles,  or  acquired  as  in  the  exan- 
themata ;  temporary  as  in  drug  rashes,  or  permanent  as  in  leucodermia ;  scanty 
as  sometimes  in  leucodermia,  or  abundant  as  in  roseola.  They  may  be  attended 
by  subjective  symptoms  (e.g.,  itching)  as  in  drug  rashes  ;  but  generally  there  are 
no  such  accompanying  symptoms.  Usually  round  or  roundish,  they  may  be 
oval,  or  irregular ;  they  also  vary  greatly  in  definition.  In  colour  they  may 
be  red,  brown,  or  yellow,  in  various  shades.  In  size  they  vary  from  a  mere 
speck  to,  say,  the  area  of  a  man's  hand  ;  if  very  widely  diffused,  as  in  malaria,  the 
pigmentation  is  usually  styled  a  discoloration.  Most  frequently  a  primary' 
lesion,  as  in  lentigo,  the  macule  may  also  be  secondary  to  burns,  blisters,  ex- 
coriations, and  eruptions  of  various  kinds,  erythematous,  vesicular,  bullous, 
papular,  pustular,  and  eczematous.  The  brown  spots  which  follow  traumatic 
or  purpuric  ecchyraoses,  haemorrhagic  urticaria,  varicose  eczema,  etc.,  form  a 
special  group  of  macules  in  which  the  pigment  is  hemosiderin.  If  a  macule 
takes  on  a  slight  degree  of  elevation  it  is  sometimes  styled  a  maculo-papule. 

The  differential  diagnosis  of  the  erythemas,  of  which  the  lesions  are  for  the 
most  part  too  diffuse  to  be  regarded  as  macules,  is  set  out  in  the  articles  on 
Erythema  and  Nodules  ;  that  of  the  purpuras  in  the  article  on  Purpura  ; 
that  of  leucodenma,  sclerodermia,  morphoea,  the  various  forms  of  chloasma 
(including  haemo-chromatosis),  and  the  discolorations  due  to  the  use  of  drugs,  in 
the  article  on  Pigmentation  of  the  Skin.  Nor  need  the  most  familiar  macule, 
that  which  occurs  in  lentigo  (freckles),  be  described  here,  for  the  only  affection 
with  which  it  can  be  confused  is  xeroderma  pigmentosum,  the  diagnosis  from 
which  is  given  under  Tumours  of  the  Skin,  where  also  will  be  found  the  differ- 
ential diagnosis  of  another  macular  affection,  xanthoma  in  its  various  forms. 
Tinea  versicolor  has  been  dealt  with  under  Fungous  Affections  of  the  Skin  ; 
pityriasis  rosea  under  Scales  ;  lichen  planus  and  herpes,  in  both  of  which 
macules  appear  as  secondary  lesions,  respectively  under  Papules  and  Vesicles. 
Of  naevi  and  of  telangiectases  the  identification  is  self-evident,  and  it  only 
remains  to  speak  of  the  macules  of  leprosy  and  syphilis. 

In  leprosy,  following  the  prodromai  symptoms  and  the  period  of  invasion, 
erythematous  spots  appear  on  the  face,  limbs,  or  trunk,  varying  in  colour  accord- 
ing to  the  natural  pigmentation  of  the  skin,  but  usually  in  white  races  of  a  light 
red.  The  colour  is  brightest  at  the  edge ;  the  centre  may  become  white  and 
atrophic.  In  size  the  macules  vary  from  a  pin's  head  to  the  palm  of  the  hand, 
or  larger  ;  they  are  smooth  and  shining,  with  a  well-defined  outline.  Some 
infiltration  is  usually  present.  Fresh  crops  continue  to  come  out  at  irregular 
intervals,  and  each  outburst  is  accompanied  by  an  exacerbation  of  the  con- 
stitutional symptoms.  After  a  tiine  the  macules  and  the  neighbouring  areas  of 
apparently  normal  skin  become  more  or  less  anaesthetic,  owing  to  pressure  of 
the  infiltration  on  the  peripheral  nerves.  The  macular  stage  of  leprosy  may 
possibly  be  confused  with  erythema  simplex,  but  the  macular*  areas  are  usually 
larger  than  in  erythema,  in  which  also  there  is  little  or  no  constitutional  dis- 
turbance. As  soon  as  anaesthesia  arises  the  diagnosis  is  settled.  This  is  indeed 
the  crucial  test  in  all  cases  of  doubt  as  between  leprosy  and  any  other  affection, 
for  in  leprosy  it  is  almost  invariably  present,  if  not  in  the  lesions  themselves, 
then  in  some  neighbouring  area  of  the  skin.  Its  commonest  sites  are  towards 
the  centre  of  the  macule,  in  the  pale  patches  left  by  macules  that  have  dis- 
appeared, and  in  the  hands  and  feet.  Another  distinctive  feature  of  leprous 
spots  is  that  they  rarely  perspire.  In  syringomyelia  the  sensory  and  trophic 
lesions  may  suggest  leprosy,  but  the  macules  will  be  absent,  nor  is  there  enlarge- 
ment of  lymphatic  glands  or  thickening  of  nerve-trunks.  (For  the  diagnosis 
of   nodular    leprosy  from    lupus    vulgaris,    see   under    Nodules.)     Whenever 


mucous  membrane  ol  the  throat  is  the  seat  ol  a.  similar  eruption,  and  superficial 
ulcers  may  form  on  the  tonsils.  Generally  about  a  fortnight  from  its  appear- 
ance, the  rash  begins  to  fade,  giving  place  to  a  papular  or  lollicular  eruption  on 
the  trunk,  limbs,  face,  and  neck.  Hyperemia  of  the  papillae  here  and  there 
gives  rise  on  the  chest  and  abdomen,  and  often  on.  the  flexor  aspects  ol  the 
limbs,  to  red  patches  which  may  persist  for  a  longer  or  shorter  time  as  isolated 
blotches,  varying  in  colour  from  a  delicate  rose  to  a  pale  violet  or  dusky-bluish 
or  even  brownish -red.      Scattered  about  among  these  macular  syphilides  may 
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often  be  seen  papules  (maculo-papular  s>'philides) ,  which  leave  stains  of  varying 
depth. 

From  the  macular  syphilide  both  tinea  versicolor  and  tinea  circinata  may  be 
distinguished  by  the  fungous  parasites  present  in  the  lesions  of  those  affections, 
and,  in  the  case  of  tinea  versicolor,  by  the  ease  with  which  the  scaly  patches 
can  be  detached  by  the  finger-nail  ;  the  erythematous  drug  rashes  by  their 
more  vivid  redness  and  the  presence  of  itching  and  burning  ;  seborrhcea  corporis 
by  its  more  limited  distribution  ;  measles  by  the  crescentic  character  of  the 
eruption,  the  coryza,  cough,  and  the  different  distribution.  A  peculiarity  of  this 
syphilide  which  should  always  be  watched  for  in  doubtful  cases  is  that  it  varies 
in  colour  with  the  temperature  ;  a  cool  atmosphere  will  bring  it  out  in  vivid 
colours,  even  when  almost  completely  faded.  Malcolm  Morris. 

MAIN-EN-6RIFFE.— (See  Claw-hand.) 

MARASMUS  Uterally  means  "  wasting,"  and  therefore  signifies  much  the 
same  as  loss  of  weight.  By  common  consent,  however,  when  speaking  simply 
of  marasmus,  one  generally  has  in  mind  an  infant  or  young  child,  so  that 
lesions  which  cause  loss  of  weight  in  tender  years  will  be  considered  under  the 
present  heading,  whilst  wasting  in  older  patients  is  discussed  under  the  heading 
Weight,  Loss  of. 

The  bodies  of  infants  and  young  children  consist  so  largely  of  water  that 
great  variations  may  occur  within  a  comparatively  short  time,  particularly  in 
association  with  a  disease  which  causes  loss  of  fluid.  The  most  rapid  loss  of 
weight  occurs  as  the  result  of  acute  diarrhoeay  with  or  without  vomiting  ;  in  the 
summer  zymotic  diarrhoea  of  infants  the  subcutaneous  tissues  may  be  seen 
to  shrivel  in  twenty-four  hours  or  less,  the  eyes  become  sunken,  the  fontanelle 
depressed,  and  the  patient  loses  weight  rapidly.  There  are  probably  various 
micro-organisms  producing  these  acute  symptoms,  of  which  the  best  known 
are  the  Bacillus  enteritidis  of  Gaertner  and  Morgan's  bacillus  I.,  but  the  exact 
bacteriological  diagnosis  of  the  symptoms  can  only  be  arrived  at  by  investigation 
of  the  stools  and  perhaps  of  the  patient's  serum  in  special  laboratories.  Acute 
vomiting  without  diarrhoea  generally  causes  loss  of  weight,  but  less  markedly 
than  does  severe  diarrhoea ;  it  sometimes  does  so  to  a  considerable  extent, 
nevertheless,  particularly  in  that  periodic  type  of  the  malady  known  as  cyclical 
vomiting  of  infants.  Without  apparent  cause,  a  child  of  tender  3^ears  who  is 
subject  to  this  complaint  is  seized,  without  any  preceding  irregularity  in  diet 
and  apparently  without  anything  definite  to  account  for  the  mischief,  with  most 
severe  and  recurrent  vomiting,  lasting  for  twenty-four,  thirty-six,  or  forty- 
eight  hours,  or  even  longer,  nothing  whatever  being  kept  down,  and  the  urine 
at  the  same  time  abounding  as  a  rule  with  diacetic  acid  and  acetone,  the  evidence 
of  acidosis.  Severe  though  the  loss  of  weight  may  temporarily  be,  the  s>Tiiptoms 
generally  subside  as  rapidly  as  they  come  on,  and  the  patient  remains  in  appar- 
ently normal  health  until  the  next  period  of  similar  vomiting  with  acidosis  comes 
on.  Besides  cycHcal  vomiting,  severe  attacks  of  vomiting  may  be  caused  by 
errors  of  diet  of  various  kinds,  though  it  is  remarkable  how  children  escape  the 
disorders  of  injudicious  feeding  if  only  virulent  organisms  are  not  administered 
in  the  food  at  the  same  time.  Congenital  hypertrophic  stenosis  of  the  pylorus  is 
nowadays  spoken  of  as  though  it  were  itself  a  disease  ;  it  is  associated  with 
persistent  vomiting  of  all  foodstuffs,  the  symptoms  coming  on  either  immediately 
after  birth  or  within  a  few  days  or  weeks,  and  in  not  a  few  instances  resulting 
in  death  from  sheer  inanition.  At  the  post-mortem  examination  in  such  cases 
there  is  undoubtedly  both  more  muscle  than  there  should  be  in  the  pylorus,  and 
undue  tightness  of  its  constriction,  but  it  is  very  doubtful  whether  this  is  really 
a  condition  of  congenital  malformation,  and  not  the  result  of  spasm  of  the 
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injudicious  feeding — many  rickety  children  bei  induly  f~- 

Congenital  syphilis,  on  the  other  hand,  is  a  .  caiuv 

The  diagnosis  may  sometimes  be  guessed  at;    -.  met 

from  the  snuffles,  skin  ksions.  Parrot's  nodes,  ■ 

may  be  known  of  in  the  parents  ;  and  it  may 
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they  may  be  said  rather  to  cease  to  live  thai  oary  si 

disease. 

Tuberculosis  is  a  very  important  and  coi  fa 

infants,  though  it  is  generally  very  difficult  ii  » 

lou9  lesion  is  present.     No  obvious  foci  such  .s  b>« -- 

kyphosis  from  spinal  caries,  ascites  or  abdominal  lumps  from  tuberculous  penniii- 
itis  or  tabes  mesenterica,  tuberculous  joints  such  as  the  hip  or  knee,  tuberculous 
dactylitis,  and  so  forth,  may  be  present,  and  yet  there  may  be  some  deep-seated 
lesion,  of  which  the  commonest  by  far  is  caseation  of  the  bronchial  glands. 
I'hihisis  pulmonalis  is  almost  unknown  tn  infancy  and  childhood  ;  in  phthisical 
patients  there  is  practically  never  caseation  of  the  bronchial  glands  ;  in'infants 
and  young  children  caseous  bronchial  glands  are  very  common,  and  they  occur 
almost  entirely  in  those  who  have  drunk  any  large  quantity  of  milk.  The 
danger  in  such  cases  is  that  the  bacilli  will  not  remain  localized  to  the 
bronchial  glands  :  many  a  child  is  quite  unsuspected  of  having  such  a  lesion 
until  some  intercurrent  malady  such  as  measles  causes  the  mischief  to 
light  up  and  become  generalized  in  the  form  of  general  tuberculosis  and 
meningitis,  and  at  the  post-mortem  examination  caseous  bronchial  glands, 
obviously  of  long  standing,  are  found.  Many  children  recover  completely, 
and  the  nature  of  the  case  at  the  time  when  there  were  loss  of  weight  and  general 
ill-health  may  never  be  determined.  The  child  outgrows  its  delicacy.  It  is 
always  possible,  or  even  probable,  when  obscure  wasting  occurs  in  a  child  who 
objectivfly  presents  no  particular  abnormality  except  ill-health,  that  the  lesion 
is  tuberculous  absorption  from  infected  milk,  with  accumulation  of  the  bacilli 
in  the  bronchial  glands.  The  fsces  may  be  examined  for  the  bacilli  after 
special  treatment  in  the  laboratory.  It  may  often  help  the  diagnosis  toeliminate 
milk  from  the  dietary,  and,  if  need  be,  butter  also,  and  watch  the  effects  of 
^'iving  the  patient  such  foods  as  are  known  to  contain  no  tubercle  bacilli.  Von 
i'irquet's  skin  reaction  might  also  be  tried,  though  its  results  are  by  no  means 
pathognomonic,  especially  il  the  tuberculin  used  is  not  prepared  exactly  as  it 
was  in  von  Pirquefs  original  method.  Hirturl  French- 
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HELASNA. — This  term  is  correctly  applied  to  black  motions  containing  altered 
blood.  The  colour  is  due  to  the  action  of  the  digestive  juices  upon  haemoglobin, 
and  the  condition  is  usually  associated  with  some  ulcerative  lesion  of  the  stomach 
or  duodenum. 

Melaena  may  be  simulated  by  the  presence  of  sulphide  of  iron  or  of  bismuth 
in  the  stools  of  patients  taking  either  of  these  metals.  The  slatey-black  colour 
of  these  sulphides  does  not  very  closely  resemble  the  tarry  motions  of  haemorrhage. 
In  case  of  doubt,  the  microscope  may  be  used  to  reveal  blood-corpuscles,  or  the 
chemical  tests  for  blood  may  be  employed.     (See  Blood  per  A  num.) 

\V\  Cecil  Bosanquct. 
MELANURIA. — (See  Urine,  Abnormal  Coloration  of.) 

MEMBRANE  PER  VA6INAM (See  Discharge,  Vaginal.) 

MENORRHAGIA. — By  this  symptom  is  meant  an  excessive  amount  of  the 
menstrual  flow,  or  an  undue  prolongation  of  the  time  during  which  it  takes 
place.  It  is  important  to  remember  that  in  this  condition  the  patient  is  free 
from  bleeding  during  the  intermenstrual  periods,  the  term  Metrorrhagia  [q.v.) 
being  reserved  for  bleeding  which  occurs  between  the  periods.  The  careful 
distinction  between  these  symptoms  often  serves  to  distinguish  very  important 
conditions,  and  they  should  on  no  account  be  confounded  with  one  another  or 
considered  as  the  same  entity.  Pure  menorrhagia  is  an  important  symptom 
of  many  well-defined  conditions  which  do  not,  as  a  rule,  give  rise  to  irregular 
bleeding.  Both  these  terms  must  be  carefully  limited  to  patients  who  menstruate, 
and  must  not  be  used  for  bleeding  after  the  menopause.  The  term  Metrostaxis 
(q.v.)  is  the  best  for  bleeding  occurring  after  menstrual  life  has  passed. 

Causes  of  Menorrhagia. 


z.  Gbnkrative  System. 

2.  Circulatory  System. 

3.  Xervous  System. 

Uterine  congestion 

Uncompensated  valvular 

Excessive  coitus 

Endometritis 

disease  of  the  heart 

Prevention  of  conception 

Retroversion  and  flexion 

Cirrhosis  of  the  liver 

Fibromyoma 

Emphysema  of  the  lungs 

A  Single  Excessive  Period 
Friffht 
Violent  emotion 

Salpingo-oophoritis 

Sub-involution 

The  Circulation 

Passive  hyperaemia  from : 

Sudden  changes  of  tem- 

Acute Infectious  Diseases 

Constipation 
Tight-lacing 

perature 
Cold  bath 

Influenza 

Enteric 

Sewing  machine 

Dancing 

Cholera 

Gymnastics 

Scarlatina 

The  Blood  Itself 

Bicycling,  etc. 

Variola 

Deficient  coagulability 

Rheumatism 

Scorbutus 

Malaria 

Purpura 

Diphtheria 

Haemophilia 

Measles 

High  Blood-pressure 
Arteriosclerosis 
Disturbance  of  internal 
secretions 

Perusal  of  the  above  table  will  make  it  clear' that  the  causes  of  pure  menor- 
rhagia can  be  grouped  under  the  three  headings  of  diseases  of  the  generative 
organs,  circulatory  organs,  and  the  nervous  system.  In  attempting  to  differentiate 
these  causes  from  one  another,  the  first  point  to  ascertain  is  whether  there  is 
any  disease  of  the  generative  system,  and  failing  this,  to  make  such  systematic 
examinations  as  will  place  the  cause  under  one  of  the  other  t\io  headings. 


uterine  cavity  would  be  smaJt.  In  general,  however,  it  is  quite  unnecessary  to 
use  the  sound  ior  the  diagnosis  of  a  fibtomyoma. 

Uterine  CoHgeslion  and  Endauiclritis. — -These  lesions  can  only  be  inferred  in 
cases  of  pure  menorrhagia  when  the  uterus  is  not  enlarged  to  any  appreciable 
extent,  and  when,  in  addition,  there  are  leucorrhcea  and  backache.  These  three 
cardinal  symptoms,  Pozii's  syndrome,  point  always  to  endometritis,  whatever 
other  lesion  of  the  generative  system  may  be  present.  As  a  rule,  the  subjects  of 
these  are  married  and  have  had  pregnancies  or  abortions,  but  endometritis  may 
occur  in  a  virgin,  the  result  of  infection,  without  any  pregnancy  having  taken 
place.  The  presence  of  endometritis  cannot  be  proved  without  the  removal  of 
the  endometrium  by  the  operation  of  curettage  and  the  microscopical  examina- 
tion of  sections  of  the  material  so  removed. 

Retroversion  and  ftesioit  of  the  uierui  and  salpingo-odpharitis  are  very  definite 
and  obvious  lesions  which  are  associated  with  monorrhagia,  but  the  actual 
prime  cause  is  again  endometritis  and  uterine  congestion. 

So  also  with  sub-involulion,  which  necessarily  can  only  follow  labour  or  abortion ; 
though  a  relaxed  uterine  muscle  and  a  dilated  uterine  cavity  s.ie  present,  endo- 
metritis and  congestion  are  present,  too,  and  are  the  real  causes  of  menorrhagia. 

Eianlhemata.— The  various  exanthems  are  liable  to  cause  menorrhagia  except 
in  those  instances  where  they  give  rise  to  aniemia.  It  has  been  shown  bacterio- 
iogically  that  an  acute  endometritis  may  be  set  up  by  various  zymotic  diseases, 
and  therefore  it  is  not  surprising  that  in  some  instances  this  condition  becomes 
chronic  and  causes  a  lasting  menorrhagia. 

2.  Circulatory  System. — Under  this  heading  there  can  be  no  doubt  that  definite 
causes  of  menorrhagia  exist,  but  in  the  absence  of  well-defined  lesions  of  heart. 
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liver,  or  lungs  it  may  be  a  matter  of  considerable  difficulty  to  make  a  differential 
diagnosis.  It  is  obvious  that  any  lesion  of  the  heart,  liver,  or  lungs,  which  leads 
to  back-pressure  through  the  venous  system,  may  cause  hypera;mia  of  the 
pelvic  organs  and  consequently  lead  to  excessive  menstrual  losses.  It  does  not 
follow,  however,  that  this  will  be  the  case,  because  the  sufferers  from  these  diseases 
are  sometimes  anaemic  as  far  as  the  quality  of  the  blood  goes,  and  consequently 
may  lack  the  stimulus  to  menstruate  at  all.  However,  it  not  uncommonly 
happens  that  menorrhagia  is  caused  by  uncompensated  valvular  lesions  of  the 
heart,  cirrhosis  of  the  liver,  or  emphysema  of  the  lungs. 

Passive  hyperamia  of  the  pelvic  organs  may  occur  from  constipation,  tight 
lacing,  or  certain  occupations  such  as  the  working  of  a  treadle  sewing-machine ; 
but  it  must  not  be  forgotten  that  endometritis  may  also  be  present  and  be  the 
real  underlying  cause  of  excessive  flow. 

Ancemia. — That  the  quality  of  the  blood  itself  may  be  a  cause  of  menorrhagia 
is  undoubted,  and  particularly  if  it  be  deficient  in  calcium  salts,  leading  to  retarda- 
tion of  the  coagulation- time.  Modern  methods  of  estimating  coagulation- time 
enable  us  to  distinguish  these  cases  with  some  certainty,  and  thus  point  out  a 
line  of  treatment.  Unfortunately  there  is  no  simple  clinical  method.  Doubt 
also  has  recently  been  thrown  on  the  view  that  the  calcium  salts  have  any 
effect  on  coagulation-time.  The  well  known  signs  of  scorbutus  in  its  minor 
degrees,  purpura,  and  haemophilia  may  draw  attention  to  cases  of  this  class. 

Menorrhagia  in  young  girls  at  the  time  of  puberty  and  commencement  of 
menstruation  depends  upon  excessive  ovarian  activity,  and  we  must  conclude, 
therefore,  a  disturbance  of  the  balance  between  the  internal  secretions.  It  is 
often  associated,  too,  with  retardation  of  the  coagulation- time  of  the  blood, 
especially  in  the  subjects  of  chilblains,  cold  hands  and  feet,  "  dead  fingers,"  etc. 
It  must  not  be  forgotten  that  young  girls  may  have  a  malignant  growth  of  the 
uterus,  such  as  sarcoma,  but  this  is  more  likely  to  cause  irregular  bleeding  as 
well  as  menorrhagia. 

Finally,  high  blood-pressure  must  be  reckoned  with  as  a  cause  of  menorrhagia 
at  any  period  of  life,  but  particularly  when  nearing  the  onset  of  the  menopause. 
Menopause  menorrhagia  much  more  often  depends  upon  one  of  the  well-defined 
lesions  of  the  uterus  above  described  than  on  high  blood-pressure,  but  cases  occur 
in  which  the  blood-pressure  is  alone  responsible.  In  connection  with  this 
must  not  be  forgotten  the  arteriosclerosis  which  is  likely  to  affect  the  uterine 
vessels  about  this  period  of  life,  and  which  may  contribute  its  share  to  the 
causation  of  a  menorrhagia.  This  high  blood-pressure,  and  possibly  the 
arteriosclerosis  also,  may  eventually  prove  to  be  connected  with  the  internal 
secretions  of  the  ductless  glands.  Though  still  considerably  a  matter  of  theory, 
nonnal  menstruation  consists  in  part,  at  least,  of  the  normal  balance  being 
preserved  between  the  various  internal  secretions,  the  ovarian  and  thyroid  on 
the  one  hand  being  balanced  by  the  suprarenal  and  pituitary  on  the  other,  and 
any  disturbance  of  this  balance  may  result  in  amenorrhoea  (as  in  myxcedema) . 
or  in  menorrhagia,  as  sometimes  occurs  in  exophthalmic  goitre  and  at  the  meno- 
pause. In  the  absence,  however,  of  definite  lesions  of  ductless  glands,  we  have 
not  much  evidence  at  present  before  us  which  will  enable  us  to  say  which  gland 
is  at  fault.  It  is  very  fascinating  to  believe  that  high  blood-pressure  may  be 
due  to  the  unbalanced  action  of  the  suprarenal  and  pituitary  secretions,  and  to 
suggest  a  remedy  in  consequence. 

3.  The  Nervous  System  alone  is  never  likely  to  be  a  cause  of  lasting  menor- 
rhagia, but  that  a  single  profuse  period  may  result  from  some  disturbance  of  the 
nerve  mechanism  of  menstruation  has  long  been  believed.  There  certainly  are 
cases  of  the  kind  in  which  no  other  causation  can  be  recognized,  and  in  which 
the  excessive  flow  is  not  repeated.     The  effect  of  sexual  intercourse  upon  the 


itself  of  diagnostic  importance,  the  nature  o£  the  case  being  determined  usually 
on  other  grounds.  It  is  apt  to  be  very  troublesome  in  cases  of  general  peritonitis, 
even  when  operation  has  been  performed  ;  the  diagnosis  will  depend  upon  the 
history,  which  may  suggest  a  cause  lor  peritonitis,  such  as  gastric  or  duodenal 
ulcer,  appendicitis,  typhoid  lever  ;  and  upon  the  persistent  vomiting,  the  dry 
furred  tongue,  the  motionless  rigid  abdomen,  the  rising  rapidity  o£  pulse,  the 
iacies  hippocratica,  the  impairment  of  note  in  the  flanks,  the  rub  over  the  liver 
or  spleen,  and  the  absence  o(  borborygmi. 

Intestinal  obstruction,  whether  acute,  subacute,  or  chronic,  and  whether  due 
to  strangulated  hernia,  peritoneal  band,  volvulus,  new  growth,  intussusception, 
or  other  cause,  often  leads  to  extreme  meteorism,  with  visible  peristalsis,  the 
passage  of  neither  fxces  nor  flatus,  and  persistent  vomiting  which  will  become 
iieculent  if  the  case  is  not  operated  upon.  Peritonitis  ultimately  supervenes  ; 
but  previous  to  this,  intestinal  obstruction  is  diilecentiated  from  general 
peritonitis  by  the  absence  of  rigidity  of  the  abdominal  wall,  by  the  presence  of 
borborygmi  and  visible  peristalsis,  the  absolute  constipation  in  spite  of  enemata, 
the  slower  pulse,  and  the  relatively  better  condition  of  the  patient. 

Acute  pancrealitis,  whether  hiemorrhagic  or  not,  may  cause  acute  meteorism. 
The  symptoms  are  variable,  but  they  nearly  always  suggest  an  acute  abdominal 
condition  requiring  immediate  laparotomy,  the  diagnosis  being  then  suggested 
directly  the  areas  of  fat  necrosis  are  seen  in  the  omental  fat.  Previous  to 
laparotomy,  the  sj-mptoms  are  rather  those  of  acute  intestinal  obstruction  than 
of  general  peritonitis  ;  the  usual  history  of  acute  pain  in  the  epigastrium  may 
at  lirst  suggest  perforated  gastric  ulcer,  but  the  abdomen  remains  supple  as  in 
obstruction  more  often  than  it  becomes  rigid  as  in  peritonitis. 
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Meteorism  in  cases  of  typhoid  fever,  dysentery,  dengue,  and  other  severe 
illnesses  in  which  the  bowel  is  aHected,  is  chiefty  o£  importance  in  that  it  may 
lead  to  a  suspicion  of  perforation  and  general  peritonitis.  The  diagnosis  is 
often  very  difficult,  and  there  may  be  grave  anxiety  and  doubt  as  to  whether  the 
abdomen  should  be  opened  or  not.  One  important  point  in  typhoid  fe\'er  is 
that  perforation  is  generally  accompanied  by  a  sudden  drop  in  the  temperature 
and  an  equally  sudden  rise  in  the  pulse-rate,  whereas  meteorism  by  itself  woulil 
not  cause  this. 

When  the  vessels  in  the  mesentery  are  aiiected  by  thrombosis  or  embolism, 
acute  meteorism  results,  with  all  the  signs  of  intestinal  obsCructton,  rapidl\- 
followed  by  peritonitis.  The  nature  of  the  case  may  be  quite  obscure  until 
laparatomy  is  performed,  unless  the  existence  of  a  cause  is  known,  such  as 
{ungating  endocarditis. 

Interference  with  the  solar  and  mesenteric  plexuses  of  nerves  has  sometimes 
isesof  fo^M  mesenlerica,  or  in  ft  It  rating  intra-abdominal 


new  growth.     The  symptom  occurs  late,  and  the  diagnosis  will  generally  have 
been  made  on  other  grounds. 

Affections  of  the  spinal  cord  may  lead  to  paralysis  of  the  bowel  and  tympanites. 
This  may  result  from  transverse  "  myelitis,"  whether  due  to  primary  softening  ol 
the  cord  from  syphilitic  or  other  spinal  arterial  thrombosis,  from  compression 
by  spinal  caries,  new  growth,  aneurysm,  or  from  destruction  of  the  dorsal  region 
of  the  cord  by  a  stab,  a  crushing,  or  a  bullet  wound.  There  will  generally  be 
Paraplegia  \q.v.)  to  indicate  the  nature  of  the  case. 

Diabetes  mellitus  often  indicates  its  impending  t 
onset  of  abdominal  pains,  with  more  or  le: 
known  already  on  account  of  the  glycosurij 
late  stages  of  cirrhosis  of  the  liver. 

Particular  mention  may  be  made  of  Hirschsprung's  rfis«a«— idiopathic 
enormous  distention  of  the  sigmoid  colon  in  children  and  young  people 
(Fig.    III).       Careful    examination     indicates     that    the    enormous     gaseous 
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Malignanl  Groslhi  : 

Cardnoma 

Snuamous  epitheliom 

Sarcoma 

Chijrion-epithclioma 
fifHiirn  Growlhs . 

Submucous  fibroid 

Fibroid  polypus 

Mucous  polypus 
Infiammalory  Ltsions  : 

Erosion  ol  cervix 

Endome  Iritis 

TuberculMi5  of  the  u 


Mich  blood-pteisute  due  to  : 

Al  Ihe  mmopausi  \ 

Undue  congestion  due  to: 

Deficiency  of  calcium  at 


Purpura 
Ha,'inophilia 


The  Generative  System. 

to  metrorrhagia  are  well  defined 


of  the  generative  organs  which  give  rise 
rule,  and  in  the  case  of  growths  of  the 
often  self-evident.  Where  growths  of  the  body  of  the  uterus 
present,  differential  diagnosis  is  often  a  matter  of  great  difficulty,  and  cannot 
made  in  many  instances  without  a  preliminary  curettage  and  microscopical 
imination  of  the  material  removed.  In  fact,  with  the  exception  of  obvious 
COU9  polypi,  fibroid  polypi,  and  advanced  growths  of  the  cervix,  all  the 
wths  of  the  uterus  rct^uire  a  preliminary  histological  examination   for  their 
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exact  diagnosis  unless  the  symptoms  demand  a  radical  operation.  In  such 
cases  it  is  sufficient  to  diagnose  the  actual  nature  of  the  growth  after 
removal. 

It  is  not  out  of  place  here  to  suggest  the  best  way  to  make  histological  prepara- 
tions from  curetted  material,  a  matter  often  of  great  importance  to  the  patient, 
because  it  is  often  difficult  to  distinguish  between  cancer  and  endometritis  unless 
the  very  best  microscope  sections  can  be  obtained.  The  curetted  material 
must  be  obtained  after  dilatation,  with  a  sharp  curette,  and  the  larger  the  frag- 
ments removed  the  more  easy  will  the  histologist's  work  be  made.  AnaBsthesia, 
therefore,  is  always  essential  except  in  the"case  of  cervical  growths.  In  doubtful 
cervical  growths  a  wedge  should  be  cut  out,  including  some  normal  tissue,  if 
possible.  Curetted  fragments  should  be  washed  free  from  blood  for  a  minute  or 
two,  but  should  not  be  left  to  soak  in  water.  They  should  then  be  placed  imme- 
diately in  an  efficient  fixing  fluid,  and  the  best  all-round  fluid  for  this  purpose 
is  lo  per  cent  of  formalin  in  -75  per  cent  saline  solution  (formalin  loc.c,  75  per 
cent  salt  solution  90  c.c).  Twenty-four  hours  in  this  fluid  lead  to  good  fixation, 
after  which  the  tissues  can  be  dehydrated  in  successive  alcohols,  cleared  in  xylol, 
and  finally  embedded  and  infiltrated  with  paraffin  wax.  Sections  cut  from  these 
paraffin  blocks  are  the  best  obtainable,  far  superior  to  any  freezing  method  or 
celloidin  infiltration.  If  the  stained  sections  are  submitted  to  a  histologist  who 
has  experience  of  uterine  growths,  there  should  not  be  two  per  cent  of  doubtful 
specimens.  If,  however,  the  tissues  are  improperly  fixed,  thick  sections  are 
cut,  and  badly  stained,  then  the  most  skilled  histologist  will  be  unable  to  give  a 
definite  and  reliable  diagnosis. 

Cancer  of  the  body  of  the  uterus,  cancer  of  the  cervical  canal,  early  cancer  of 
the  cervix,  sarcoma  of  the  uterus,  chorion-epithelioma,  some  sloughing  fibroids, 
tubercle,  and  endometritis  can  only  be  distinguished  from  one  another  by  investi- 
gations carried  out  on  these  lines.  The  fact  that  all  these  lesions  produce  metror- 
rhagia, and  may  give  rise  to  haemorrhage  on  coitus,  walking,  straining  at  stool, 
and  bimanual  manipulation  of  the  uterus,  makes  it  imperative  that  we  should 
have  histological  confirmation  of  the  nature  of  the  lesion  before  making  an 
exact  diagnosis. 

The  relation  of  fibromyoma  to  metrorrhagia  as  opposed  to  pure  menorrhagia, 
which  is  the  rule  with  these  tumours,  is  interesting.  Fibroids  only  produce 
rregular  bleeding  when  they  are  submucous  and  in  process  of  extrusion,  when 
they  are  infected  and  sloughing,  or  when  they  are  actually  polypoid.  The 
reason  for  this  is  that  in  these  conditions  the  tumours  are  always  partly  strangu- 
lated by  uterine  contractions,  and  therefore  in  a  state  of  gross  venous  congestion  ; 
hence  they  bleed  more  or  less  constantly,  without  provocation.  The  occurrence 
of  irregular  bleeding  in  a  person  who  is  known  to  have  fibroids  almost  always 
means  one  of  these  conditions,  and,  commonly,  extrusion  of  the  tumour  from 
the  uterus.  On  the  other  hand,  it  must  not  be  overlooked  that  carcinoma  may 
develop  in  the  endometrium  with  a  fibroid  also  present,  or  that  a  fibroid  may 
become  sarcomatous,  or  that  a  sarcoma  may  arise  de  novo  in  the  uterus,  and 
attack  a  pre-existing  fibroid. 

Rapid  enlargement  of  a  uterus,  with  irregular  haemorrhage,  is  very  suspicious 
of  a  sarcomaf  but  as  it  is  not  uncommon  for  several  fibroids  to  be  present  in 
the  same  uterus,  it  is  also  common  for  rapid  enlargement  to  occur  as  a  result 
of  cystic  changes  in  one  of  them,  whilst  haemorrhage  may  take  place  due  to 
extrusion  of  another. 

Pure  carcinoma  of  the  body  of  the  uterus  rarely  produces  much  enlargement  of 
the  organ,  and  any  increase  in  size  is  not  very  rapid. 

Chorion-epithelioma  follows  hydatidiform  mole  in  about  50  per  cent  of  the 
recorded  cases,  and  it  always  follows  pregnancy,  never  having  been  seen  in  the 


islikely  to  occur  from  this  cause.  The  same  disturbance  of  the  internals! 
which  may  cause  menorrhagla  at  these  periods,  sometimes  acts  in  the  same  way 
in  causing  irregular  bleeding.  It  is  fairly,  common  to  find  young  girls  at  the 
onset  of  menstruation  hauiilg  menorrhagia  and  metrorrhagia,  and  it  is  often 
very  difficult  to  be  certain  of  a  cause.  It  depends,  however,  very  lai^ely  on 
two  delimte  factors,  namely:  (i)  Unusual  uterine  congestion  the  result  of  an 
excess  of  the  biochemical  stimulus  (internal  secretions)  of  menstruation,  and 
(2)  deficient  coagulation  power  possibly  due  to  a  want  of  calcium  in  the  bLood. 
The  former  cannot  be  diagnosed  by  any  defined  investigation,  but  the  latter  is 
determined  by  estimating  the  coagulation- time.  Purpura,  scorbutus,  and 
ha;mophilia  are  readily  diagnosed  when  they  act  as  causal  agents.  Leuco- 
cythajmia  is  sometimes  responsible  for  irregular  uterine  bleeding,  and  is  readily 
diagnosed  by  making  a  total  and  differential  leucocyte  count. 

The  Nervous  System  seldom  causes  metrorrhagia,  but  there  is  no  doubt  that 
sexual  excess,  often  seen  in  the  first  months  of  married  life,  is  a  reflex  cause 
of  uterine  congestion,  and  may  cause  metrorrhagia  as  well  as  menorrhagia. 

r.  G.  Sltvms. 

METROSTAXIS.— Metrostaxis  is  the  term  applied  to  uterine  haemorrhage 
at  any  period  of  life,  unconnected  with  menstruation,  ot  at  times  when  menstrua- 
tion is  in  abeyance.  It  is  convenient  to  keep  this  form  of  hemorrhage  separate 
from  the  other  varieties,  because  in  this  way  all  the  pregnancy  hemorrhages 
can  be  carefully  differentiated.  Metrostaxis  may  be  classified  according  to 
whether  the  uterus  is  pregnant  or  not.  The  bleeding  which  occasionally 
occurs  from  the  vagina  in  new-born  infants  is  usually  thought  to  depend  upon 
uterine  congestion  subsequent  to  the  cessation  of  the  placental  circulation.     It 
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never  depends  upon  any  lesion  requiring  definite  investigation,  and  is  usually 
trivial.     A  fatal  case,  however,  was  reported  by  McKerron. 


Causes  of  Metrostaxis. 


NON- PREGNANT   UtERUS. 


Uterine  bleeding  in  the  new-bom 

Malignant  growths 

Polypi 

Senile  endometritis 

Senile  granular  vaginitis 

Pyometra 

Secondary  post-partum  haemorrhage 

Sub-involution 


Pregnant  Uterus. 


Threatened  abortion 
Ante-partum  haemorrhage 
Extra-uterine  gestation 
Malignant  growths  of  cervix 

or  vagina 
Erosions 
Polypi 


The  differentiation  of  malignant  growthSy  polypi,  and  senile  endometritis  can 
only  be  established  in  the  same  manner  as  in  cases  occurring  during  menstrual 
life.  Senile  adhesive  vaginitis  must  not  be  overlooked  as  a  possible  cause.  In 
this  condition  the  vaginal  walls  at  the  fornices  are  liable  to  become  inflamed  and 
form  granulation  tissue,  which  may  bleed  if  the  surfaces  rub  together.  On 
examining  such  cases,  too,  the  surfaces  may  be  partly  adherent,  and  the  separa- 
tion brought  about  by  the  finger  may  cause  bleeding.  In  any  doubtful  case,  the 
routine  dilatation  and  curettage  of  the  uterus  must  never  be  omitted.  An 
unsuspected  pyometra,  or  distention  of  the  uterus  with  pus,  may  cause 
haemorrhage,  along  with  a  foul  discharge,  and  although  it  is  almost  always 
accompanied  by  a  malignant  growth,  may  be  only  the  result  of  infection  and 
granulation-tissue  formation. 

In  relation  to  a  recent  pregnancy,  haemorrhage  may  result  from  simple  sub- 
involution, from  retained  products  of  conception,  and  from  chorion-epithelioma. 
The  differentiation  of  these  conditions  can  only  be  established  by  exploration  of 
the  uterine  cavity,  with,  if  necessary,  the  assistance  of  the  microscope.  Such 
conditions  may  be  termed  secondary  post-partum  haemorrhage  in  cases  occurring 
within  a  few  days  of  delivery. 

Haemorrhage  from  the  pregnant  uterus  almost  always  means  separation  of  the 
embryo  from  its  attachments,  or  separation  of  the  placenta  ;  but  malignant 
growths  of  the  cervix,  erosions,  and  polypi  may  have  to  be  considered.  Haemor- 
rhage from  a  pregnant  uterus  is  never  due  to  maUgnant  growths  of  the  body 
of  the  organ,  because  pregnancy  is  practically  impossible  together  with  such 
lesions.  There  are,  however,  two  great  difficulties  in  connection  with  pregnancy 
haemorrhages :  these  are  to  differentiate  (i)  the  uterine  haemorrhage  which  occurs 
along  with  extra-uterine  gestation  from  that  due  to  threatened  abortion ;  and  (2) 
to  distinguish  the  bleeding  of  placenta  prcevia  from  that  due  to  the  separation  of 
a  normally  situated  placenta. 

In  the  first  case,  arising  very  early  in  pregnancy,  it  must  be  remembered 
that  the  haemorrhage  occurs  when  the  extra-uterine  gestation  is  separated  from 
its  tubal  or  other  attachments  and  is  converted  into  a  tubal  mole,  when  it  becomes 
extruded  from  the  fimbriated  extremity  of  the  tube,  or  when  the  tube  ruptures. 
Therefore,  there  may  be  history  of  acute  abdominal  pain,  faintness,  and  possibly 
collapse  from  internal  haemorrhage.  Along  with  this,  the  uterus  will  not  be 
found  obviously  enlarged,  whilst  there  is  some  sort  of  swelling  in  one  or  the 
other  posterior  quarter  of  the  pelvis. 

Haemorrhage  due  to  threatened  abortion  cannot  be  diagnosed  unless  the 
presence  of  an  intra-uterine  pregnancy  can  be  established.     Therefore,  in  this 


in  the  spinat  cord  at  the  level  of  the  third  sacral  nerve,  whilst  the  brain  controls 
these  centres  in  response  to  sensory  impulses  received.  The  abnormalities  of 
micturition  which  are  met  with  in  practice  depend  partly  upoD  lesions  of  some 
^xirtion  of  the  urinary  apparatus,  and  partly  upon  some  change  in  the  nervous 
mechanism  controlling  the  act,  and  will  be  discussed  from  these  points  of  view 
under  the  following  headings  : — 

I.  Increased  frequency  ol  micturition 

1.  Changes  in  the  stream  during  micturition 

3-  Difficulty  in  micturition 

4.  Retention  and  ii 

5.  Pain  during  n 

6.  Micturition  through  fistul.-e 

7.  Disorders  of  micturition  from  diseases  of  the  nervous  system 
3.  Enuresis  {q.v.). 

InereaMd  Fraqueney  ot  Micturition.— A  large  number  of  diseases  of  the 
Henito-urinar>-  tract  are  accompanied  by  increased  frequency  of  micturition, 
and  it  is  necessary  to  ascertain  ii  the  increased  frequency  of  micturition  depends 
upon  an  increased  amount  oi  urine  to  be  passed.  Thus  in  diabetes  or  chronic 
inlerstilial  nephritis,  the  increased  amount  of  urine  will  cause  an  increased 
frequency  of  desire  to  micturate,  provided  the  capacity  of  the  bladder  is 
unaltered.  Ifthe  total  amount  of  urine  remains  normal,  any  increased  frequency 
of  micturition  will  be  caused  by  some  lesion  of  the  geni to-urinary  apparatus, 
and  a  due  consideration  ol  the  other  symptoms  of  a  case  will  often  point  to  a 
definite  diagnosis.  It  must  be  remembered,  however,  that  increased  frequency 
does   not  necessarily  imply  [hat  the  bladder  is  the  seat  of  the  disease,  as  the 
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symptom  is  present  with  any  form  of  renal  pyelitis — commonly  calculous  or 
tuberculous — or  with  prostatic  enlargement. 

It  is  important  to  ascertain  the  relationship  between  micturition  during  the 
day  and  during  the  night.  Normally,  a  healthy  person  should  not  wake  during 
the  night  to  pass  urine,  unless  an  excess  of  fluid  has  been  taken  ;  but  if  any 
inflammatory  condition  is  present  in  the  bladder,  micturition  will  be  present 
during  the  night,  as  well  as  increased  in  frequency  during  the  day.  Any  form 
of  cystitis  or  acute  inflammatory  conditions  of  the  prostate  or  neighbouring 
organs,  will  cause  increased  frequency  during  both  the  day  and  night.  In 
patients  with  chronic  nephritis  who  are  passing  normal  quantities  of  urine 
during  the  day,  frequent  micturition  at  night  is  common,  and  is  due  to  delayed 
excretion  of  fluid  from  the  body  by  the  kidneys. 

In  vesical  calculus  there  is  increased  frequency  during  the  day,  but  often  no 
urination  is  necessary  during  the  night.  The  frequency  during  the  day  is 
increased  with  activity  or  exercise,  or  by  the  jolting  movements  of  travelUng, 
but  is  absent  during  a  period  of  rest.  If  the  presence  of  a  calculus  has  excited 
cystitis,  increased  frequency  of  micturition  will  be  present  during  both  day  and 
night. 

In  prostatic  enlargement,  whether  simple  or  carcinomatous,  the  increased 
frequency  is  most  marked  at  night,  and  is  commonly  the  first  symptom  of  the 
disease  noticed  by  the  patient,  generally  a  man  of  about  sixty  years  of  age.  The 
mucous  membrane  of  the  prostatic  urethra  becomes  stretched  by  the  enlarging 
gland,  and  often  pushed  upwards  into  the  bladder  by  the  intravesical  enlarge- 
ment, and  the  contact  of  this  with  urine  in  the  bladder  causes  the  stimulus  to 
micturition.  Further,  with  prostatic  enlargement,  the  bladder  is  not  completely 
emptied,  so  that  the  addition  of  a  relatively  small  amount  of  urine  from  the 
kidneys  soon  fills  up  the  incompletely  emptied  viscus  and  sets  up  afresh  the 
desire  to  micturate. 

In  vesical  carcinoma,  increased  frequency  of  micturition  is  present  during  both 
the  day  and  night,  as  the  infiltration  of  the  vesical  wall  prevents  the  bladder 
from  being  distended  without  pain,  and  it  is  frequently  associated  with  cystitis. 

In  renal  colic  caused  by  calculus  or  blood-clot,  or  in  the  torsion  of  a  movable 
kidney,  there  may  be  increased  desire  to  micturate,  and  the  symptom  may  be 
present  in  inflammatory  diseases  in  the  pelvis,  such  as  salpingitis,  pyosalpinx, 
or  a  low-placed  appendicitis,  or  in  the  secondary  infiltration  of  the  bladder  in 
carcinoma  of  the  uterus  or  rectum. 

Increased  frequency  of  micturition  may  be  produced  by  mechanical  obstruc- 
tion to  the  normal  vesical  distention  by  a  tumour  occupying  the  p)elvis,  and  is 
commonly  seen  in  ovarian  cyst,  uterine  fibroid,  or  with  a  retroverted  gravid  uterus  ; 
these  tumours  will  be  found  upon  vaginal  examination. 

In  children,  increased  frequency  of  micturition  may  be  due  to  phimosis, 
balanitis,  a  small  urinary  meatus,  worms,  penile  calculus,  oxaluria,  coh  bacilluria, 
or  to  hyperacidity  of  the  urine. 

Changes  in  the  Stream  of  Urine. — An  abnormahty  of  the  stream  of  urine 
may  be  due  to  a  congenital  deficiency  of  the  terminal  urethra,  as  in  hypospadias 
or  epispadias,  or  to  some  lesion  mechanically  obstructing  the  stream.  Most 
commonly  this  is  due  to  a  stricture  of  the  urethra.  If  the  stricture  be  situated  in 
the  penile  portion,  the  stream  of  urine  is  of  small  calibre  but  of  fair  force,  whilst 
if  the  stricture  is  in  the  bulbous  urethra,  the  mechanical  effect  upon  the  stream 
'of  urine  passing  through  the  stricture  into  the  urethra  of  wider  calibre  beyond 
the  stricture,  is  that  the  force  is  diminished,  whilst  the  actual  stream  as  it  leaves 
the  meatus  is  not  thinned.  A  stricture  at  or  near  the  urethral  meatus  forms  a 
thin  but  forcible  stream ;  but  no  reliance  can  be  placed  upon  the  complaint  of 
a  '*  twisted  stream." 


vesical  lesion  as  the  result  of  spasmodic  conlraclion  of  the  vesical  spkincier. 
Patients  subject  to  this  trouble  (so-called  stammering  bladder)  can  at  times 
pass  urine  quite  normally,  but  at  others  the  stream  is  frequently  interrupted, 
or  they  may  be  unable  to  pass  urine  at  all,  especially  in  the  presence  of  a 
second  person. 

DlOleuH;  In  Hleturltion.— Frequently  associated  with  some  change  in  the 
character  of  the  stream  of  urine,  a  patient  may  complain  of  difficulty  in  mic- 
turition, either  as  a  hesitation  in  commencing  the  flow  or  a  need  to  strain  to 
maintain  it.  This,  again,  is  most  common  with  urethral  stricture  or  prostatic 
enlargement,  or  may  be  due  to  the  impaction  of  a  calculus  in  the  urethra  or  (o  the 
formation  ol  blood-dot  in  the  bladder.  A  calculus  may  be  passed  into  the  urethra 
and  t>ecome  arrested  in  the  canal,  but  not  so  that  it  wholly  obstructs  the  passage 
of  urine.  It  is  not  uncommon  for  a  calculus  to  occupy  the  dilated  portion  of 
the  urethra  behind  a  stricture,  or  occasionally  a  prostatic  calculus  projects 
Irom  the  gland  into  the  lumen  of  the  posterior  urethra.  A  calculus  so  placed 
may  increase  in  size  by  the  further  deposition  of  urinary  salts  whilst  in  the 
urethra,  and  cause  difHculty  in  micturition  ;  it  may  be  felt  in  the  canal  from 
the  outside,  upon  rectal  examination,  or  upon  passing  a  soft  bougie  into  the 
urethra.  Even  if  placed  behind  a  stricture,  it  may  be  felt  by  a  fine  guide  or 
bougie  passed  to  dilate  the  stricture. 

Difficulty  in  micturition  due  to  the  presence  of  blood-clot  in  the  bladder  will 
usually  be  indicated  by  the  previous  passage  of  blood-stained  urine  and  by  the  * 

DiJliculty  in  micturition  in  the  female  may  be  caused  by  a  pelvic  tumour  by 
the  drag  or  direct  pressure  on  the  urethra  or  vesical  neck.  This  may  occur 
with  a  uterine  fibroid  or  a  pregnant  relroverted  uterus.     Occasionally,  difficulty 
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is  produced  by  the  direct  infiltration  of  the  urethra  by  a  carcinoma  of  the  vaginal 
wall  or  vulva. 

Difficulty  in  micturition  is  not  uncommon  in  disease  of  the  nervous  system, 
causing  paralysis  or  paresis  of  the  detrusor  muscle  of  the  bladder.  This  may 
be  due  to  trauma  and  pressure  on  the  spinal  cord  by  blood-clot,  or  to  myelitis 
or  tabes.  It  must  be  remembered  that  it  is  not  uncommon  for  the  early  cord- 
changes  of  tabes  to  affect  the  urinary  organs,  and  that  difficulty  in  passing 
urine  may  be  complained  of  when  the  urethra  and  bladder  are  normal. 

Atony  of  the  bladder  wall  without  any  affection  of  the  nervous  mechanism,  from 
recurring  over-distention  of  the  bladder,  may  cause  difficulty  in  micturition. 

Retention  of  Urine — ^by  which  is  implied  the  gradual  accumulati6n  of  urine 
in  the  bladder,  with  inabiUty  to  pass  any  per  urethram — may  arise  from  mechanical 
causes  obstructing  the  urethra,  or  from  derangement  of  the  nervous  system. 
Retention  of  urine  must  be  distinguished  from  anuria,  or  failure  of  the  kidneys 
to  secrete  urine,  for  in  retention  the  kidneys  are  still  functioning,  and  the  urine 
is  collecting  in  the  distended  bladder.  Retention  of  urine  occurring  suddenly, 
produces  very  severe  pain  and  strangury,  but  in  cases  of  old-standing  obstruction 
the  bladder  may  be  enormously  distended  before  pain  becomes  severe.  If  the 
retention  remains  unrelieved,  urine  may  continually  dribble  away  per  urethram, 
when  a  condition  resembling  incontinence  of  urine  is  produced  ;  but  it  is  most 
important  to  distinguish  the  condition  from  trtie  incontinence  of  urine  due  to 
injury  or  paralysis  of  the  vesical  sphincter  muscle.  In  true  incontinence,  the 
bladder  remains  empty,  urine  Hows  away  as  soon  as  it  passes  down  into  the 
bladder,  and  there  is  no  obstruction  in  the  urethra  ;  whereas,  in  the  condition  of 
involuntary  passage  of  urine  from  an  unrelieved  distended  bladder — incontinence 
from  overflow,  or  false  incontinence — the  bladder  may  be  felt  distended  in  the 
suprapubic  region,  and  there  exists  some  mechanical  obstruction  in  the  urethra, 
or  at  the  internal  urethral  orifice. 

The  common  causes  of  retention  of  urine  are  urethral  stricture  and  prostatic 
enlargement.  In  stricture,  it  does  not  necessarily  follow  that  the  urethra  is 
entirely  occluded  by  the  fibrosis,  but  rather  that  some  spasm  or  congestion  is 
present  at  the  stricture,  from  exposure  to  cold  or  indulgence  in  alcohol,  when  a 
small  catheter  may  be  passed.  In  elderly  men  with  prostatic  hypertrophy,  acute 
retention  may  occur  early  in  the  disease  from  a  congested  condition  of  the 
enlarged  gland,  or  in  the  later  stages  be  due  to  actual  obstruction  of  the  urethra 
by  a  localized  enlargement  from  either  lateral  lobe  or  the  so-called  third  lobe 
which  acts  as  a  ball-valve  to  the  internal  urethral  orifice  in  such  a  manner 
that  each  forced  attempt  at  urination  closes  the  orifice  more  securely.  In  these 
cases  of  prostatic  enlargement,  a  large  coud6  catheter  can  usually  be  passed 
readily;  but  in  cases  of  acute  retention,  especially  in  those  of  old-standing 
obstruction  in  which  the  kidneys  are  probably  affected  by  the  backward  pressure, 
it  must  always  be  remembered  that  if  a  catheter  is  passed,  the  urine  must  be 
drawn  off  very  slowly,  either  by  a  fine  catheter,  a  few  ounces  at  a  time,  or  by 
replacing  some  of  the  fluid  withdrawn  by  sterile  boracic  lotion,  so  that  the 
increased  intrarenal  tension  may  be  lessened  slowly  ;  otherwise,  fatal  anuria 
may  be  induced. 

A  case  of  acute  retention  of  urine  from  stricture  of  the  urethra  will  generally 
be  that  of  a  comparatively  young  patient,  who  will  give  a  history  of  gradually 
increasing  difficulty  in  micturition,  with  narrowing  of  the  stream,  and  inability 
to  finish  the  flow  completely  without  some  dribbling  of  urine.  Examination  of 
the  urethra  by  an  endoscope,  or  by  the  passage  of  oUvary-pointed  flexible 
bougies,  will  reveal  the  presence  of  a  stricture. 

In  f>rostatic  enlargement  the  patient  is  usually  above  the  age  of  fifty-five  years, 
has  been  troubled  with  increasing  frequency  in  micturition,  especially  at  night, 


Retention  of  urine  may  also  occur  with  paralysis  of  the  motor  nerves  of  the 
detrusor  muscle  of  the  bladder,  or  interference  with  the  spinal  centres  by 
compression  paraplegia,  locomotor  ataxia,  or  myeUtis,  each  being  diagnosed 
on  examination  of  the  nervous  system  ;  or  as  a  reflex  spasm  o/  the  vesical 
ipkincter  after  operations  upon  the  rectum  or  neighbouring  organs. 

In  other  cases,  retention  of  urine  is  present  in  association  with  other  sym- 
ptoms of  hysteria ;  Lut  care  must  he  talicn  not  to  give  a  diagnosis  of  hysteria 
until  all  other  causes  of  retention  are  excluded.  These  cases  usually  occur  in 
children  or  in  young  women. 

Pain  daring  HIctuHllon.— Pain  may  be  present  during  or  immediately  after 
micturition,  and  it  is  important  to  ascertain  not  only  the  period  at  which  pain 
is  present,  but  also  the  actual  loralian  of  the  pain.  If  pain  is  present  in  the 
urethra  during  micturition,  it  usually  indicates  that  a  stricture  or  some  inflam- 
matory process  is  present,  the  latter  being  evidenced  by  a  urethra]  discharge  (sec 
Discharge,  Urethral).  If  pain  is  experienced  immediately  after  micturition, 
and  felt  as  a  tingling  or  pricking  sensation  in  the  glans  penis,  there  is  some  inflam- 
matory or  irritant  process  at  the  trigonal  region  of  the  bladder,  ftimierly  this 
symptom  was  looked  upon  as  diagnostic  of  vesical  calculus,  and  though  it  is 
almost  a  constant  symptom  of  the  latter,  provided  the  calculus  is  not  trapped  in  a 
post- prostatic  pouch,  it  is  also  present  in  cystitis,  tuberculous  or  otherwise,  in 
vesical  carcinoma  which  is  infiltrating  the  bladder  base,  and  in  acute  or  subacute 
prostatic  infections.  Prostatic  infection  can  be  diagnosed  by  the  history  of  the 
case,  usually  following  an  acute  urethritis,  and  by  a  rectal  examination.  Tuber- 
culous cystitis  usually  occurs  in  young  adults,  and  frequently  other  tuberculous 
lesions  are  present  in  the  gen i to-urinary  organs,  such  as  the  epididymis,  vas 
deferens,  seminal  vesicles,  or  prostate,  whilst  the  urine  contains  not  only  blood 


442  MICTURITION,     ABNORMALITIES     OF 


and  pus,  but  tubercle  bacilli.     Cystitis  from  other  causes,  and  vesical  growth  or 
calculus,  can  be  ascertained  upon  cystoscopic  examination. 

Pain  may  be  felt  in  the  perineum  during  and  after  micturition  in  cases  of 
prostatic  disease,  especially  if  much  straining  occurs  during  micturition,  or  may 
be  felt  in  both  the  perineum  and  the  anal  area  in  vesical  carcinoma. 

In  the  female,  pain  is  felt  at  the  urethral  orifice  and  in  the  vulva  after  mic- 
turition in  cases  of  cystitis  or  vesical  carcinoma. 

It  should  be  noted  that  in  either  sex,  severe  pain  may  be  present  at  the  termi- 
nation of  the  urethra  after  micturition,  when  a  calculus  is  impacted  in  the  vesical 
end  of  a  ureter^  especially  if  the  latter  is  partially  prolapsed  into  the  bladder. 
In  one  such  case  the  patient  would  hold  her  urine  for  hours  rather  than  pass  it, 
owing  to  the  pain  that  followed  micturition. 

Mieturltlon  through  FtotalSB.  —  Urine  may  pass,  either  wholly  or  in  part, 
through  a  fistulous  tract  communicating  with  the  urinary  organs,  such  opening 
being  the  result  of  preceding  disease  or  trauma.  Occasionally,  owing  to  con- 
genital malformation  of  the  urethra  or  bladder,  urine  passes  by  an  opening  in 
the  perineum,  pubes,  or  into  the  vagina ;  but  these  cannot  be  regarded  as  fistulae. 

Urinary  fistulae  are  most  common  in  connection  with  the  urethra  as  the  result 
of  peri-urethral  abscess,  stricture,  or  from  the  result  of  some  operation  ;  and  in 
a  case  in  which  a  penile  fistula  is  present,  it  is  necessary  to  ascertain  if  the 
calibre  of  the  urethra  is  in  any  way  narrowed  by  cicatricial  inflammation.  A 
fistula  may  open  in  the  perineum  as  the  result  of  inflammation  and  extravasation 
behind  a  fistula,  following  an  operation  upon  the  lower  urinary  organs,  or  in 
the  female  into  the  vagina  from  trauma  during  parturition  or  some  vaginal 
operation.  In  cases  in  which  a  fistula  opens  into  the  vaginal  fornix,  the  urine 
may  leak  from  the  bladder  or  from  the  lower  end  of  the  ureter,  and  an  accurate 
diagnosis  must  be  made  before  any  attempt  at  repair  is  performed.  The  opening 
of  the  fistula  is  usually  small  and  embedded  in  an  area  of  cicatricial  tissue,  so 
that  it  is  very  difficult  to  pass  a  probe  along  the  tract.  In  these  cases,  evidence  of 
the  nature  of  the  fistula  may  be  obtained  by  filling  the  bladder  with  some  sterile 
coloured  solution,  such  as  weak  methylene  blue  ;  if  the  opening  is  in  communi- 
cation with  the  bladder,  coloured  solution  will  appear  in  the  vagina,  but  if  the 
urine  comes  from  the  ureter,  no  stain  will  be  found.  Evidence  may  also  be 
obtained  by  means  of  the  cy^toscope,  when  a  cicatricial  area  may  be  found  in 
the  bladder  surrounding  a  retracted  fistulous  opening,  or  the  ureteric  orifice 
of  the  one  side  may  be  found  displaced  from  its  normal  situation  by  the  scar 
contraction  when  the  ureter  is  at  fault.  In  these  cases  it  may  be  impossible  to 
pass  a  bougie  into  the  ureter  more  than  a  very  short  distance,  the  tip  being 
arrested  by  the  scar  tissue. 

A  urinary  fistula  may  be  present  in  the  suprapubic  area  in  connection  with 
the  bladder,  or  in  the  lumbar  area  communicating  with  the  kidney,  as  the  result 
of  operation  measures  on  these  two  organs.  A  fistula  has  been  seen  in  the  iliac 
fossa  as  the  result  of  an  operation  on  the  ureter,  and  after  the  opening  of  an 
abscess  formed  around  the  ureter  from  the  ulceration  caused  by  a  ureteric 
calculus. 

Disorders  of  Mletarltlon  from  Diseases  of  the  Nervous  System. — In  most  of 
the  foregoing  paragraphs  it  will  be  noticed  that  symptoms  referable  to  the  urinary 
organs  have  been  stated  to  be  due  in  some  cases  to  disease  of  the  nervous  system, 
such  as  myeUtis,  tabes  dorsalis,  or  hemiplegia  ;  in  spite  of  repetition  it  is 
advisable  to  gather  these  under  one  heading.  The  control  of  the  act  of  mic- 
turition depends  upon  the  integrity  of  the  nervous  system  ;  for  although  special 
centres  exist  in  the  lower  segments  of  the  spinal  area  presiding  over  the  motor 
functions  of  the  bladder,  the  impulse  calling  for  action  of  these  centres  is  supplied 
by  the  brain  after  a  stimulus  has  been  conveyed  to  the  latter  by  the  sensory 


If  the  nerves  supplying  the  detrusor  muscle  or  its  spinal  centre  be  paraiyzea, 
retention  of  urine  occurs,  and  the  patient  can  only  expel  urine  by  the  force 
of  the  abdominal  wall.  If  the  sphincter  muscle  is  affected,  it  becomes  relaxed, 
and  urine  dribbles  away.  In  many  cases  only  part  of  the  motor  tract  is 
affected,  so  that  the  power  of  the  bladder  is  not  abolished  but  diminished, 
anil  a  portion  of  the  urine  is  retained  in  the  bladder  after  micturition.  The 
l)Iadi1er  may  be  thus  affected  in  compression  of  the  spinal  cord  by  fracture,  or 
hemorrhage  into  the  membranes,  in  myelitis,  Paraplegia  {qv),  and  locomotor 

The  urine  dribbles  from  the  urethra  as  fast  as  it  enters  the  bladder. 

R.  H.  focclyn  Sicati. 
MUCUS  IN  THE  STOOLS._This  occurs  in  such  a  variety  of  conditions  that 
it  is  impossible  to  give  a  complete  diRerential  diagnosis  of  them  here.  Its 
presence  always  indicates  organic  disease,  usually  of  the  large  bowel,  lor  if 
it  comes  from  the  small  bowel  it  will,  unless  the  motions  are  very  fluid,  be  so 
incorporated  with  them  that  it  cannot  be  seen.  It  occurs  in  malignant  disease 
■  ■f  the  colon  as  a  clear  glairy  mucus,  often  bloodstained,  and  it  has  the  sanie 
characters  in  intussusception,  for  the  obstruction  in  both  these  cast 
for  the  absence  of  fa:cal  colouring.  It  is  often  seen  in  constipated  ti 
hard  motion  having  led  to  irritation  of  the  large  bowel,  with  consequent  ej 
secretion  of  mucus  ;  if  this  has  lain  some  time  in  the  bowel  it  has  become 
coagulated  into  white  shreds,  which  can  be  seen  attached  to  the  motion  and 
look  like  parasitic  worms.  In  severe  cases  a  motion  may  consist  almost  entirely 
of  these  shreds  ;   there  may  be  little  fiecal  matter  ;  11  it  has  not  lain  so  long  in 
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the  bowel,  it  appears  like  a  jelly  outside  the  motion.  Sometimes,  esjiecially  in 
adult  women  who  are  constipated,  complete  casts  ol  the  bowel  formed  of  coagu- 
lated  mucus  are  passed;  they  maybe  a  foot  or  more  in  length  {Fig.  123).  Often, 
however,  by  the  time  they  are  passed,  they  ha\e  become  broken  into  fragments 
which  the  patient  describes  as  skins,  and  which  look  not  UDlike  segments  ol 
tape-worm.  Patients  passing  this  variety  of  mucus  are  said  to  have  mfm- 
branous  colitis,     tn  the  more  acute  varieties  of  inflammation  .of  the  bowel,  the 


mucus  passed  is  jelly-like  and  semi-fluid,  of  varying  colour  according  to  the 
amount  of  fical  staining.      In 
nothing  but  mucus  and  blood, 
between  all  the  n 


MITCDS  IN  THE  URINE  is  generally  of  Uttlc  cUnical  significance.  Many 
norma!  urines,  particularly  those  of  women,  develop  a  faint  or  even  a  more 
definite  deposit  of  mucus,  which  may  remain  in  suspension  or  may  accumulate 
as  a  light  floccular  deposit  at  the  bottom  of  the  specimen- glass.  Such  mucus 
is  a  normal  product  of  the  epithelial  cells  of  the  urinary  passages.  It  is  not 
possible  by  merely  looking  to  say  whether  it  is  in  excess  or  not.  It  may 
indicate  catarrh  of  the  mucous  membranes  ;  but  such  catarrh  will  be  shown 
more  decisively  by  the  occurrence  of  epithelial  cells  or  actual  pus  corpuscles, 
or  by  a  cause  for  catarrh  such  as  Oxaluria  (q.v.) ;  diagnosis  depending  not  upon 
the  mucus  but  upon  the  other  substances  present  with  it.  It  is  important  not 
to  mistake  elongated  strands  of  mucus  for  tube-casts ;  the  error  is  particularly 
apt  to  occur  if  the  cover-glass,  on  being  pressed  down  on  a  specimen  stained 
with  methylene  blue,  slips  sUghtly  and  draws  out  the  mucus  into  long  narrow 
strands.  When  large  numbers  of  these  are  seen  all  parallel  with  one  another, 
they  are  not  likely  to  be  mistaken  for  casts.  Mucus  stains  readily  either  with 
methylene  blue  or  with  eosin,  but  exhibits  no  structure  beyond  granular 
particles,  or  cells  that  may  have  become  entangled  in  its  meshes. 

If  a  male  patient  has  formerly  suffered  from  gonorrhrea,  a  residual  catarrh  of 
the  glands  in  the  prostate  often  persists  long  after  the  cure  may  have  seemed 
to  be  complete.  Urine  from  such  a  case,  looked  at  in  a  tall  glass  vessel,  often 
exhibits  numerous  filaments  or  "prostatic  threads,"  consisting  for  the  most 
part  of  mucus  coming  in  the  form  of  casts  from  the  prostatic  tubules. 

Hrrbirl  Frrnck. 

HTDRIASIS (See  Pupil,  Abnormalities  of  the.) 

■YOSIS.— (See  Pupil,  Abnormalities  of  the.) 

NAILS,  AFFECTIONS  OF  THE.— Various  pigmentary  and  degenerative  changes 
may  occur  in  the  nails  as  the  result  of  occupation,  as  in  dyers,  washerwomen, 
jewellers,  and  others ;   or  the  condition  known  as  pterygium  may  arise,  the  fold 


or  inflammation  of  the  nail,  is  in  some  instances  due  to  syphilitic  or  tuberculous 
infection  ;  in  the  latter  case  associated  scrofulous  lesions  will  often  be  found  in 
the  eyelid  and  elsewhere.  Onycfiia,  however,  may  also  be  due  to  trauma,  ot 
may  bt;  idiopathic.  Wliatever  the  cause,  the  coodition  cannot  be  mistaken.  If 
the  process  is  acute  there  is  Rreat  pain,  with  redness  ;  suppuration  takes  place 
beneath  the  nail,  which  becomes  thickened  and  discoloured,  and  is  ultimately 
shed,  leaving  an  unhealthy  sore.  If  this  should  fail  to  heal,  the  lymphatics  (nay 
be  involved,  and  the  case  becomes  one  of  paronychia,  or  whitlow.  This  condition 
is  sometimes  caused  by  the  pressure  ot  tightly- fitting  boots,  or  by  irritation  set 
up  by  the  edge  ol  a  badly-cut  nail — usually  that  of  the  big  toe.  Onychorrhexis, 
brittleness  of  nails,  may  be  either  congenital  or  acquired.  It  is  sometimes  present 
in  chciropompholyx,  and  in  other  cases  is  associated  with  nervous  affections  and 
anomalies  of  development.  In  nnychauxis.  hj-pertrophy  of  the  nail,  there  may 
be  overgrowth  in  one  or  in  all  directions,  accompanied  by  distortion  or  discolora- 
tion, and  sometimes  by  inflammation.  In  some  cases  the  free  end  may  grow  to 
a  Kteat  length,  and  may  become  twisted  like  a  ram's  horn  [on^ckogryphosis). 
This  curious  distortion  is  often  found  in  connection  with  congenital  ichthj-osis. 
A  rarer  condition  of  modified  nutrition  is  that  known  as  egg-sheli  nail,  which  is 
intimately  associated  with  hypcridrosis  ;  it  has  been  met  with  in  debilitated 
young  women  ;  the  nail  tends  to  grow  upwards  rather  than  forwards  ;  its 
connection  with  the  distal  portion  of  the  bed  is  enfeebled  ;  and  in  typical  cases 
the  colour  is  precisely  that  of  the  inner  face  of  the  shell  of  a  hen's  egg— a  delicate 
combination  of  white  and  purple.  It  has  been  suggested  that,  owing  to  the 
maceration  of  the  distal  portion  ol  the  nail-bed  due  to  hyperidrosis,  there  is 
interlerence  with  the  normal  cornification  of  the  nail-plate.  Whatever  the 
process,  the  diagnosis  is  clear.  Malcolm  MorrU. 
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NAPKIN-REGION  ERUPTIONS.— Infantile  eruptions  in  this  region,  when 
they  are  a  manifestation  of  congenital  syphilis y  are  usually  erythematous  or 
papular,  but  they  may  also  be  pustular,  bullous,  squamous,  or  p>olymorphic  ; 
in  all  cases  aUke  they  are  symmetrically  distributed  on  the  buttocks.  Frequently, 
around  the  anus  and  the  genital  organs  the  papules  are  moist  and  coalescent, 
and  form  flattish  condylomata.  Similar  lesions  are  also  found  on  the  soles, 
palms,  forehead,  and  around  the  mouth,  and  in  these  regions  also  the  distribution 
is  symmetrical.  The  eruption  is  as  a  rule  transitory.  The  other  symptoms  of 
hereditary  syphilis  are  so  characteristic  that  the  lesions  here  described  are  seldom 
liable  to  misinterpretation.  The  skin  eruption  is  usually  preceded  by  a  chronic 
coryza  ("  snuffles  ")  and  laryngitis.  Often  the  nails  are  severely  affected  coin- 
cidently  with  the  skin.  The  colour  of  the  lesions,  approximating  to  the  char- 
acteristic raw-ham  tint,  the  loose,  dry,  cafi-au-lait  skin,  the  senile  aspect  of  the 
face,  the  accompanying  cachexia,  form,  with  the  symptoms  mentioned  above, 
a  distinctive  cUnical  picture. 

A  napkin-area  eruption  which  was  often  mistaken  for  congenital  syphilis 
until  Jacquet  showed  that  it  had  no  specific  character,  is  that  which  is  styled 
by  Adamson  the  infantile  erythema  of  Jacquet.  It  is  a  process  which  manifests 
itself  in :  (i)  Simple  erythematous,  (2)  Erythemato- vesicular,  (3)  Papular, 
(4)  Ulcerating  forms.     These  may  develop  consecutively  or  coincidently. 

The  most  common  forms  are  the  erythematous  and  the  papular.  All  alike 
are  probably  due  in  part  to  the  irritation  set  up  by  moist  or  soiled  napkins, 
but  vasomotor  irregularities  and  gastro-intestinal  toxaemia  may  also  be  con- 
cerned in  the  etiology.  The  preference  sites  of  all  four  forms  of  the  eruption 
are  the  convex  surfaces  of  the  buttocks,  of  the  thighs,  and  of  the  scrotum  or 
vulva. 

In  the  simple  erythemas,  of  which  the  usual  subjects  are  quite  young  infants, 
the  rash  may  be  limited  in  mild  cases  to  the  genitalia,  the  inner  sides  of  the 
thighs,  and  the  perineum,  while  in  severer  cases  it  may  extend  to  the  lumbar 
region,  the  lower  abdomen,  and  the  calves  and  heels. 

In  the  erythemato-vesicular  form  there  appear  on  the  convex  surfaces  towards 
the  centre  of  the  erythematous  areas  small  bright-red  erosions  which,  form- 
ing groups  of  from  two  or  three  to  a  dozen  or  more,  may  become  confluent. 
The  earlier  form  of  the  erosion  is  a  vesicle,  and  this  typical  lesion  may  usually 
be  found  near  the  borders  of  the  reddened  area. 

The  third  or  erythemato-papular  form  of  the  eruption  is  met  with  when  the 
erosions  just  described  have  thrown  up  flattened  granulations,  which  give  to  the 
lesions  the  appearance  of  flat,  reddish  papules.  In  this  stage  the  heels  and  the 
lower  abdomen  may  be  involved  in  the  erythema. 

In  the  fourth  form  of  the  eruption,  the  erosions,  failing  to  granulate,  develop 
into  ulcers,  with  sharply  defined  borders  or  coalescing  into  vermicular  lesions. 
They  are  confined  to  the  convex  surfaces,  the  folds  always  escaping. 

Attention  to  the  appearance  and  distribution  of  the  lesions,  and  the  course 
they  run,  together  with  the  absence  of  the  more  famiUar  signs  and  symptoms 
of  congenital  syphilis,  will  prevent  confusion  with  that  disease,  or  with  the 
condition  which  Colcott  Fox  has  styled  vacciniform  ecthyma  of  infants. 

Pemphigus  neonatorum  consists  of  an  eruption  of  bullse  on  the  thighs  and 
buttocks  in  new-born  infants.  It  is  not,  however,  confined  to  this  region,  but 
attacks  other  parts,  including  the  face,  and  this  is  true  also  of  the  bullous 
impetigo  of  older  babies,  which  Adamson  believes  to  be,  like  pemphigus  neonat- 
orum, a  form  of  the  impetigo  contagiosa  of  Tilbury  Fox.  The  diagnosis  of  these 
affections  has  been  given  under  Bullae. 

The  "  seborrhoeic  eczema  of  infants  "  has  been  styled  "  seborrhccic  dermatitis 
of  infancy  "  by  Adamson,  who  was  the  first  to  lay  stress  upon  its  special  incidence 


SrALES.)  In  eczema  inlettrtgo  and  erythema  intertrigo  the  folds  in  the  area  under 
consideration  aic  only  liable  to  attack  in  common  with  folds  in  other  parts. 
The  diagnosis  of  these  affections  has  been  given  elsewhere  ;  but  it  may  here  be 
mentioned  that  in  diabetes,  eczema  may  begin  on  the  penis  or  the  vulva,  and  may 
spread  thence  to  other  regions.  Other  conditions  which  may  specially  affect 
tliis  area  arc :  acute  traumatic  erysipelas,  pruritus  ani  (see  PHumius),  small-pox 
in  the  prodromal  stages,  and  the  various  forms  of  syphiUs.  In  syphiUs  the 
commonest  site  for  the  moist  papule  is  around  the  anus  and  genitalia  (see 
FapulesI.  Malcolm  Morris. 

NEURITIS,  OPTIC. — (Sec  Ophthalmoscopic  .Appearances,  Notes  on.) 

NIGHTHARES  may  occur  at  any  age,  but  they  are  particularly  common 
in  children  between  four  and  eight,  when  they  may  be  so  bad  and  persistent 
as  to  merit  the  term  night- terrors.  The  commonest  cause  for  a  nightmare  in 
an  adult  is  some  indiscretion  in  diet,  the  last  meal  having  been  taken  too  late 
in  the  evening,  or  else  having  contained  some  injudicious  article.  The  symptom 
is  not  otherwise  of  diagnostic  import,  though  some  individuals,  particularly  those 
of  nervous  inheritance,  are  more  liable  to  nightmare  than  others,  and  the 
tendency  is  certainly  increased  by  such  excitement  as  the  reading  of  thrilling 
novels  or  participating  in  unusuaj  events.  Children  are  particularly  prone  to 
night-terrors  during  term-time,  when  they  are  working  at  high  pressure  ;  during 
the  holidays  the  symptom  oiten  disappears.  Those  who  are  keenest  upon  their 
school  work  are  apt  to  suffer  most,  and  similar  evidence  of  excitabiUty  of  the 
nervous  system  is  exhibited  particularly  by  those  who  have  a  tendency  to  acute 
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rheumatism  in  the  form  of  chorea.  Night-terrors  may  occur  in  these  patients 
without  any  other  cause  than  over-pressure,  particularly  if  they  Ue  upon  the  back 
rather  than  upon  one  side  during  sleep  ;  but  the  tendency  is  much  increased  by 
errors  of  diet,  such  as  the  eating  of  unripe  fruit  and  so  forth,  by  the  presence 
of  intestinal  worms,  and  by  the  existence  of  adenoids,  with  or  without  enlarged 
tonsils,  so  that  when  night-terrors  are  a  prominent  symptom  in  the  case, 
particular  examination  for  any  of  these  exciting  causes  should  be  made. 

Herbert  French. 

NODULES. — In  ordinary  dermatological  usage,  the  term  nodule  or  node  is 
applied  to  solid  elevations  larger  than  a  papule  and  smaller  than  a  tumour. 
This  definition,  however,  makes  no  pretence  to  scientific  exactitude,  for  while 
some  new  growths  of  quite  small  size  are  classified  as  tumours,  certain  lesions 
of  leprosy  and  tertiary  syphilis,  for  example,  although  smaller  than  a  pea,  are 
styled  nodules.  To  formulate  a  definite  canon  of  size  would  be  an  arbitrary  and 
unprofitable  proceeding ;  and  from  this  article  no  lesion  commonly  accepted  as  a 
nodule  will  be  excluded  because  it  does  not  conform  to  a  rule-of -thumb  definition. 
The  term  "  tubercle  "  is  sometimes  employed  as  a  synonym  for  "  nodule,"  but 
now  that  it  has  acquired  a  special  meaning  as  denoting  the  characteristic  lesion 
of  tuberculosis,  its  use  in  the  older  sense  should  be  discontinued. 

Nodules  differ  from  papules  not  only  in  size  but  also  in  their  greater  tendency 
to  downward  growth  ;  the  substantial  difference  between  a  nodule  and  one  of 
the  larger  papules  is  that  the  one  is  a  solid  lesion  extending  upwards,  while  the 
other  is  a  solid  lesion  projecting  both  upwards  and  downwards.  Nodules  may 
be  neoplastic,  or  hypertrophic  and  inflammatory.  The  ordinary  colour  is  a  dull 
or  brownish  red,  but  they  may  be  pink,  or  a  dark  purple.  Generally  rounded, 
they  are  sometimes  flattish,  conical,  or  of  irregular  shape.  They  vary  from 
each  other  in  the  course  they  run,  not  less  than  in  colour  and  form.  They  may 
be  absorbed,  as  papules  so  frequently  are ;  they  may  degenerate  and  ulcerate, 
and  be  followed  by  scars,  or  they  may  persist  indefinitely. 

Little  need  be  said  here  of  the  nodules  met  with  in  some  malignant  diseases, 
tor  the  differential  diagnosis  of  carcinoma  and  of  sarcoma  will  be  found  under 
Tumours  of  the  Skin.  Fibroma,  myoma,  and  cysts  are  also  dealt  with  under 
this  heading,  and  glanders  in  the  article  on  Pustules. 

The  nodules  of  lupus  vulgaris,  arising  in  either  the  superficial  or  the  deep  part 
of  the  corium,  are  soft,  brownish-red,  and  translucent,  resembling  apple  jelly. 
At  first  buried  in  the  skin,  they  presently  appear  as  discrete  papules  the  size  of 
a  pin's  head,  arranged  in  groups  or  in  irregular  circles,  dull  red  at  the  outset  but 
afterwards  pale.  Gradually  the  papules  develop  into  nodules,  the  intervening 
skin  meanwhile  becoming  thickened  by  cellular  infiltration,  reddened  by  inflam- 
matory stasis,  and  raised  into  a  patch  which  is  covered  with  fine  branny  scales. 
Around  the  edge  of  the  patch  new  nodules  spring  up,  and  thus  a  large  area  of  skin 
may  be  invaded.  The  disease  usually  starts  from  a  single  focus,  but  others  may 
arise  and,  spreading  separately,  may  involve  large  areas  of  cutaneous  surface. 
The  patch  may  undergo  slow  involution  and  be  followed  by  scarring  ;  but  much 
more  often  ulceration  occurs,  the  sore  being  covered  with  a  greenish-black  crust, 
around  the  ragged  edges  of  which  will  be  seen  apple-jelly  nodules  in  various 
stages  of  development.  In  parts  like  the  nose  there  may  be  necrosis  of  cartilage, 
but  there  is  never  erosion  of  bone. 

The  apple- jelly  nodule  is  the  chief  diagnostic  feature  of  lupus  vulgaris.  In 
typical  cases  the  patch  described  above,  with  its  infiltrated,  raised  surface,  its 
well-defined  edge  studded  with  the  nodules,  and  its  covering  of  fine  scales,  can 
hardly  admit  of  misinterpretation.  Less  typical  cases  may  require  to  be  difier- 
cntiated  from  lupus  erythematosus,  rodent  ulcer,  epithelioma,  scrofuloderma,  and 


and  show  little  or  no  tendency  to  spontaneous  cure — have  in  turn  to  be  differ- 
entiated from  other  conditions.  They  may  be  mistaken  for  abscess,  but  if 
opened  they  give  issue  not  to  pus  but  to  a  gummy  liquid.  If  the  ulcer  into 
which  the  gumma  breaks  down  be  on  the  leg,  it  may  resemble  callous  ulcer,  but 
it«  obduracy  to  ordinary  treatment  and  its  response  to  the  iodides  will  reveal  its 
true  nature.  From  syphilitic  ulcer  rodent  ulcer  differs  in  its  hard  edge,  and  red, 
shining,  dry  floor,  as  well  as  in  its  favourite  situations  ;  from  epithelioma, 
in  that  a  process  of  new  growth  has  preceded  the  ulceration ;  from  scrof  ulodermia, 
in  the  undermined  border  of  the  ulcers  and  the  slow  rate  of  the  pathological 

In  yaws,  as  in  syphilis,  the  nodule  is  the  most  characteristic  lesion  ol  the 
tertiary  stage.  It  arises  in  the  subcutaneous  tissue,  and  generally  leads  to  the 
formation  of  superficial  ulcers  which  spread  serpiginous!)',  like  the  ulcers  of 
tertiary  syphilis.  New  nodules  frequently  appear  in  the  neighbourhood  of  the 
older  ones,  and  masses  resembling  syphilitic  gummata  may  form  and  break 
down  into  ulcers.  These  late  ulcers  mostly  appear  on  the  lower  part  of  the  leg, 
especially  around  the  ankle,  but  they  are  not  uncommon  about  the  hps,  and 
indeed  may  occur  in  any  part  of  the  t>ody.  The  clavicle,  sternum,  ulna,  tibia, 
and  the  metacarpal  and  metatarsal  bones,  are  often  the  sites  of  nodules  which 
may  occasion  permanent  thickening,  or  break  down  and  cause  ulcers. 

Between  yaws  and  syphilis  there  are  obvious  resemblances  in  the  tertiary  stage, 
but  there  are  marked  differences  in  the  primary  and  secondary  stages.  In  yaws 
the  inoculation  lesion  is  not  indurated,  there  is  seldom  distinct  glandular  enlarge- 
ment, the  mucous  membrane  lesions  of  syphilis  are  absent,  and  the  most  char- 
acteristic lesion,  which  appears  in  the  secondary  period,  is  the  iramboesial 
D  29 
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granulomatous  excrescence  known  as  the  yaw  (see  Scabs).  In  yaws,  the  exan- 
them,  the  alopecia,  the  iritis,  the  affection  of  the  permanent  teeth,  the  bone  lesions, 
the  polymorphism,  the  nerve  lesions,  and  the  gummata  of  syphiHs  are  wanting. 
Yaws  is  never  hereditary  nor  congenital  ;  yaws  and  syphilis  confer  no  immunity 
as  against  each  other,  nor  does  one  ever  give  rise  to  the  other  ;  and  as 
Manson  remarks,  yaws  may  die  out  in  a  community  while  syphihs  remains,  or 
it  may  be  universal  in  a  community  where  syphilis  is  unknown.  The  minute 
histology  of  the  lesions  of  the  two  diseases  also  furnishes  important  differences. 

From  tuberculosis  yaws  differs  (apart  from  the  tubercle  bacillus)  in  the  absence 
of  the  characteristic  tuberculous  architecture  with  its  giant-cells  and  daughter 
plasma-cells,  more  marked  disintegration  of  the  fibrous  stroma  and  complete 
disappearance  of  the  blood-vessels. 

In  leprosy  the  nodule  {Fig,  124)  marks  one  of  the  three  types  of  that  affection,  the 
others  being  nerve  or  anaesthetic  leprosy,  and  mixed  or  complete  leprosy.  In 
nodular  (or  tubercular)  leprosy  the  macules  which  are  always  the  primary  lesion 
are  transformed  into  nodules  by  sudden  increase  of  inflammatory  infiltration. 
When  fully  developed  they  vary  in  size  from  a  small  shot  to  a  filbert,  or  larger, 
are  round  or  oval,  but  raised  considerably  above  the  level  of  the  skin.  They  may 
mimic  lupous  nodules,  syphilitic  papules,  rosacea,  erythema  nodosum,  or  sycosis. 
Sometimes  telangiectases  may  be  observed  on  their  surface.  They  are  elastic 
to  the  touch,  are  at  first  sometimes  hyperaesthctic,  but  later  very  frequently 
become  temporarily  or  permanently  anaesthetic.  Nodules  on  the  mucous 
membranes  are  red  or  grey,  and  may  resemble  syphilitic  lesions.  Both  on  skin 
and  on  mucous  membrane  they  tend  to  break  down,  but  in  exceptional  cases 
they  either  undergo  cicatricial  shrinking  or  reach  the  ulceration  stage  by  way  of 
suppuration.  The  differential  diagnosis  of  leprosy  in  the  macular  stage  is  given 
under  Macules.  In  the  later  stages  the  identification  of  the  disease  seldom 
presents  difficulty.  The  nodules  of  leprosy  may  resemble  those  of  lupus  vulgaris 
and  the  tubercular  sjrphilide,  but  the  lupous  and  syphilitic  eruptions  are  both  of 
limited  extent,  and  there  is  no  anaesthesia.  The  syphilide  also  is  serpiginous, 
or  occurs  in  crescentic  groups.  In  the  early  stage  of  nodular  leprosy  the  lesions 
may  strongly  resemble  those  of  erythema  nodosum,  and,  as  in  that  affection, 
there  may  be  pains  about  the  joints.  But  if  the  case  be  one  of  erythema  nodosum 
the  nodules  will  disappear  within  a  fortnight,  though  successive  crops  may 
arise  for  three  or  four  weeks  longer. 

To  differentiate  erythema  nodosum  from  other  conditions  than  nodular  leprosy 
its  clinical  features  must  be  briefly  described.  Preceded  and  accompanied  by 
pains  about  the  joints,  by  p3n:exia  and  other  symptoms  of  constitutional  dis- 
turbance, oval  nodules,  ranging  in  size  from  a  walnut  to  a  hen's  egg,  appear  on 
the  legs  and  feet  and,  less  frequentiy,  elsewhere.  In  colour  they  are  at  first  bright 
red,  but  soon  become  bluish  in  the  centre  and  purple  at  the  periphery,  exhibiting 
as  they  subside  the  changes  of  tint  presented  by  a  bruise.  Erythema  nodosum 
is  an  affection  of  adolescence,  and  girls  are  attacked  by  it  twice  as  often  as  boys. 
There  is  never  ulceration,  and  this,  with  the  pains  and  swellings  about  the  joints, 
distinguishes  it  from  syphilitic  nodules.  The  same  features  distinguish  it  also 
from  an  erythema  of  the  legs,  the  result  apparently  of  excessive  standing,  to  which 
young  girls  are  sometimes  subject,  and  from  the  node-like  swelhngs  which  some- 
times occur  in  the  legs  of  women  suffering  from  varicose  veins. 

The  absence  of  ulceration  and  the  presence  of  joint-pains  are  points  which 
differentiate  erythema  nodosum  from  erythema  induratum  scroftdosorum  (Bazin's 
disease).  Here  the  nodules,  which  occur  chiefly  on  the  legs,  are  at  first  sub- 
cutaneous, and  can  only  be  felt,  not  seen.  They  are  generally  discrete,  but 
may  become  fused  together  into  a  solid,  infiltrated  mass,  and  are  apt  to  break 
down  into  irregular  ulcers.     They  differ  from  the  nodules  of  erythema  nodosum 
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The  condition  which  Bocck  designated  multiple  benign  sarcoid,  or  miUary 
benign  lupoid,  presents  some  resemblance  to  lupns  and  saicoma.  The  nodules, 
at  first  rose-coloured,  afterwards  become  livid,  then  brownish.  Jn  siie  they  vary 
from  a  millet  seed  to  a  large  bean.  The  favourite  sites  of  the  eruption,  which 
is  always  symmetrical,  are  the  face,  shoulders,  wrists,  and  the  extensor  surlaces 
of  the  upper  limbs;  but  exceptionally  the  scalp,  the  back,  and  the  lower  limbs  are 
attacked.  Occasionally  the  lymphatic  glands  are  enlarged.  The  nodules 
ne\er  break  down,  but  after  a  period,  it  may  be  of  several  years,  shrink  and 
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disappear,  leaving  a  slight  atrophic  scar.  The  affection,  which  often  accom- 
panies visceral  tuberculosis,  is  distinguishable  both  from  sarcoma  and  from 
lupus  vulgaris  by  histological  examination,  as  well  as  by  the  course  it  runs. 
From  the  latter  affection  it  is  distinguished  also  by  the  negative  reaction  in 
inoculation  experiments. 

In  a  final  paragraph  I  may  deal  with  nodules  which  belong  rather  to  general 
medicine  than  to  dermatology.  One  is  the  subcutaneous  nodule  of  acuie  rheu- 
matism. It  generally  presents  over  the  sheaths  of  tendons  and  the  fascia  covering 
bony  prominences,  around  joints,  and  on  the  scalp.  The  nodules  may  be  as 
small  as  a  pin's  head  or  as  large  as  a  bean.  Within  limits  they  can  be  made  to 
glide  on  the  underlying  tendon-sheath  or  fascia.  They  are  sometimes  met  with 
in  adults  whose  hearts  have  not  been  damaged  by  the  toxa?mia,  but  much  more 
frequently  in  children  with  distinct  valvular  lesions,  and  according  to  some 
authorities  they  are  analogous  to,  if  not  identical  with,  the  nodules  that  have 
been  found  post  mortem  on  the  borders  of  the  mitral  curtain.  The  coincidence 
of  nodules  such  as  these  with  rheumatic  fever  can  leave  no  doubt  as  to  their 
true  nature.  Heberden's  nodes,  the  little  knobs  on  the  finger-joints  which  are 
caused  by  osteophytic  outgrowths  from  the  bases  of  the  distal  phalanges  in 
certain  elderly  persons  are  unmistakeable.  Multiple  subcutaneous  cysticerci  are 
a  rarity  the  diagnosis  of  which  may  be  suggested  by  the  eosinophilia,  but  can 
only  be  clinched  by  excision  and  microscopical  examination  of  one  of  the  nodules. 

Malcolm  Morns. 

HOISES  IN  THE  EARS (See  Tinnitus.) 

NUMBNESS  OF  THE  FINGERS (See  Sensation,  Abnormalities  of.) 

NYCTALOPIA (See  Vision,  Defects  of.) 

NYSTAGMUS. — Several  varieties  of  associated  tremor  of  the  two  eyes  are 
comprised  in  nystagmus.  These  are  :  (i)  Searching  movements  ;  (2)  Pseudo- 
nystagmus;  and   (3)   Nystagmus  proper. 

1.  Wide  purposeful  and  slow  movements  of  the  eyes  in  all  directions  are 
usually  seen  in  people  who  are  born  blind  or  have  lost  the  power  of  fixation  as 
the  result  of  some  obstruction  of  the  retina  or  choroid  at  the  yellow  spot.  The 
eyes  appear  to  be  seeking  for  something  but  never  rest  on  any  definite  object. 

2.  I^udo-nystagmus,  which  is  commonly  confused  with  true  nystagmus, 
is  the  term  applied  to  rapid  jerking  movements  of  the  eyes  when  they  are  carried 
to  the  extremity  of  an  excursion  in  any  direction.  The  eyes,  instead  of  remaining 
fixed  on  the  object,  rapidly  recede  from  their  position  and  return  to  it  at  the 
rate  of  four  or  five  oscillations  a  second.  This  condition  is  a  characteristic 
sympibm  in  Friedreich's  or  hereditary  ataxy,  and  is  also  met  with  in  40  or  50 
per  cent  of  cases  of  disseminated  sclerosis  and  in  many  cases  of  cerebellar 
tumour.     For  the  differential  diagnosis  of  these  conditions  see  Paraplegia. 

3.  Nystagmus  proper  is  the  term  applied  to  the  condition  in  which  the  eyes 
make  rapid  regular  oscillations  about  a  fixed  point,  not  only  at  the  extremity  of 
an  excursion,  but  when  the  eyes  are  otherwise  at  rest,  and  looking  directly 
forward.  The  oscillations  may  be  in  the  vertical  or  the  horizontal  meridian,  or 
may  in  some  cases  exhibit  a  rotatory  form.  The  condition  is  usually  bilateral, 
though  it  is  occasionally  met  with  affecting  one  eye  only,  and  in  some  rare 
cases  the  character  of  the  nystagmus  may  differ  in  the  two  eyes. 

True  nystagmus  is  caused  by  : — 

(a).  Conditions  causing  defective  vision  in  the  early  months  of  life.  As  a 
result  of  such  affections,  the  macular  region  is  not  differentiated  from  the  sur- 
rounding portions  of  the  retina  as  is  the  usual  course  in  the  early  months  of 
infant  life,  and  power  of  fixation  is  never  acquired.     Conditions  which  may 


membeis  tend  to  run  to  fat  are  iamiliar  enough ;    the  individuals  may  w 


rs 


anything  from  i6  to  30  stone,  without  necessarily  being  ill.  Over-eating,  over- 
drinking, and  under- exercising  are  generally  obvious  if  the  patient's  mode 
of  living  is  known.  The  pre-glycosuric  stale  is  particularly  important  from 
the  point  of  view  of  life  insurance :  when  a  young  man  or  woman  under  thirty- 
five  begins  to  run  to  fat  without  apparent  cause,  it  is  clear  that  there  is  an  error 
in  his  metabolism  ;    there  may  be  no  glycosuria  at  this  time,  but  in  quite  a 
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number  of  these  cases  the  error  of  metabolism  develops  as  time  goes  on,  until 
presently  there  is  glycosuria,  and  finally  typical  diabetes  mellitus. 

Chronic  parenchymatous  nephritis  sometimes  gives  rise  to  a  large,  pale  person, 
who  looks,  and  is,  tat  and  flabby.  Part  o£  the  apparent  fatness  may  be  due  to 
excess  of  fluid  in  the  tissues,  but  there  need  be  no  obvious  cedema  with  pitting 
on  pressure.  There  may  or  may  not  be  a  history  of  previous  acute  nephritis — 
some  of  these  cases  arise  insidiously  :  the  diagnosis  is  not  difficult,  however, 
where  renal  tube  casts  and  an  abundance  of  albumin  are  found  in  the  urine, 
particularly  if  there  is  a  big  heart,  a  prolonged  first  sound  at  the  impulse,  a 
ringing  aortic  secfind  sound,  a '  high  blood- 
pressure,  and  perhaps  albuminuric  retinitis. 

Testicular  atrophy  or  excision  as  a  cause  for 
undue  fatness  is  best  exemplified  by  eunuchs  ; 
simitar  iat  accumulation  sometimes  occurs  in 
less  degree  as  the  result  of  atrophy  after  bi- 
lateral gonococcal  orchitis  or  epididymitis  ;  it 
does  not  follow  tuberculous  destruction,  for  the 
patient  then  wastes  instead.  Palpation  of  the 
scrotum  may  indicate  the  diagnosis. 

Ovarian   insufficiency   is  probably   a   potent 

but  it  is  difficult  to  prove  this,  because  many 
of  the  patients  suffer  from  hypothyroidism  at 
the  same  time :  there  is  a  close  inter- relation- 
ship between  the  thyroid  gland  and  the  o\'aries. 
Only  a  small  proportion  of  those  cases  in 
which  both  ovaries  have  been  excised  becocne 
obese  ;  but  when  the  normal  ovarian  activities 
are  beginning  to  abate,  especially  at  and 
immediately  after  the  menopause,  it  is  common 
for  women  to  become  very  stout.  They  develop 
at  the  same  time  peculiar  nervous  sj-mptoms, 
and  it  is  remarkable  how  easily  both  the  latter 
and  the  obesity  may  be  reUeved  by  relatively 
small  doses  of  thyroid  extract ;  such  cases  may 
be  tenned  suSerers  from  hypothyroidism,  even 
though  they  may  not  have  the  typical  signs  of 
complete  myxcedema  —  increasing  stoutness, 
loss  of  strength,  broad  features,  increasing 
slowness  of  the  intellect,  broadening  and  thick. 
J^w  116.— ItKsimeaseu Fig  11  ening  Of  the  fingers  and  hands,  malar   flush, 

aftirremovalofiliipubiclHLr:  sjion.  and  falling  out  of  hair  and  eyebrows.  The 
!|Ilfii«fLa''2ifrjliTdtvdU™m"f7h=  *^^'  '^^^  °^  ^^  diagnosis  is  the  effect  of  ad- 
ErEuti.  '  ministering  carefully  graduated  doses  of  thyroid 

There  are  certain  bo}^  and  girls — especially  boys — who  tend  to  become 
enormously  fat  long  before  they  reach  the  age  of  puberty.  The  papers  «ere 
full  of  a  typical  example  of  this  malady  a  while  ago — the  Fat  Boy  of  Peckham. 
There  is  reason  to  suppose  that  this  abnormal  development  ot  fat  and  siie  is 
a  disease  associated  with  an  affection  of  a  suprarenal  capsule  or  kidney — 
hypernephroma.  The  latter  does  not  always  cause  this  o\'ergrowth,  however, 
for  in  another  type  of  patient  the  tumour  leads  merely  to  premature  develop- 
ment of  the  pubic  hair  and  external  genitalia.  Figs.  125  and  126  are  from  a  girt, 
aged  six,  who  had  had  thick  pubic   hair  since  she  was  eighteen  months  old. 


to  any  of  the  following  c\ 
CongenltaL 

Constriction  by  a 

Communications  between  arteries  and  veins. 
Acquired. 

Blockage  of  veins : 

1.  From  within — no n -infective  thrombus,  i 

infective  thrombus,  e.g.,  white  leg 

2.  By  pressure  from  without — by  glands,  tumours,  aneurysms,  etc. 
Blockage  of  lymphatics,  e.g.  in  cellulitis,  filaria,  etc. 

Artificial,  by  Ugature 

Angioneurotic  cedema. 
ConganiUl  CftUles. — These  are   so   easily  identified  that  no  further   mention 
of  them  need  be  made. 

Acquired  Caiuei. — The  diagnosis  may  be  obvious  :  For  instance,  there  may 
be  a  well-marked  cellulitis,  with  red  streaks  extending  up  the  limb  showing  the 
course  of  acutely  inflamed  lymphatics.  It  is  only  rarely  that  a  cellulitis  presents 
any  difficulty  in  recognition :  namely,  when  the  inflammation  is  not  very  acute, 
and  when  there  is  no  obvious  source  of  infection,  such  as  an  abraded  toe  or  a 
suppurating  wound  of  a  finger.  Cellulitis  may  then  be  confounded  with  gout ; 
but  the  history,  the  presence  of  leucocjlosis,  and  the  absence  oi  other  gouty 
manifestations  will  indicate  the  real  complaint.  There  may  be  considerable 
pyrexia  in  acute  gout,  so  that  the  temperature  chart  does  not  serve  to  . 
distinguish  it  from  cellulitis. 
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Varicose  viins  are  a  irequent  cause  of  asymmetrical  cedema,  especially  in  the 
lower  limb,  and,  if  there  is  thrombosis  as  well,  very  marked  su-elling  is  the  result. 
The  thrombus,  however,  does  not  always  lie  in  a  superficial  varicose  vein,  and 
if  it  is  in  one  of  the  deep  veins  such  as  the  popliteal,  femoral,  or  iliac,  the  case 
may  not  be  so  clear.  The  thrombus  in  these  cases  is  often  due  to  septic  infection, 
and  the  common  source  is  sepsis  in  connection  with  the  uterus  following  parturi- 
tion— white  leg^or  in  the  course  of  typhoid  fever. 

When  none  of  these  causes  is  present  it  is  necessary  to  examine  carefully, 
in  order  to  ascertain  whether  there  is  any  swelhng  pressing  on  and  obstructing 
the  veins,   such  as  an  aneurysm  in  the  popliteal  space  or  a  mass  ot   malig- . 
naiit  glands  ;    and  not  only  must  the  whole  limb  be  examined,  but  also  the 
rectum,  vagina,  and  lower  part  of 
the  abdomen,  and  the  neck  and 
upper  thorax  in  the  case  of  the 
leg    and   arm    respectively.     For 
instance,  there  may  be  a  tumour 
springing  from  some  structure  in 
the  pelvis  causing  pressure  on  the 
iliac  veins  ;    and  swelling  of  the 
arm  might  be  caused  by  an  aneur- 
ysm, subclavian  or  thoracic,  or  by 
a,  mediastinal  new  growth. 

Lymphatic  Obstruction. — In  the 
case  of  cedema  due  to  venous 
obstruction  there  will  be  marked 
pitting  on  pressure,  but  where 
the  lymphatics  only  are  blocked 
the  oedema  is  much  more  sohd  ; 
this  may  be  an  important  diagnos- 

M  has  been  mentioned,  cellu. 
litis  is  a  fertile  cause  of  lymphatic 
obstruction. 

Elephantiasis. — In    England    it 
is  not  common  to  lind  true  ele- 
phantiasis, that  is  to  say  blockage 
of    lymphatics    by    the    parasite 
filaria  sanguinis  hominis,  though 
a    pseudo  -  elephantiasis,  due    to 
long-standing  lymphatic  obstruc- 
Fie.  137-— Milioy's  m  Mrige'i  dimK  :   A  cue  oi        tion,   with    resulting  roughening, 
uniliteraL  hmdiwry  i.ophccatiM  of  iIie  leg.    Tlit        thickening,  and   fibrotic   changes 
in  the  skin  and  underlying  tissues, 
is  not  uncommon,  and  may  result 
from     long     continuance     of     a 
tumour,  or  be  as-sociated  with   a 
badly-united  fracture,  or  follow  some  operation  in  which  the  lymphatics  have 
been  removed,  e.g.  after  amputation  of   the  breast  and   axillary  contents  for 
carcinoma.     Probably  the  most  difficult  group  of  all  cases  to  diagnose  is  that 
in  which  there  is  a  thrombus  of  one  of  the  deep  veins  of  the  leg  without  any 
obvious  disease,  and  in  this  event  the  diagnosis  can  only  be   arrived  at   by  a 
process  of  exclusion.     Miiroy's  Disease  {Fig.  127)  is  diagnosed  from  the  family 
history  (see  p.  4G0). 

Ligature. — It  sometimes  happens  that  a  patient,  generally  a  female,  presents 
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to  Bright's  disease,  heart  failure,  or  io  some  other  cause. 

The  broad  distinction  into  these  groups  is  seldom  difficult.  The  urine  should 
be  tested  at  once  ;  if  albumin  be  present,  microscopic  examination  ior  renal 
tube-casts  is  essential,  their  presence  indicating  renal  mischief,  their  absence 
probably  excluding  it,  unless  the  renal  lesion  is  very  acute,  in  which  case  there 
will  be  renal  epithelial  cells  even  if  there  are  no  tube-casts;  if  there  be  no  albu- 
min in  the  urine,  renal  inflammation  as  a  primary  cause  of  oedema  of  the  legs 
IS  unlikely. 

It  will  be  easy  as  a  rule  to  decide  whether  there  is  failure  of  cardiac  compen- 
sation or  not ;  it  there  is,  the  differentiation  between  the  four  main  groups  of 
causes  of  heart  failure,  namely,  primary  valvular,  primary  muscular,  primary 
lung  affections,  and  primary  arterial  or  renal  conditions,  will  be  made  upon 
the  lines  indicated  upon  p,  :8, 

Other  causes  for  oedema  of  the  legs  will  be  suggested  by  other  symptoms  in 
the  case  or  by  the  history,  but  they  cannot  be  diagnosed  with  certainty  until 
both  renal  inflammation  and  heart  failure  have  been  excluded.  It  seems  worth 
while,  however,  to  discuss  in  rather  greater  detail  each  of  the  main  groups 
indicated  above. 

I.  CasM  In  which  the  (Edama  li  DnlverM].— When  a  patient  has  a  tendency 
to  universal  symmetrical  cedema,  the  great  probability  is  that  he  is  sufl[ering 
from  either  primary  acute  nephritis  or  acute  nephritis  superposed  upon  chronic 
nephritis  ;  the  diagnosis  is  indicated  by  the  occurrence  of  albumin  with  tube- 
casts.  The  degree  of  cedema  exhibited  in  different  regions  varies  partly  by 
reason  oi  the  looseness  of  the  subcutaneous  tissues  in  different  places,  and 
partly  by  reason  of   the   effects  of   gravity.      Other   things   being   equal,  the 
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cedema  shows  most  in  the  legs,  lumbar  rcpion  (lumbar  cushion),  penis,  scrotum, 

labia,  ej^lids,  and  face,  though  careful  examination  may  show  that  there  is  some 

degree  of  cedema  in  e\'ery  tissue  from  scalp  to  toes  ;    it  is  due  to  the  influence 

of  gravity  that  when  the  patient  is  up  and  about  the  cedema  is  most  marked 

in  the  legs  ;  is  very  marked  in  the  lumbar  cushion  and  the  genital  organs  when 

the  patient  sits  propped  up  in  bed  ;   and  is  most  prominent  in  the  eyelids  when 

the  patient  has  been  Lying  horizontally,  as  during  sleep.  * 

Other  causes  lor  universal  oedema  are  rare,  but  it  may  sometimes  be  <lue  to  a 

universal  condition  of  angiomurolic  xdema  {Fig.  ii8},  though  this  is  much  more 

often  asymmetrical ;    or  to  overloading  of  the  tissues  with  fluid,— for  instance. 

as  the  result  of  excessive  transfusion  or  infusion,  or  in  patients  who  have  been 

swilling  beer  day  atter  day  until  their  bodies  have  become  sodden.     Such  cases 

present   an    appearance    highly 

suggestive  of  acute  nephritis,  but 

the  absence  of  albumin  from  the 

urine,   the   history  oi  excessive 

drinking  over  long  periods,  and 

the  complete  reco\ery  when  the 

drinking  is  stopped,  point  to  the 

Certain  poisons  may  produce 
universal  oedema,  though  rarely; 
iodide  of  patassium  has  been 
known  to  do  so  to  a  mild  degree ; 
one  of  the  effects  of  snake-bite 
also  is  to  produce  universal 
cedema  with  or  without  albu- 
minuria, though  as  a  rule  the 
part  originally  bitten  is  very 
much  more  swollen  than  arc  the 
other  portions  of  the  body. 

Only  in  very  rare  cases  does 
heart  failvre  produce  cedema  of 
the  hands  and  arms  as  well  as 
of  the  legs,  and  when  it  does  so 
the  patient  usually  has  been  ill 
Fig.  lA-AngioiKQtoiic  ledem-T  of  iht  ej-c)LJ>  ^ome    time,    the   diagnosis  has 

limuisiiQg  acme  neiihriiis.  already  been  made,  and  the  end 

U  not  far  ofi. 
2.  (Eduna  ol  the  Faee,  Hack,  and  Ann*,  but  not  of  the  Less  er  Lower  Hftit  ol  the 
Trunk,  is  nearly  always  due  to  obstruction  to  the  superior  vena  cava  or  to  the 
main  branches  which  go  to  form  this,  and  the  commonest  causes  of  this  obstruc- 
tion aie  thoracic  aneurysm,  mtdiasiinal  new  grou'th,  or  gumma,  chronic  mediaslinal 
fibrosis,  and  thrombosis  spreading  to  the  main  trunk  from,  for  instance,  an 
axillary  vein  infected  from  a  whitlow  or  from  other  sources  of  phlebitis,  ^^'he^ 
the  swelling  comes  on  acutely,  as  it  may  in  any  of  the  above  conditions,  acute 
Blight's  disease  may  be  simulated  on  account  of  the  extreme  pufiiness  of  the 
eyes  ;  but  further  examination  will  show  a  remarkable  limitation  oi  the  cedema 
to  the  head  and  upper  limbs,  whilst  the  urine  will  probably  not  contain  albumm. 
If  the  obstruction  to  the  superior  vena  cava  persist,  there  will  be  evidence  of 
collateral  circulation  in  the  form  ol  varicose  veins  upon  the  chest  wall  (see 
Veins,  Varicose  Thoracic). 

It  only  remains  to  add  that,  instead  of  being  asymmetrical,  inflammatory 
lesions  may  sometimes  produce  almost  symmetrical  cedema  of  the  face  or  neck. 


me  neaaing  ot  some  other  symptom. 

Obstruction  to  Ike  inferior  vena  cava  may  lead  to  extreme  (edema  of  the  legs  ; 
it  due  to  phlebitis,  the  clotting  of  the  inferior  vena  cava  itself  is  nearly  alw&ys 
preceded  by  that  of  the  veins  of  one  leg,  so  that  even  when  the  final  result  is 
symmetrical,  the  history  nearly  always  points  to  it  having  begun  asymmetrically. 
When  the  inferior  vena  cava  is  obstructed  by  netv  growth  or  by  the  pressure 
of  ascitic  fluid,  the  diagnosis  will  depend  upon  the  discovery  of  some  abnormal 
mass,  or  upon  the  interpretation  of  the  cause  of  the  Asccies  {q.v.).  Much  difficulty 
sometimes  arises,  ks  in  a  case  mentioned  on  p.  8. 

The  influence  of  the  vasomotor  nerves  in  controlling  the  balance  of  lymph 
production  and  Ij-mph  absorption  in  the  legs  is  sometimes  interfered  with. 

One  sees  a  good  example  of  this  in  the  cedema  which  develops  in  the  lower 
extremities  in  convalescent  patients  when,  having  been  long  in  the  horizontal 
position  from  any  cause,  they  first  begin  to  walk  at>out  ;  it  is  probable  that  a 
perfectly  normal  person  kept  at  rest  in  bed  lor  three  months,  would  suffer  from 
cedema  oi  the  legs  in  varying  degree  for  some  days  or  weeks  after  first  beginning 
to  use  his  limbs,  and  the  tendency  is  still  more  marked  in  those  who  have 
been  laid  up  by  gastric  or  duodenal  ulcers,  typhoid  fever,  fractured  femur, 
and  so  on.  The  o?dema  of  the  legs  in  convalescents  is  a  common  symptom 
which  may  at  first  arouse  a  suspicion  of  some  kidney  lesion,  though  the  absence 
of  albumin,  and  the  way  in  which  the  cedema  disappears  spontaneously  in  time, 
especially  under  the  influence  of  massage,  indicate  the  diagnosis  when  the 
history  is  known  of  illness  confining  the  patient  to  a  horizontal  position  for  some 
time  previously.  Diseased  conditions  of  the  vasomotor  system  may  produce 
even  more  marked  oedema,  as  seen  in  elderly  people,  in  some  cases  of  Raynavd's 
disease;   ^in   angioneurotic    cedema;      in   association   with    peripheral   neuritis. 
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especially  in  the  tropical  variety  called  bcri-beri,  an  epidemic  febrile  illness 
associated  with  peripheral  neuritis,  and  generally  seen  in  this  country  only  in 
seaport  towns,  as  the  result  of  an  outbreak  amongst  seamen  on  Ixiard  ships  in 
which  the  diet  has  consisted  largely  of  not  quite  fiesh  rice. 

There  is  a  peculiar  hereditary  disease  in  which  cedema  at  the  lower  extremities, 
occurring  in  many  members  of  a  family  (Fig.  129),  may  be  a  prominent  feature; 
in  the  early  stages  this  cedema  is  asymmetric^,  affecting  one  leg  before  the 
other,  but    sooner   or    later   txith    legs   may  become    involved,    until,    if    the 
family  and  personal  history  were  not  known,  the  cedema  of  Bright's  disease 
might  be  suspected.     The  affection  is  known  as  Milroy's  disease.  Metre's  disease, 
or  hereditary  trophtedema.     The  sudden  demarcation  between  the  swollen  and 
the  non-swollen  parts  at  the  level  of  a  joint — ankle,  knee,  or  hip — is  a  character- 
istic feature  in  many  of  these  cases.     There  is  sometimes  a  history  of  periodic 
acute  attacks  of  pyrexia,  and  of  gastric 
disorder,  associated  with  an  increase  in 
the  swelling,  not  altogether  unlike  those 
occurring      in      angioneurotic     cedema. 
The  swelling  may  cease  at  the  ankles  in 
the  early  stages ;    when   a   subsequent 
spread    occurs,    it    may    reach    almost 
suddenly  up  to  the  knees,  ceasing  there 
for   a   variable   number  of   years,  until 
ultimately   it    spreads   to    the    groins, 
above   which   it   seldom   extends.     The 
diagnosis  is  easy  when  the  family  history 
is  obtainable. 

Myxedema  is  a  condition  in  which  the 
swelling  of  the  legs  may  simulate  actual 
oedema  very  closely,  and  mdeed  in  not 
a  few  cases  the  sut>cutaneous  tissues  ot 
the  feet  and  legs  do  pit  to  a  certain 
extent,  on  pressure.  When  there  is 
actual  oedema  as  well  as  myxredema, 
considerable  doubt  as  to  whether  there 
may  not  be  a  cardiac  or  other  factor, 
Fi.  ■=,.-Uii.«nii  h^iiury  t.oph«d.™      ^  ««"  »s  thyroid  insufficiency,  will  arise. 

of  [he  leg)  in  a  girl  of  ji,  twelve  other  memlwti        The   urine    will    generally    be    found    to 

SL^!''s11S"Ld°'nf.«*b^  out''rfEnRS  contain  no  al.bumin,  however;  the 
patient  is  nearly  always  a  woman  of 
middle  age,  who  has  recently  begun  to 
get  much  stouter,  and  at  the  same  time 
less  active  both  mentally  and  physically. 

The  diagnosis  of  royxoedema  will  be  confirmed  if  the  untoward  sjTnptoms'and 

the  abnormal  state  of  the  subcutaneous  tissues  disappear  under  the  influence 

of  thyroid  medication. 

It  is  not  easy  to  include  all  the  possible  causes  of  cedema  in  a  classified  list, 

but  the  fallowing  include  those  which  have  been  discussed  above : — 
I.  Dnlfwial  (Edema. 

Primary  acute  nephritis  1   Soddening  from  beer  drinking 

Acute  nephritis  as  an  exacerbation  at      Iodide  at  potassium 
chronic  nephritis  Snake-bite 

Angioneurosis  Heart  failure. 

Excessive  transfusion  or  infusion  { 
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2.  (Edema  of  Face,  Neck,  and  Anns,  but  not  of  Legs. 

Obstruction  to  the  superior  vena  cava   I  Anthrax 


by  : 

Thoracic  aneurysm 

Mediastinal  new  growth 

Mediastinal  gumma 

Mediastinal  fibrosis 

Thrombosis 
Erysipelas 
Cellulitis 

3.  (Edema  of  the  Legs,  without 

Heart  failure  secondary  to  : 
Valvular  disease 
Myocardial  affections 
Chronic  lung  affections 
Renal  or  arterial  affections 

Chlorosis 

Pernicious  anaemia 

Lymphatic  leukaemia 

Splenomedullary  leukaemia 

Hodgkin's  disease 

Splenic  anaemia 

Pseudo-leukaemia  infantum 

Anaemia  following  excessive  blood 

Parasitic  affections,  especially : 
Bothriocephalus  latus 
Ankylostomum  duodenale 


Angina  Ludovici 

Raynaud's  disease 

Angioneui'osis 

Crying 

Coughing 

Measles 

Common  cold 

Ptomaine  poisoning,  shell -fish  variety 

any  of  the  Neck  or  Face. 

Cachectic  states  due  to  :    .    . 

Carcinoma 

Sarcoma  ^         ^   • 

Syphilis 

Tuberculosis 

Starvation 

Malari£^ 

Tropical  affections 
Inferior  vena  cava  obstruction  by  : 

Thrombosis 

New  growths 

Ascites 
loss      Convalescence 
Old  age 

Raynaud's  disease 
Angioneurosis 
Beri-beri 
Milroy's     disease 
Myx  oedema. 


[oedema) 
(hereditary     troph- 

Herbert  French. 


OLIGOCYTHEMIA.— (See  Ax.^mia.) 
OLIGURIA — (See  Anuria.) 


OPHTHALMOPLEGIA. — (See  Strabismus  ;  and  Pupil,  Abnormalities  of.) 

OPHTHALMOSCOPIC  APPEARANCES,  NOTES  OYk.--{Plates  VII  and  VIII.) 

Fig.  a. — A  Physiological  Cup  may  vary  in  size,  but  usually  occupies  the  centre 
of  the  disc.  The  retinal  vessels  dip  over  the  edge,  which  is  usually  steeper  on 
the  nasal  side,  the  temporal  slope  being  more  gradual.  At  the  bottom  of  the 
cup  is  seen  the  lamina  cribrosa,  which  is  mottled  by  the  openings  through 
which  pass  the  retinal  nerve  fibres. 

A  physiological  cup  is  distinguished  from  that  caused  by  glaucoma  {Fig.  v) 
by  the  fact  that  it  occupies  only  the  centre  and  not  the  whole  of  the  disc. 

Fig.  b. — Congenital  Crescents  are  common,  and  usually  situated  at  the  lower 
part  of  the  disc,  in  contrast  to  myopic  crescents  {Figs,  h  and  /),  which  are  seen 
on  the  outer  side.  They  are  probably  due  to  an  uneven  distribution  of  connective 
tissue  in  the  lamina  cribrosa,  and  are  often  associated  with  hypermetropia. 

Fig.  ('. — Pigmented  Crescent  in  Disc  Margin. — The  disc  margin  is  always  more 
or  less  pigmented,  the  amount  varying  from  a  small  crescent  to  a  complete 
ring.     The  pigment  has  no  pathological  significance. 

Fig.  (/. — Coloboma  of  the  Choroid  is  a  congenital  deficiency,  and  it  may  be 
recognized  by  its  situation  below  the  disc,  the  small  amount  of  pigment  at  the 
edge  of  the  white  area,  and  the  pr'^sence  of  healthy  retinal  vessels  on  its  surface. 
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It  may  be  associated  with  other  congenital  abnormalities,  such  as  coloboma  of 
iris,  optic  disc,  or  lens. 

Figs,  e,  f. — Opaque  Nerve  Fibres  exist  normally  in  the  retinae  of  some 
mammals,  e.g.,  the  rabbit.  The  condition  is  due  to  the  persistence  of  the 
medullary  nerve  sheath  of  the  retinal  fibres,  the  sheath  being  lost  usually  at 
the  passage  of  the  nerve  fibre  through  the  lamina  cribrosa.  The  condition  may 
be  recognized  by  the  brilliant  white  colour  of  the  nerve  fibres,  the  striated  appear- 
ance of  the  white  patch,  and  the  fact  that  the  retinal  vessels  are  more  or  less 
embedded  among  the  nerve  fibres. 

Fig.  g. — Advanced  Syphilitic  Choroiditis. — In  advanced  choroiditis  the  inflam- 
matory process  has  ended  in  the  total  destruction  of  the  choroid  in  patches, 
which  in  some  places  have  joined  to  disclose  large  bare  areas  of  sclerotic.  There 
are  large  masses  of  pigment,  usually  surrounding  the  white  areas,  the  pigment 
being  chiefly  derived  from  the  choroid.  The  retinal  pigment  is  also  increased 
in  the  great  majority  of  cases,  and  vision  is  rendered  extremely  defective. 
Macular  choroiditis  is  degenerative  in  origin,  and  does  not  usually  appear  till 
middle  life.  It  probably  commences  in  the  form  of  macular  haemorrhages, 
which  lead  to  destruction  and  fibrosis  of  the  retina. 

Figs,  h,  1. — ^The  Myopic  Crescent  is  usually  found  on  the  outer  side  of  the 
disc,  and  may  vary  in  size  and  extent  from  a  thin  crescent  to  a  large  atrophic 
area  surrounding  the  whole  disc  (posterior  staphyloma).  Usually,  the  size  of 
the  crescent  varies  with  the  amount  of  the  myopia  and  increases  with  age. 

Figs,  ky  I. — Recent  Optic  Neuritis  is  characterized  by  the  swelling  of  the 
disc  and  the  blurring  of  its  outline  by  retinal  oedema.  The  retina  is  greyish  and 
striated  in  appearance,  owing  to  oedema  between  the  retinal  nerve  fibres,  and 
the  veins  are  extremely  dilated  and  tortuous.  Flame-shaped  haemorrhages 
are  also  seen  on  the  disc  and  in  the  surrounding  retina,  and  numerous  small 
retinal  vessels  on  the  disc,  usually  invisible,  become  dilated  and  apparent.  In 
the  later  stages  of  the  neuritis  the  haemorrhages  may  disappear,  and  the  whole 
disc  become  greyer  and  paler,  the  condition  ultimately  terminating  in  post- 
neuritic atrophy  {Fig.  I).  The  outline  of  the  disc  is  entirely  lost,  and  in  severe 
cases  the  disc  may  be  so  swollen  as  to  resemble  a  small  mushroom  in  shape. 
Radiating  hnes  of  white  patches  may  also  be  seen  in  the  macular  region, 
resembling  albuminuric  retinitis  {Figs,  p,  q,  ?\). 

Figs,  nu  n. — Primary  Optic  Atrophy  {Fig,  n)  is  characterized  by  the  pallor  of 
the  disc,  white  or  bluish-white,  sharply  defined  lamina  cribrosa,  well-marked 
edge,  and  retinal  vessels  of  normal  size.  In  post-neuritic  atrophy  {Fig.  m)  the 
disc  is  covered  with  fibrous  tissue,  which  fills  up  the  physiological  cup ;  the 
colour  is  greyish. white,  the  retinal  vessels  are  thin  and  tortuous,  and  the  edge 
of  the  disc  is  irregular.  In  some  cases  of  old  post-neuritic  atrophy  or  fibrosis, 
following  slight  optic  neuritis,  it  may  be  impossible  to  distinguish  the  condition 
from  primary  atrophy. 

Fig.  o. — Thrombosis  of  the  Central  Retinal  Vein. — In  thrombosis  of  the  central 
retinal  vein  the  disc  is  extremely  swollen  and  oedematous,  the  edge  being  indis- 
tinct and  blurred.  All  the  retinal  veins  are  enormously  dilated  and  tortuous, 
and  the  fundus  is  covered  with  flame-shaped  and  petechial  haemorrhages.  The 
oedema  of  the  retina  from  the  obstruction  of  the  venous  circulation  may  be 
so  great  that  the  vein  may  occasionally  be  hidden  entirely. 

Figs,  p,  gr,  r. — Albuminuric  Retinitis  is  characterized  by  the  presence  of 
flame-shaped  haemorrhages  in  the  nerve-fibre  layer  of  the  retina,  and  white 
patches.  The  white  patches  are  of  two  kinds.  Those  seen  in  the  early  stages 
of  the  disease  are  ill  defined  and  woolly,  scattered  about  the  macular  region  in 
an  irregular  manner.  These  are  due  to  exudate  in  the  nerve-fibre  layer  of  the 
retina.     In  the  later  stages,  smaller  white  patches  may  be  seen  usually  arranged 
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is  red.  and  the  margin  is  ill  defined.     The  vessels  cnaybe  tortaoas  though  not 
dilated,  and  unless  the  error  oi  refraction  is  observed,  the.coadition  may  be 

mistaken  Xor  optic  neuritis.  Herhert  L.  Easrm. 

OPISTHOTONOS. — This  is  a  rare  but  characteristic  condition,  in  which  all 
the  muscles  of  the  neck,  back.-and  legs  are  rigidly  contracted  in  such  a  way 
that  the  body  is  over-extended  in  the  form  of  an  arch,  supported  by  the  occiput 
above  and  by  the  heels  below.  This  position  may  be  maintained  ;  but  more 
often  it  is  assumed  periodically,  with  partial  or  complete  relaxations  between 
the  tetanic  seizures.  .      .. 

Its  chief  cause  i&  telanui,  but  it  may  also  be  due  to  strychnine  poisoning; 
spinal  meningitis,  uramia,  and  hysteria. 

Tetanus. — The  history  will  oiten  point  to  the  correct  diagnosis.  If  there  has 
-  been  a  punctured  wound  recently,  and  if  stifiness  of  the  neck  muscles,  and  of 
the  lower  jaw  (trismus  or  lockjaw),  has  set  in,  to  be  followed  within  a  day  or  so 
by  generalized  rigidity,  with  severe  paroxysmal  exacerbations,  the  opisthotonos 
is  almost  certainly  due  to  tetanus.  The  fixed  smile — risus  sardonic  us — is 
common  to  tetanus  and  to  strychnine  poi^ning.  An  attempt  will  be  made 
to  obtain  the  drumstick  bacflli  {Plate  XII,  Fig.  t)  from  the  suspected  wound, 
very  often  without  success.  ■  In  some  cases  there  will  be  no  obvious  wound 
or  contusion  ;  but  although  the  source  of  contagion  will  then  be  obscure,  the 
early  lockjaw  and  the  course  of  the  disease  will  point  to  tetanus  beyond  doubt. 

Slrychnine  poisoning  does  not  give  rise  to  lockjaw,  and  the  paroxysms  of 
opisthotonos  are  separated  by  intervals'  di"  far  inore  complete  relai«A\cm  q\.  ^>it 
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muscles  than  is  the  case  in  tetanus  ;  moreover,  there  may  be  direct  evidence  of 
the  source  of  the  poisoning,  either  accidental,  suicidal,  or  homicidal,  in  the  form  of 
a  bottle,  a  hypodermic  syringe  and  needle,  a  packet  of  vermin-destroyer,  or 
something  of  that  kind.  In  some  cases  the  diagnosis  can  only  be  arrived  at  by 
analysis,  either  of  the  gastro-intestinal  contents,  or  of  the  viscera  post  mortem. 

Spinal  meningitis  seldom  causes  difficulty  in  the  diagnosis,  for  it  is  generally 
part  of  acute  cerebrospinal  meningitis,  of  which  the  general  symptoms  and 
pyrexia  will  have  existed  some  days,  if  not  a  week  or  more,  before  opisthotonos 
is  likely  to  occur.  Optic  neuritis  may  be  found,  and  in  some  cases  the  bacterio- 
logical and  cytological  results  of  lumbar  puncture,  especially  the  discovery 
of  the  meningococcus,  may  clinch  the  diagnosis. 

Uramic  convulsions  are  associated  with  complete  coma,  whereas  in  tetanus 
and  in  strychnine  poisoning  consciousness  is  perfectly  retained  ;  the  convulsions 
are  epileptiform  rather  than  tetanic  ;  there  is  no  persistent  lockjaw  ;  and  the 
urine  will  nearly  always  contain  albumin  and  renal  tube-casts. 

Hysteria  sometimes  takes  a  form  that  may  for  the  moment  be  very  difficult 
indeed  to  distinguish  from  tetanus  or  from  strychnine  poisoning.  Unlike 
malingering,  hysterial  contractions  that  are  even  violent  enough  to  cause 
opisthotonos,  do  not  always  make  the  patient  perspire,  and  they  do  not  lead  to 
fatigue  in  the  way  that  similar  voluntary  efforts  certainly  would.  The  diagnosis 
of  hysteria  is  generally  arrived  at  by  watching  the  case.  Persistent  lockjaw 
may  be  present,  as  in  tetanus ;  but  whereas  in  strychnine  poisoning  and  in 
tetanus  there  is  a  great  similarity  between  one  exacerbation  and  the  next, 
hysterical  convulsions  are  apt  to  be  polymorphous  ;  the  more  the  writhing  and 
the  change  of  attitude  and  position,  the  less  likely  is  the  attack  to  be  organic. 
The  mind  remains  perfectly  clear  in  tetanus  and  strychnine  poisoning,  though 
the  outward  expression  of  the  mind  may  be  prevented  by  the  muscular 
paroxysms  ;  in  hysteria,  the  mental  attitude  is  in  one  way  or  another  obviously 
abnormal  for  the  time  being.  In  arriving  at  a  diagnosis,  it  may  be  of 
very  great  assistance  to  know  full  details  of  the  patient's  previous  medical 
history,  for  there  may  have  been  similar  hysterical  outbursts  on  former 
occasions.  Herbert  French. 

OPTIC  ATROPHY. — (See  Ophthalmoscopic  Appearances,  Notes  on.) 

OPTIC  NEURITIS. — (See  Ophthalmoscopic  Appearances,  Notes  on.) 

ORTHOPNCEA,  or  the  inability  to  breathe  unless  propped  above  the  horizontal 
position,  may  be  due  to  many  causes,  which  may  be  grouped  as  follows  : — 

Failure  of  the  Right  Side  of  the  Heart  :— 

Secondary  to  valvtdar  disease  of  the  left  side  of  the  heart  : 

Mitral  stenosis  Aortic   disease    with    secondary 

Mitral  regurgitation  mitral  regurgitation. 

Mitral  stenosis  and  regurgitation 

Secondary  to  affections  of  the  heart  muscle  : 

Fatty  heart  Adherent  pericardium 

Fibroid  heart  Some  cases  of  pericarditis. 

Secondary  to  high  systemic  blood-pressure  : 

Arteriosclerosis  |        Granular  kidney. 

Secondary  to  lung  affections  : 


Emphysema 
Chronic  bronchitis 


Fibroid   lung  with    or  without 

bronchiectasis 
Pneumothorax. 


When  orthopn<£a  is  due  to  obslruclion  to  the  larynx  or  trachea  the  fact  is 
generally  obvious  on  account  of  other  symptoms  such  as  stridor,  up-and-down 
movements  of  the  larynx  itself,  sucking  in  above  and  below  the  clavicles  and 
of  the  lower  intercostal  spaces,  the  main  diRiculty  in  some  of  these  patients 
being  to  decide  whether  the  obstruction  is  sufficiently  near  the  laryn^c  to  be 
relievable  by  tracheotomy,  or  whether  it  is  due  to  mischief  lower  down  in  the 
trachea,  bronchi  or  bronchioles.  The  nearer  the  obstruction  is  to  the  larynx 
the  greater  will  be  the  spasmodic  up-and-down  movements  of  the  thyroid 
cartilage,  and  the  stridor.  If  the  evidence  is  that  the  obstruction  is  in  the  larynx 
itself,  and  if  the  orthopntea  and  difficulty  with  respiration  are  extreme,  the 
probability  is  that  tracheotomy  will  be  resorted  to  as  an  urgency  measure, 
the  precise  diagnosis  being  determined  later.  The  history,  or  a  local  examination, 
would  serve  to  diagnose  or  exclude  acute  abductor  paralysis,  postpharyngeal 
abscess,  foreign  body,  enlarged  thyroid  gland,  malignant  glands  in  the  neck, 
lympkadenomatous  glands  in  the  neck.  Enlargement  of  the  thymus  gland  can 
seldom  be  more  than  conjectured,  or  diagnosed  by  a  process  of  exclusion,  unless 
there  is  definite  dullness  behind  the  upper  part  of  the  sternum  in  a  child  under 
ten  years  of  age,  together  perhaps  with  an  *-ray  shadow  o(  the  gland.  Aortic 
anearysm  or  mediastinal  new  growth  obstructing  the  trachea  will  generally  have 
Kiien  rise  to  other  characteristic  symptoms  at  the  same  time  ;  particularly  in 
the  case  of  mediastinal  new  growth,  to  obstruction  of  the  innominate  veins  or 
the  superior  vena  cava,  with  varicose  distention  in  the  superficial  thoracic  veins 
by  way  of  collateral  circulation.  The  j-rays  may  be  useful  in  confirming  the 
riiagnosis. 

D  -io 
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In  a  great  many  cases,  particularly  in  children,  none  of  the  above  will  be  the 
least  likely,  and  if  foreign  body  and  post-pharyngeal  abscess  have  been  excluded 
by  digital  examination,  the  first  suspicion  will  be  that  the  patient  is  suffering 
from  laryngeal  diphtheria.  This  may  be  confirmed  by  the  presence  of  a  small 
quantity  of  membrane  on  the  pharynx,  the  uvula,  or  elsewhere,  though  quite 
commonly  when  laryngeal  diphtheria  is  extensive  there  is  no  obvious  exudate 
upon  any  of  the  visible  parts  at  the  back  of  the  mouth.  The  existence  of  cases 
of  diphtheria  in  the  same  house  or  in  the  neighbourhood  may  point  to  the 
diagnosis ;  but  in  every  case  swabbings  should  be  obtained  from  as  far  back  in 
the  throat  as  possible,  and  examined  for  Klebs-Loffier  bacilli,  both  in  films  and 
in  cultures  incubated  at  body  temperature  in  a  bacteriological  laboratory.  Until 
laryngeal  diphtheria  can  be  excluded  by  the  absence  of  Klebs-Loffler  bacilli — 
and  a  single  negative  result  does  not  necessarily  exclude  the  disease — the  nature 
of  the  case  will  probably  remain  in  doubt.  Acute  oedema  of  the  larynx  is  nearly 
always  due  to  some  microbial  infection,  and  therefore  in  a  sense  it  includes  acute 
pneuniococcal  or  streptococcal  laryngitis,  the  diagnosis  of  which  depends  up>on 
bacteriological  cultivations  from  swabbings  from  the  throat.  (Edema  may 
also  be  due  to  similar  infection  of  ulcerated  places  in  the  throat  developing  in 
the  course  of  tuberculous ^  syphilitic y  malignant y  lupoid y  traumatic y  or  post-typhoidal 
laryngeal  ulceration.  The  previous  history,  the  results  of  previous  examination 
of  the  lungs,  larynx,  and  sputum  will  indicate  the  diagnosis  of  these  various 
conditions. 

The  laryngeal  crises  of  locomotor  ataxia  are  exceedingly  rare  ;  they  might 
be  suggested  if  the  patient  were  known  to  have  no  knee-jerks  and  Argyll 
Robertson  pupils,  but  even  then  there  might  be  doubt  as  to  whether  they 
were  really  crises  and  not  the  result  of  syphihtic  ulceration,  or  due  to  the 
administration  of  potassium  iodide  in  these  cases.  Acute  oedema  of  the  larynx 
is  sometimes  spoken  of  as  one  of  the  compUcations  of  acute  Bright' s  disease, 
but  it  is  very  rare  in  this  malady,  rarer  than  acute  oedema  of  the  lungs  ;  it 
is  usually  a  terminal  factor,  the  diagnosis  of  nephritis  having  been  made 
previously  on  account  of  general  oedema  and  albuminuria  with  tube  casts. 
Laryngismus  stridulus  is  a  dangerous  diagnosis  to  make,  for  many  cases  thought 
to  be  this  are  really  examples  of  diphtheria  :  if  laryngismus  stridulus  does  occur, 
it  is  to  be  expected  in  rickety  children  who  show  a  tendency  to  spasmodic 
muscular  contractions  in  other  parts  besides  the  larynx,  such  for  instance  as 
convulsions  from  slight  causes,  or  the  carpo-pedal  contractions  of  infantile 
tetany.  It  is  supposed  that  similar  spasmodic  contractions  of  the  muscles  of 
the  larynx  produce  paroxysms  of  laryngeal  obstruction  with  acute  dyspnoea, 
orthopnoea  and  cyanosis;  but  no  such  cases  should  be  diagnosed  as  simply 
neuro-muscular  until  every  precaution  has  been  taken  to  exclude  all  other  causes 
of  laryngeal  obstruction,  especially  diphtheria.  Now  and  then  one  meets  with 
a  case  in  which  an  apparently  healthy  child  is  suddenly  seized  with  acute 
dyspnoea,  cyanosis,  orthopnoea,  and  general  respiratory  distress,  without  any 
signs  of  laryngeal  obstruction,  the  result  of  irruption  of  a  caseous  bronchial  or 
mediastinal  gland  into  the  lower  part  of  the  trachea  or  a  main  bronchus.  The 
symptoms  are  precisely  such  as  one  would  expect  if  the  patient  had  suddenly 
inhaled  a  foreign  body  of  some  size,  and  if  one  can  be  quite  sure  that  no  such 
foreign  body  has  been  inhaled  the  correct  diagnosis  may  sometimes  be  guessed 
at.  It  would  be  confirmed  if,  as  occasionally  happens,  a  sudden  effort  of 
coughing  leads  to  the  caseous  or  cretaceous  mass  being  expectorated. 

The  difficulty  of  being  certain  whether,  in  a  given  case  of  severe  respiratory 
distress  with  evidence  of  obstruction,  the  mischief  Ues  in  the  larynx  or  in  the 
lungs,  is  sometimes  considerable  ;  in  either  case  there  may  be  marked  cyanosis, 
orthopnoea,  dyspnoea,  sucking  in  above  and  below  the  clavicles  and  of  the  lower 


mass  more  room,  whilst  the  latter  is  due  to  tbe  need  of  maximum  assistance  from 
the  respiratory  blood-pump.  Herbert  Frenth. 

OTORRHCEA.^-Discharge  from  the  ear  is  a  very  common  symptom  which 
may  result  (rom  a  great  variety  of  causes,  some  of  which  are  of  a  trivial 
niiture.  while  others  are  of  the  most  serious  import.  The  skin  of  the  normal 
external  auditory  meatus  contains  numerous  ceruminous  and  sebaceous  glands, 
the  secretion  of  which,  known  as  cerumen  or  wax,  escapes  either  as  small 
masses  or  as  a  thick  oily  fluid.  It  may  give  rise  to  trouble  by  forming  a  hard 
solid  plug  which  becomes  impacted  in  the  meatus  and  gives  rise  to  such  serious 
symptoms  as  deafness,  tinnitus,  and  vertigo.  Thougb  not  usually  included 
under  the  heading  of  "  discharge,"  impacted  cerumen  may  be  the  cause  of 
a  purulent  discharge  from  the  car. 

When  a  patient  complains  of  an  aural  discharge,  the  colour,  amount,  and 
character  should  be  ascertained.  Any  offensive  odour  should  also  be  noted.  The 
discharge  may  be  purulent,  muco- purulent,  or  serous,  but  occasionally  it  consists 
of  blood,  either  alone  or  mixed  with  one  of  the  above-mentioned  varieties. 

A  discharge  ot  blood  from  the  estcrnal  auditory  meatus  {olonhagia)  may  be 
the  result  of  an  injury.     The  following  lesions  may  cause  this  symptom  : — 

Fracture  of  the  base  of  the  skull.  When  the  line  of  fracture  crosses  the  middle 
fossa  it  traverses  the  petrous  portion  of  the  temporal  bone  and  opens  the 
tympanic  cavity,  tearing  the  tympanic  membrane. 

Injury  to  the  external  auditory  meatus,  usually  at  the  junction  of  the  carti- 
laginous and  osseous  portions,  the  result  of  a  blow  on  tbe  chin,  the  force  being 
transmitted  backwards  along  the  inferior  maxilla. 
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Rupture  of  the  tympanic  membrane^  which  may  occur  as  the  result  of  the 
introduction  of  a  foreign  body  through  the  external  auditory  meatus,  or  after 
a  fall  or  blow  on  the  head  without  any  injury  to  the  base  of  the  skull. 

Bleeding  from  the  ear  is  thus  by  no  means  diagnostic  of  fracture  of  the  middle 
fossa ;  indeed,  in  the  greater  number  of  cases  the  skull  is  not  injured.  Care  must 
always  be  taken  to  make  sure  that  the  blood  has  not  trickled  into  the  meatus 
from  some  small  wound  of  the  scalp  or  of  the  external  ear.  If  the  external 
auditory  meatus  has  been  injured,  the  source  of  the  haemorrHkge  may  be  dis- 
covered by  mopping  the  blood  away  with  plugs  of  cotton-wool  and  examining 
with  a  speculum.  A  tear  in  the  tympanic  membrane  may  be  visible  if  the 
haemorrhage  comes  from  the  tympanum.  If  the  skull  is  fractured,  the  haemor- 
rhage is  usually  profuse  (otorrhagia),  while  if  the  membrane  alone  is  injured 
it  is  comparatively  slight.  The  hearing  should  be  tested,  for  if  the  base  of  the 
skull  is  fractured,  injury  of  the  auditory  nerve  is  an  occasional  complication. 

A  variety  of  acute  inflammation  of  the  middle  ear  known  as  acute  hemorrhagic 
otitis  is  characterized  by  a  discharge  of  blood.  This  trouble  is  usually  associated 
with  influenza,  but  may  also  occur  in  haemophilic  patients.  The  haemorrhage 
is  preceded  by  pain,  and  the  membrane  is  markedly  hyperaemic,  or  may  show 
petechial  spots.  A  haemorrhage  or  blood-stained  purulent  discharge  occurring 
in  the  course  of  chronic  suppurative  otitis  media  will  probably  be  due  to  the 
presence  of  polypi  or  of  masses  of  granulations.  A  similar  blood-stained  discharge 
may  be  present  in  malignant  disease  of  the  external  or  middle  ear. 

Very  rarely  erosion  of  the  internal  carotid  artery  may  lead  to  a  severe  fatal 
haemorrhage  from  the  external  auditory  meatus.  The  artery  in  its  course 
through  the  carotid  canal  is  separated  from  the  anterior  part  of  the  tympanic 
cavity  by  only  a  thin  plate  of  bone,  which  may  be  deficient.  Owing  to  chronic 
suppuration,  this  portion  of  bone  may  be  destroyed  and  the  walls  of  the  artery 
weakened,  so  that  it  may  suddenly  give  way,  leading  to  a  quickly  fatal  bleeding 
from  the  ear,  nose,  and  mouth.  A  similar  severe  or  fatal  haemorrhage  may 
result  from  erosion  of  the  lateral  sinus  from  a  similar  cause. 

Cerebrospinal  fluid  may  escape  from  the  external  auditory  meatus  after  a 
fracture  of  the  middle  fossa,  and  its  presence  may  be  regarded  as  diagnostic  of 
this  injury.  The  flow  is  usually  copious,  and  may  last  for  some  days.  Liquor 
Cotunnii  may  escape  when  the  labyrinth  is  injured.  In  appearance  it  resembles 
cerebrospinal  fluid,  but  the  amount  is  very  small.  In  chronic  suppurative  otitis 
media  the  discharge  may  be  serous  in  character,  and  may  bear  some  resem- 
blance to  cerebrospinal  fluid,  from  which  it  may  have  to  be  distinguished  in 
a  patient  unconscious  as  the  result  of  a  head  injury.  Apart  from  examina- 
tion of  the  membrane  through  a  speculum,  this  can  be  effected  by  collecting 
some  of  the  fluid  and  testing  for  albumin.  The  serous  septic  discharge  contains 
much  albumin,  while  cerebrospinal  fluid  has  only  the  merest  trace. 

Purulent  Discharges. — In  by  far  the  greater  number  of  cases  the  discharge 
is  obviously  purulent,  muco-purulent,  or  sero-purulent.  Such  a  discharge  may 
arise  from  some  lesion  of  the  external  auditory  meatus,  from  disease  of  the 
middle  ear,  or  from  suppuration  in  some  adjacent  structure,  the  pus  making 
its  way  into  the  external  or  middle  ear  and  so  draining  from  the  external 
auditory  meatus. 

The  following  lesions  of  the  external  auditory  meatus  give  rise  to  such  a 
discharge : — 

Eczema.  The  discharge  in  this  case  may  be  serous.  The  trouble  may  be 
caused  by  the  irritation  of  a  plug  of  impacted  cerumen,  or  it  may  be  associated 
with  eczema  of  the  auricle  or  of  some  other  region  of  the  body.  It  must  be 
remembered  that  eczema  of  the  external  auditory  meatus  and  of  the  external 
ear  may  be  caused  by  a  discharge  of  pus  from  the  middle  ear,  and  hence,  when 


epithelioma. 

Caries  or  necrosis  oi  the  bony  external  auditory  meatus  will  give  rise  to  a 
profuse  purulent  discharge,  associated  with  the  presence  of  polypi  or  of  masses 
of  granulations. 

The  diagnosis  of  the  above  causes  of  an  aural  discharge  may  be  easy,  but  on 
the  other  hand  it  may  be  a  diflicult  matter  to  make  sure  that  there  is  no  disease 
of  the  middle  ear,  tor  there  is  likely  to  be  so  much  swelling,  and  probably  tender- 
ness of  the  meatus,  that  it  is  impossible  to  get  a  view  of  the  membrane.  It  must 
al.so  be  borne  in  mind  that  when  there  is  a  discharge  of  pus  from  the  middle  ear 
the  lining  membrane  of  the  canal  is  frequently  swollen,  inflamed,  aod  eczematous. 

The  most  frequent  cause  of  a  purulent  discharge  from  the  ear  is  suppurative 
otitis  media,  either  acute  or  chronic.  In  the  former  case,  the  discharge  is  preceded 
by  acute  pain,  usually  paroxystnal,  with  pyrexia  and  more  or  less  severe  con- 
stitutional symptoms.  The  discharge  usually  consists  of  thick  pus,  and  there 
is  much  swelling  of  the  meatus  which  may  prevent  a  satisfactory  view  of  the 
membrane.  When  this  can  be  seen  it  has  a  characteristic  hyperxmic  and  swollen 
appearance,  and  the  perforation  through  which  the  pus  escapes  can  be  made  out. 

Tuberculous  disease  of  the  middle  ear  is  a  not  uncommon  cause  of  purulent 
discharge.  Deafness  and  tinnitus  arc  also  present,  but  there  is  usually  no 
pyrexia,  and  pain  is  remarkably  absent.  Examination  shows  a  swollen  condition 
of  the  membrane,  which  is  dull  red  or  pink  in  colour,  while  a  perforation,  often 
in  the  anterior  region,  may  be  made  out  after  cleansing  the  meatus.  In  this 
disease,  rapid  destruction  of  the  bone  may  also  occur  without  pain. 

In  chronic  suppurative  middle-ear  disease  the  character  and  quantity  of  the 
discharge  vary  enormously.  Thus  there  may  be  only  a  slight  serous  discUs-t^ 
in   some  cases,   while   in   others   there    may   be    a  ptoliiae  fto-^    q\.  VoaX   ^?*»- 
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Frequently  the  amount  and  character  vary  from  time  to  time,  and  occasionally 
the  flow  is  intermittent.  The  presence  of  other  symptoms,  such  as  deafness, 
tinnitus,  pain,  and  vertigo,  must  always  be  inquired  for.  The  membrane  must 
be  examined  after  syringing  out  and  drying  the  meatus.  In  practically  every 
case  a  perforation  will  be  found,  though  occasionally  the  pus  may  make  its  way 
along  some  bony  track  which  opens  into  the  external  auditory  meatus.  The 
position  of  the  j>erforation  should  be  ascertained,  whether  it  is  in  the  membrana 
propria  or  in  Shrapnell's  membrane.  In  the  latter  case  the  suppuration  occurs 
chiefly  in  the  attic,  and  the  ossicles  are  likely  to  be  carious.  Generally  speaking, 
perforations  in  the  anterior  portion  of  the  membrana  propria  are  of  less  serious 
nature  than  those  in  the  posterior  portion.  The  presence  of  polypi  or  granu- 
lations must  be  noted,  and  if  possible  the  site  from  which  they  spring  must  be 
determined. 

In  addition  to  the  above  causes  of  an  aural  discharge,  abscesses  in  adjacent 
structures  may  occasionally  burst  into,  and  lead  to  a  copious  discharge  of  pus 
through,  the  external  auditory  meatus.  An  acute  mastoid  abscess  may  discharge 
in  this  way  through  a  sinus  which  opens  on  the  posterior  aspect  of  the  meatus. 
In  chronic  mastoid  suppuration,  pus  may  make  its  way  from  the  mastoid  air- 
cells  in  a  similar  manner.  Rarely  a  cerebral  abscess  in  the  temporo-sphenoidal 
lobe  may  burst  into  the  tympanum  and  discharge  through  the  external  auditory 
meatus.  Occasionally,  an  abscess  in  the  parotid  gland  may  extend  backwards 
and  discharge  through  the  anterior  wall  of  the  meatus.  A  similar  result  may 
happen  with  an  abscess  which  originates  in  disease  of  the  temporo-maftdibular 
joint.  Philip  Turner. 

OXALURIA. — This  term  is  generally  used  to  include  any  condition  under 
which  crystals  of  calcium  oxalate  are  to  be  found  on  microscopical  examination 
of  the  urine.  They  occur  in  two  forms,  of  which  by  far  the  most  characteristic 
and  common  is  familiarly  described  as  the  "  envelope  "  crystal — really  a  regular 

octahedron ;    when    crj'stallization  has 
^•'^^  _       £^  occurred  imperfectly,  a  spheroidal  form 

with  a  central  constriction  like  that  of 
a  "dumb-bell"  may  occasionally  be 
seen  {Fig.  130).     Either  form  is  trans- 


»0 


jRfi  ^C^  ^ig^        parent,   highly  refractive,   and  usually 

^Sf  "^  sufficiently  abundant   to  be   visible  to 


€^     "^^     jl^  Q.         h^        quite  colourless.     If  the  precipitate  is 


yW  '"^^  )dO       /S^  *^®  naked   eye,    it    is   generally    pure 

S^  ^^       vfif  white ;  it  often  comes  down  after  more 


^  %  es 


or  less  mucus  has  already  gone  to  the 
bottom  of  the  specimen  glass,  so  that 
a  dense  white  layer  is  seen  lying  on  the 

Fig,  i3o.-Varieties  of  crystals  of  calcium  *OP  ^^  ^  ^^^S  white  flocculent  mass  ;  this 

oxalate  (high  power).  appearance  has  been  described  as  that 

of  the  "  powdered  wig." 
The  crystals  are  soluble  in  any  mineral  acid,  but  they  are  insoluble  in  water 
or  ordinary  acetic  acid  solution.  They  may  be  found  in  any  urine,  whether 
acid  or  alkaline,  but  are  commonest  in  acid  urines.  They  may  be  in  the  urine 
when  it  is  voided  ;  more  often  they  form  as  the  urine  stands  in  the  specimen 
glass,  and  it  is  important  to  remember  that,  if  a  slide  is  prepared  from  the 
centrifugalized  deposit  of  a  urine  and  allowed  to  stand  for  a  while  before  it 
is  examined  under  the  microscope,  numbers  of  very  minute  calcium  oxalate 
crystals  may  appear,  even  when  none  are  to  be  found  in  a  similar  specimen 
examined  at  once. 


be  of  assistance  in  determining  the  nature  of  the  dietetic  and  other  treatment 
that  should  be  adopted  for  the  cure  of  the  other  general  symptoms. 

There  are  at  least  three  other  ways  in  which  the  knowledge  of  the  existence 
ol  oxaluria  may  be  decidedly  important  :  — 

[.  Concerns  patients  who  present  symptoms  that  may  be  due  to  renal  or 
vesical  calculus.  Microscopical  examination  of  the  centriingaliied  urinary 
<le])0SLts  in  such  a  case  may  serve  to  detect  not  only  pus  cells  and  red  blood- 
discs,  but  also  calcium  oxalate  crystals  that,  instead  of  being  all  separate  from 
one  another,  as  is  the  rule  in  a  dietetic  or  neurasthenic  case,  may  be  obviously 
agglomerated  into  minute  calculi  ;  if  there  are  clinical  symptoms  of  stone, 
the  discovery  of  microscopic  aggregations  of  crystals  is  highly  suggestive  of 
there  being  a  larger  calculus  present  somewhere  in  the  urinary  system. 

2.  If  oxalate  crystals  are  deposited  in  numbers  in  the  urine  whilst  it  is  still 
in  the  bladder,  irritability  of  the  latter  is  apt  to  follow,  with  a  tendency  to 
undue  frequency  of  micturition  ;  such  oxaluria  is  not  altogether  infrequent 
as  the  cause  for  persistent  nocturnal  enuresis  in  girls  and  boys, 

J,  In  some  ways  this  is  one  of  the  most  important  features  of  oxaluria.  The 
same  irritation  by  oxaluria  that  may  produce  the  nocturnal  enuresis  in  girls 
and  boys  may  lead  to  the  urine  of  adults  containing  a  considerable  excess  of 
nucleo-proteid,  and,  in  the  male,  numbers  of  spermatozoa.  There  may  be  no 
symptoms  whatever,  and  in  that  case  the  only  importance  of  the  condition 
lies  in  the  fact  that  the  nucleo-proteid  may  he  mistaken  tor  albumin  ;  for  if 
the  boiling  test  is  applied  to  a  specimen  containing  nucleo-proteid  in  excesa, 
a  cloud  of  phosphates  may  come  down,  and  then  when  acetic  acid  is  added 
to  cHssolve  up  this  cloud,  a  residual  haze  may  remain  behind  because  the  acetic 
acid,  at  the  same  time  that  it  dissolves  the  phosphates,  p^etv^A^^^  vi-n*  <A 
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the  nucleo-proteid.  This  source  of  fallacy  may  be  obviated  in  either  of  two 
ways :  the  haze  of  nucleo-proteid  will  clear  up  on  addition  of  a  drop  of  nitric 
acid,  whereas  a  similar  haze,  due  to  albumin,  will  remain  ;  or,  to  make  quite 
certain,  three  test-tubes  may  be  used  :  into  the  first,  put  plain  urine  without 
any  boihng  ;  into  the  second,  urine  plus  acetic  acid  without  boiling  ;  and  into 
the  third,  urine  plus  acetic  acid,  the  mixture  being  thoroughly  boiled.  If  the 
haze  is  due  to  a  nucleo-proteid  only,  it  will  be  equally  marked  in  the  second 
and  third  tubes,  whereas  if  there  is  albumin  as  well,  the  haze  in  tube  three  will 
be  denser  than  that  in  tube  two. 

Just  as  oxaluria  may  lead  to  nocturnal  enuresis  in  adolescents,  so  in  a  few 
adult  males  it  has  been  regarded  as  a  factor  in  the  causation  of  excessive 
nocturnal  emissions  or  spermatorrhoea.  Herbert  French. 

PAIN,  ABDOMINAL  (GENERAL).— Most  abdominal  pain  is  local,  e.g.,  that 
due  to  a  renal  or  biliary  stone.  The  most  serious  cause  of  general  abdominal 
pain  is  acute  general  peritonitis.  If  this  be  perforative,  at  first  the  pain  is  local 
at  the  seat  of  perforation,  and  the  abdomen  is  retracted  ;  but  soon,  whether  the 
peritonitis  is  or  is  not  perforative,  the  abdomen  becomes  distended  from 
paralysis  of  the  bowel,  and  the  pain  becomes  general.  Increase  in  the  rate  of 
the  pulse  and  immobility  of  the  abdominal  wall  on  breathing  are  most  important 
signs  for  diagnosis.  Quickly  the  pulse  becomes  more  rapid  and  wiry,  the  patient 
looks  ill,  the  temperature  is  raised  a  little,  the  bowels  are  constipated,  and 
there  is  some  nausea,  perhaps  vomiting.  There  is  often  a  rapidly  progressive 
leucocytosis.  It  is  often  said  that  the  drawing  up  of  the  knees  on  to  the  abdomen 
is  of  importance  ;  sometimes  it  is  very  striking,  but  in  many  patients  with  acute 
general  peritonitis  the  legs  are  not  drawn  up,  and  they  may  be  drawn  up  in  other 
conditions.  The  early  diagnosis  of  acute  general  peritonitis  is  of  the  utmost 
importance.  It  has  been  estimated  that  in  many  cases  each  hour's  delay  in 
opening  the  abdomen  means  that  the  chances  of  death  are  increased  5  per  cent. 
Morphia  should  never  be  given  when  it  is  thought  there  is  even  a  remote 
possibility  that  any  illness  is  acute  general  peritonitis,  for  it  makes  the  subsequent 
diagnosis  so  difficult.  The  onset  of  pneumonia  is  sometimes  announced  by  an 
abdominal  pain  so  acute  that  the  patient  is  thought  to  have  acute  general 
peritonitis. 

Chronic  General  Peritonitis. — This  usually  causes  a  dull  feeling  of  heaviness 
rather  than  a  generzil  acute  pain.  The  chief  points  to  be  observed  in  arriving 
at  a  diagnosis  are  the  chronicity  of  the  trouble,  the  presence  of  fluid  in  the 
peritoneal  cavity,  and  the  fact  that  masses  of  thickened  peritoneum  can  often 
be  felt.  The  most  usual  sign  is  the  puckered,  thickened  omentum,  which  is  to  be 
felt  as  a  tumour  lying  transversely  at  the  middle  of  the  abdomen  ;  sometimes 
other  lumps  can  also  be  felt.  It  must  not  be  forgotten  that  an  infiltration  of 
the  stomach  with  new  growth  will  give  rise  to  a  tumour  lying  transversely  across 
the  abdomen,  and  so  may  a  diseased  colon.  The  presence  of  these  peritoneal 
thickenings  often  gives  the  abdomen  a  dough-like  feel.  The  commonest  cause 
of  chronic  peritonitis  is  tubercle.  Often  there  is  no  discoverable  tubercle 
elsewhere  to  help  as  to  a  diagnosis,  but  the  hectic,  irregular  temperature  may 
be  a  guide.  As  the  fluid  increases,  the  umbilicus  becomes  flattened  out  (see 
Ascites),  and  in  tuberculous  peritonitis  sometimes  red. 

Intestinal  Colic. — This  is  due  to  many  causes  which  lead  to  painful  contraction 
of  the  intestinal  muscles.  The  pain  is  always  paroxysmal  and  usually  recurrent, 
so  that  a  severe  attack  consists  of  frequently  recurring  paroxysms.  There  are 
all  degrees,  from  quite  a  slight  pain  to  one  that  causes  the  patient  to  shriek  and 
break  out  into  a  cold  sweat.  The  temperature  is  usually  normal,  but  is 
occasionally  slightly  raised.     The  pulse  is  usually  of  normal  rate  unless  the 


but  this  should  not  be  done.  It  is  not  infrequent  to  find  that  severe  abdominal 
pain  is  apparently  due  to  the  administration  of  morphia,  for  the  pain  ceases 
when  the  drug  is  withheld.     I  have  seen  two  such  cases  recently. 

General  Viscetoplosis  often  causes  a  general  dull,  dragging  abdominal  pain. 
It  can  easily  be  diagnosed  by  feeling  the  displaced  liver  or  kidney,  by  looking 
at  the  abdominal  outline  seen  from  the  side  when  the  patient  stands  up,  and  by 
observing  the  displaced  stomach  (see  Fig.  105,  p.  353  ;  see  also  Constipation) 
or  intestines  by  the  jr-rays  after  the  administration  of  bismuth.       If.  Hale  While. 

PAIN,    BEARING-DOWN This  form  of  pain   is  a  very  frequent   symptom 

in  diseases  of  women,  and  is  an  as.sociate  of  many  pelvic  conditions.  It  is  impos- 
sible in  many  instances  to  dissociate  it  from  chronic  aching  pain  ;  but  it  is  not 
every  chronic  pain  which  has  the  bearing-down  character.  It  is  usually  the 
result  of  impaction  of  some  pelvic  structure,  and  owes  its  character  more  parti- 
cularly to  pressure  on  the  rectum,  and  sometimes  on  the  bladder.  Displacement 
of  pelvic  organs,  or  even  simple  congestion  of  them,  will  sometimes  produce  it. 
Its  source  is  not  always  strictly  gynecological,  as  it  may  be  the  result  of  actual 
rectal  disease,  such  as  cancer,  ulcer,  or  hjemorxhoids.  It  is  thus  closely  associ- 
ated with  rectal  tenesmus.  The  commonest  cause  is.  perhaps,  backward  dis- 
placement of  the  uterus,  and  it  is  most  marked  in  retroversion  of  the  pregnant 
uterus,  especially  it  impaction  of  the  organ  occurs.  Impaction  of  a  pelvic 
tumour  may  produce  it,  uterine  fibroids,  ovarian  tumours,  and  pelvic  hematocele 
being  the  chief  swellings  which  give  rise  to  it.  These,  no  doubt,  produce  pain 
of  a  different  character  in  addition,  due  to  pressure  on  neivca  •,  \i\rt,  fti.t'\>e^oiV 
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down  character  is  more  particularly  referred  to  the  rectum,  hence  it  is  commonly 
believed  to  have  some  relation  to  pressure  on  the  rectum.  A  pelvic  abscess  of 
peritoneal  origin  is  an  unusual  impacted  swelling,  which  gives  rise  to  very  severe 
bearing-down  pain  :  impacted,  because  it  is  bound  down  by  peritoneal  adhe- 
sions, and  exercising  pressure  because  of  the  tension  in  it.  The  bearing-down 
character  becomes  most  marked  if  the  abscess  involves  the  rectal  wall,  as  it  so 
frequently  does,  causing  a  flow  of  mucus  and  much  irritation  of  the  rectum. 

The  difierential  diagnosis  of  the  causes  of  this  type  of  pain  can  only  be  made 
after  a  complete  pelvic  examination  by  abdominal  palpation,  and  bimanual 
examination  by  the  vaginal  and  by  the  rectal  touch.  Further,  it  may  be 
necessary  to  examine  the  bladder  by  the  cystoscopc,  or  the  rectum  by  the  finger 
or  sigmoidoscope.  The  differential  diagnosis  of  the  pelvic  disorders  mentioned 
is  discussed  under  Swelling,  Pelvic.  t.  G.  Stevens. 

PAIN,  GIRDLE. — (See  Girdle  Pain.) 

PAIN,  INTERSCAPULAR. — Interscapular  pain  may  be  due  to  caries  of  the 
dorsal  vertebra.  There  will  then  be  stiffness  of  the  back,  with  perhaps  promi- 
nence of  the  spines  of  one  or  more  of  the  dorsal  vertebrae,  with  tenderness  on 
pressure  over  them,  or  on  applying  a  hot  sponge  down  the  back  (see  Tenderness 
IN  the  Spine).     A  skiagram  may  reveal  disease  of  the  bones. 

A  tumour  of  the  cord  may  cause  pain  between  the  scapulae  ;  in  that  case  there 
wSl  probably  be  indications  of  pressure  on  nerve  roots,  and  perhaps  on  the  cord 
itself — exaggeration  of  the  knee-jerks,  bladder  symptoms,  etc. 

Aneurysm  of  the  descending  aorta,  or  a  mediastinal  tumour^  may  cause  severe 
interscapular  pain.  In  such  cases  there  are  often  indications  of  pressure  on  the 
oesophagus,  or  upon  a  bronchus ;  and  an  examination  with  the  4r-rays  may 
make  the  diagnosis  clear. 

Interscapular  pain  is  often  felt  in  cases  of  gastric  ulcer^  or  carcinoma  of  the 
cardiac  end  of  the  stomachy  and  sometimes  also  when  gall-stones  are  present. 
(For  differential  diagnosis,  see  Pain  in  the  Epigastrium,  and  Pain  in  the 
Hypochondrium,  Right).  In  such  cases  there  is  not  uncommonly  tenderness 
in  the  neighbourhood  of  one  or  two  of  the  lower  dorsal  spines.  An  accumulation 
of  gas  in  the  fundus  of  the  stomach  may  also  cause  a  pain  between  the  scapulae. 
(See  Indigestion  ;  and  Flatulence.)  Robert  Hutchison. 

PAIN  IN  THE  ANKLE.— (See  Joints.  Affections  of.) 

PAIN  IN  THE  ARM. — (See  Pain  in  the  Extremity,  Upper.) 

PAIN  IN  THE  BACK. — From  occiput  to  anus,  a  pain  referred  to  the  spinal 
axis  is  a  frequent  complaint,  and  the  diagnosis  of  its  cause  is  very  often  a  most 
troublesome  problem. 

We  start  with  the  broad  generalization  that  a  pain  in  any  area  must  be  due 
to  irritation,  either  of  the  trunk  or  the  terminals  of  the  sensory  nerves  supplying 
the  spot,  or,  it  may  be,  of  a  nerve  which  is  in  immediate  anastomosis  with  that 
to  the  painful  area.  Pain  referred  to  any  one  spot  and  due  to  central  (cerebral) 
irritation  is  so  rare  as  not  to  require  mention  here  (except  that  arising  from 
gross  cerebral  trouble,  which  will  be  referred  to  by  the  patient  as  headache)  ; 
and  applying  this  principle  to  the  spinal  axis,  we  find  that  the  sensory  divisions 
of  the  spinal  nerves,  from  the  first  cervical  to  the  coccygeal,  all  divide  into 
branches  for  (a)  the  skin,  (6)  the  bones  and  meninges  of  the  spinal  canal,  {c)  the 
muscles  lying  on  the  vertebral  column,  and  {d)  the  viscera  contained  in  the 
cranium,  neck,  thorax,  abdomen,  and  pelvis.  Consequently,  to  interpret  rightly 
the  meaning  of  a  pain  in  the  back,  we  must  look  not  only  to  general  conditions 


Two  or  three  questions  immediately  arise  in  such  a  ease,  the  answers  to  which 
will  throw  very  great  light  on  the  nature  of  the  trouble.  Obviously,  the  first 
thing  is  to  ask  him  to  locate  the  pain  ;  the  next  to  enquire  how  did  it  arise, 
i.e.,  did  it  come  suddenly  after  a  blow  !  after  some  unusual  exertion  !  after 
some  unintentional  movement,  say  of  the  head  and  neck,  or  a  slip  off  a  pavement  ? 
And  then  again,  how  long  has  he  had  it,  and  has  he  ever  had  a  similar  pain  before  ? 
Again  we  proceed  to  ask,  is  it  constant  or  intermittent  ?  If  the  latter,  what 
action  on  the  patient's  part  will  cause  it  to  return,  or  what  position  will  ease  it 
when  it  is  present  ? 

It  is  but  seldom  that  we  have  not  by  these  questions  arrived  at  a  provisional 
diagnosis  in  our  own  minds,  but  we  must  never  omit  to  make  a  careful  physical 
examination  for  points  which  will  corroborate  or  correct  this  diagnosis. 

Inspection  may  reveal  skin  conditions,  such  as  a  patch  of  herpes,  etc.,  which 
may  be  either  the  real  cause  or  an  outward  manifestation  of  a  cord  or  bone  lesion  ; 
swellings  or  redness  may  be  apparent,  or  undue  prominence  of  a  spinal  process  ; 
bruises  or  purpura  may  be  seen,  or  a  pulsating  tumour  proving  aneurysm  ;  glands 
may  be  visible  in  the  posterior  triangle  of  the  neck.  It  will  also  reveal  any 
trace  of  lateral  curvature,  a  frequent  source  of  backache  in  young  people. 

Palpation  may  reveal  great  tenderness  on  pressure,  either  of  muscles  or 
bone ;  it  may  show  fluctuation  (remember  that  this  fluctuation  must  be  vertical, 
not  lateral,  to  be  very  reliable)  ;  per  contra,  it  may  prove  the  absence  of  tender- 
ness, and  may  also  show  hypersesthesia  of  the  skin,  suggestive  of  pain  referred 
from  a  viscus,  A  very  useful  hint  is  frequently  derived  from  the  observation  of 
the  results  of  palpation  ;  sometimes  these  can  better  be  seen  when  a  special 
stimulus  such  as  an  electric  current  or  persistent  rubbing  is  applied  to  the  skin  ; 
thus  it  may  be  found  that  over  one  small  area  a  blaatvismoTeeMA'j  ti\wA,cx"ia 
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more  persistent,  than  elsewhere  ;  this  is  strong  evidence  pointing  to  visceral 
disease  as  the  cause  of  the  pain ;  it  is  due  to,  and  proves  disorganization 
of,  the  sympathetic  nerve  distributed  to  the  viscus.  This  method  will  also 
reveal  hyperaesthesia  or  anaesthesia  if  testing  be  conducted  with  a  light  touch 
and  a  pin. 

The  next  step  is  to  apply  tests  for  disease  of  the  bony  walls  of  the  canal ;  tap 
each  spinal  process  in  turn  with  a  percussion  hammer,  and  note  whether  pain  is 
elicited  at  any  spot ;  jar  the  heels  alternately  with  the  leg  held  rigid  from  the 
hip  ;  letting  the  patient  come  down  on  the  heels  himself  is  more  risky  and  less 
satisfactory  ;   also  test  for  pain  on  resisted  movements  of  the  limbs  or  trunk. 

We  may  then  find  if  pain  is  aroused  by  movements  of  any  kind — flexion, 
extension,  and  rotation. 

Lastly,  with  the  patient  lying  on  his  back,  a  careful  examination  must  be 
made  from  the  front  in  the  ordinary  way  for  evidence  of  any  visceral  disease, 
or  of  growth  of  any  kind. 

If  the  cause  of  the  trouble  should  still  remain  obscure,  or  perhaps  in  any  case 
for  future  reference,  two  or  three  jr-ray  photographs  of  the  painful  area  will 
be  taken. 

We  may  now  consider  the  reverse  order  of  procedure,  and  ask  what  are  the 
local  diseases  associated  with  pain  in  the  back,  and  what  are  their  distinguishing 
points.     We  may  enumerate  these  according  to  the  structures  involved,  thus  : 

Skin. — Ulcers,  herpes,  etc.  ;  obvious  on  inspection  and  requiring  no  further 
notice  here. 

Muscles. — ^Abscesses,  trauma,  acute  inflammations  ;  so-called  rheumatism, 
stiff  neck,  lumbago,  etc.  ;   simple  debility  ;   overwork. 

Joints. — Rheumatism  ;  implication  in  caries  or  in  rheumatoid  arthritis,  etc. 

Bones. — Caries,  aneurysm,  and  other  growths  eroding,  invading,  or  primary  ; 
trauma. 

Meninges. — Inflammations  and  growths. 

Cord  itself. — Tumours  ;   inflammation  ;   trauma. 

Viscera  in  front. — Aneurysm  ;  gastric  ulcers  ;  dyspepsia  ;  uterine  trouble  or 
ovarian  ;  appendix  ;  rectum  ;  bladder  and  vesiculae  seminales  ;  kidneys. 
•  It  would  be  impossible  within  the  limits  of  this  article  to  give  a  complete 
differential  diagnosis  of  all  the  above,  but  the  procedures  of  investigation  which 
we  have  already  noticed  will  almost  certainly  enable  us  to  come  to  some  con- 
clusion, and  it  remains  here  only  to  indicate  a  few  of  the  more  special  points  in 
differential  indications,  and  a  few  of  the  commoner  mistakes. 

Lumbago  v.  Tumours. — If  a  patient  complains  of  "  lumbago  "  of  some  standing, 
it  is  essential  to  test  the  nervous  system,  the  knee-jerks  and  other  leg  reflexes, 
and  to  contrast  them  on  the  two  sides ;  to  look  for  wasting  of  muscles,  especially 
on  one  side,  to  investigate  the  power  of  the  muscles  in  walking  and  in  simpler 
movements ;  to  examine  the  |>elvic  organs  and  the  abdomen  for  growths  of  any 
kind.  Only  when  all  these  points  yield  negative  results  can  we  permit  our- 
selves to  think  that  it  is  simple  lumbago.  Lumbago  is  almost  always  on  both 
sides  ;  a  tumour  most  frequently  gives  one-sided  symptoms  first,  though  they 
may  gradually  spread  to  the  other  side  later.  Rectal  examination  should  never 
be  omitted,  and  in  suitable  cases  vaginal  examination  should  be  made  also. 

Aneurysm  in  Thorax  v.  Indigestion^  etc. — It  cannot  be  said  that  this  is  a  common 
mistake,  for  aneurysms  eroding  the  thoracic  vertebrae  are  certainly  not  very 
common  ;  but  the  mistake  is  a  very  serious  one.  The  difficulty  is  that,  when 
an  aneurysm  behaves  in  this  way,  it  is  extremely  hard  to  recognize  it  when  it 
arises  from  the  descending  arch  ;  bruits  are  usually  absent,  and  it  is  perhaps 
only  when  a  pulsating  tumour  in  the  back  appears,  that  the  diagnosis  is  made. 
The  severity,  the  dull,  aching  character,  and  the  persistence  of  the  pain  are  the 
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PAIN  IN  THECHEST.— Chest. pains  are  verycommon  in  all  sortsof  disorders. 
Except  in  the  case  ol  highly  intelligent  persons,  or  of  patients  whose  fortune  it 
has  been  to  have  a,  large  experience  of  chest>pains  due  to  various  causes, 
no  great  amount  of  help  in  diagnosing  the  cause  of  such  pains  can  be 
obtained  by  enquiring  into  their  individual  characters.  More  assistance  is 
furnished  by  investigation  of  the  circumstances  in  which  the  pain  is  chiefly  felt, 
and  the  conditions  that  ease  or  aggravate  it.  Thus  chest-pains  due  to  disease 
of  the  heart  will  be  increased  by  anything  that  makes  the  heart  beat  more 
rapidly  ;  those  due  to  lung-disease  by  anything  causing  the  patient  to  breathe 
faster  or  cough  ;  those  caused  by  disorders  of  the  stomach  will  generally  be 
aggravated  by  or  soon  after  taking  food.  For  clinical  purposes,  pains  in  the 
chest  are  best  classified  according  to  their  pathology,  and  the  nature  and 
situation  of  the  disorders  to  which  they  are  due.  For  pains  in  the  back  wall 
of  the  chest,  sec  Pain  in  the  Back. 

Pains  in  the  chest  may  be  classified  as  follows  :— 

I.   Pftlns  dae  to  D1mw«i  ot  the  Tluaas  compoilng  the  Thormclc  Walls ;    the 

Inflammation  of  the  skin  and  sub-   i         Neuralgia  :    mastodynia 
Adiposis  dolorosa  ;   neurofibroma-  Pressure  c 


My^ia  :   pleurodynia  :  stitch 


e  of  the  bones  of  the  chest. 
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2.  Diseases  of  the  Thoracle  or  Abdominal  Viscera  ;    the   pain    is  in  most 
cases  a  referred  pain  : — 


Pleurisy ;  diaphragmatic  pleurisy ; 

empyema 
Pneumothorax 
Pneumonia 
Heart  disease — Valvular  disease, 

aortitis;    angina  pectoris,  true 

and  false 


Pericarditis 

Aneurysm  ;    dissecting  aneurysm 

Mediastinal  new  growths 

Mediastinitis 

(Esophageal  obstruction 

Diseases  of  the  spinal  cord. 


I.  Diseases  of  the  Tlioraeie  Wall. — Pain  in  the  chest  due  to  inflammation  of 
its  superficial  tissues  should  not  be  hard  to  diagnose.  The  pain  will  be  confined 
to  the  inflamed  parts  and  their  immediate  neighbourhood,  and  the  other  three 
cardinal  signs  of  inflammation — heat,  redness,  swelling — will  not  be  absent. 
In  most  cases  a  superficial  wound  or  abrasion  will  be  found  ;  in  others,  the 
inflammation  will  have  spread  to  the  surface  from  some  deep-seated  lesion, 
caries  of  a  rib,  for  example,  or  an  empyema  or  hepatic  abscess,  or  a  metastatic 
abscess  arising  in  the  course  of  pyaemia.  The  diagnosis  must  be  made  on  general 
lines  in  these  unusual  cases.  The  inflammatory  phenomena  of  herpes  zoster 
are  considered  below. 

The  very  rare  condition  known  as  adiposis  dolorosa,  or  Dercum's  disease,  is 
characterized  by  symmetrical  and  painful  deposits  of  fat  about  the  body  and 
limbs.  It  occurs  in  middle-aged  women  of  full  habit.  Neurofibromatosis  is 
characterized  by  the  growth  of  multiple  benign  false  neuromata  on  the  nerves, 
which  give  rise  to  pain  ;  but  they  are  not  tender  on  pressure,  and  so  contrast 
with  the  single  false  neuromas,  which  equally  give  rise  to  pain  over  the  area 
of  distribution  of  the  nerves  on  which  they  are  situated. 

When  pain  is  felt  in  the  intercostal  or  other  muscles  about  the  chest,  and  can 
be  referred  to  nothing  more  definite  than  "  muscular  rheumatism,"  the  condition 
is  referred  to  as  one  of  myalgia  or  pleurodynia.  Tenderness  of  the  aflected 
muscles  is  the  only  physical  sign  present,  and  it  is  important  that  graver  mischief, 
such  as  pleurisy,  should  be  excluded  before  the  diagnosis  of  pleurodynia  is  made. 
The  sudden  pain  in  the  side  familiar  to  untrained  athletes  as  stitch  comes  on  after 
sudden  exertion,  and  is  in  all  probability  due  to  overstrain  of  the  fibres  of  part 
of  an  intercostal  muscle.  All  these  muscular  pains  are  relieved  by  rest  or 
pressure,  and  aggravated  by  exertion. 

PsxDS  in  the  chest  may  be  due  to  neuralgia,  a  term  which  is  theoretically 
applied  to  pain  felt  in  a  nerve  that  shows  no  evidence  of  active  or  old  disease. 
Practically,  however,  neuralgia  is  the  name  also  given  to  nerve-pains  that 
follow  organic  disease  both  in  the  nerve  itself  (herpes,  neuritis,  etc.)  and  in 
other  parts  of  the  body  (gout,  tabes,  etc.)  In  intercostal  neuralgia  the  pain 
is  felt  along  the  course  and  distribution  of  one  or  more  of  the  intercostal  nerves. 
There  is  marked  tenderness  on  pressure  in  the  aflected  intercostal  space,  with 
three  points  of  maximum  tenderness  corresponding  to  the  posterior  primary, 
lateral  cutaneous,  and  anterior  cutaneous  branches  of  the  nerve,  given  ofl  near 
the  vertebral  spines,  the  mid-axillary  region,  and  the  costosternal  articulations. 
The  pain  is  increased  by  movement  or  breathing.  Unilateral  intercostal 
neuralgia  often  follows  herpes,  and  must  be  carefully  distinguished  from  pains 
that  may  be  felt  in  organic  disease,  such  as  tabes,  aneurysm  or  mediastinal 
tumour,  and  vertebral  caries,  in  which  the  intercostal  nerve  is  directly  or 
indirectly  involved.  In  phrenic  or  diaphragmatic  neuralgia,  a  rare  condition,  the 
pain  is  felt  in  the  lower  part  of  the  thorax  along  the  line  of  insertion  of  the  dia- 
phragm, which  may  be  tender  on  pressure  ;  coughing  and  breathing  are  acutely 
painful,  but  there  will  be  no  physical  signs  of  disease  except  the  tenderness 


presses  on  an  intercostal  nerve,  there  is  no  little  danger  lest  the  patient  be  treated 
for  functional  disorder  or  malingering.  The  pains  are  very  severe,  and  persist 
for  months  in  spite  of  treatment,  while  the  patient  is  likely  to  lose  health,  weight, 
and  strength.  It  is  true  that  these  phenomena  may  also  be  observed  in 
functional  cases  ;  but  the  diagnosis  of  functional  disease  or  neuralgia  should 
not  be  made  until  the  most  careful  physical  examination,  including  the  use  of 
the  i-rays.  has  excluded  organic  disease  of  all  sorts. 

Chest-pains  are,  of  course,  common  in  inflammations  or  injuries  0/  the  bonts 
of  the  chest — coccal  infections,  tuberculosis,  hydatid  disease,  etc. — or  of  the 
joints  connected  with  these  bones.  In  few  such  cases  will  the  diagnosis  of 
inflammation  present  difficulty. 

2.  DUeaiei  of  tha  VIibbu — Pain  in  the  chest  is  extremely  common  in  the 
various  diseases  of  the  thoracic  viscera,  whether  inflammatory  or  otherwise. 
In  acute  pleurisy  the  onset  is  often  insidious,  and  the  pain  felt  most  acutely  in 
the  mammary  or  axillary  region,  being  made  worse  on  breathing  deeply  or 
coughing.  The  pain  is  stitch-hke,  lancinating,  described  as  resembhng  "  a 
Itnife,"  "stabbing,"  "tearing";  it  is  relieved  by  anything  that  assists  in 
immobilizing  the  affected  side.  The  intercostal  spaces  are  tender  to  pressure 
in  pleurisy,  just  as  they  are  in  intercostal  myalgia.  The  diagnosis  turns  on  the 
discovery  of  other  physical  signs  of  pleurisy,  whether  with  or  without  effusion, 
particularly  of  pleural  friction -sounds.  In  diaphragmatic  pleurisy,  the  pain 
is  felt  in  two  chief  sites  :  one  near  the  costal  margin,  corresponding  to  the 
attachment  of  the  diaphragm  ;  the  othei  about  the  ciest  of  the  shoulder, 
corresponding  to  the  cutaneous  distribution  of  the  fourth  cervical  nerve  ;    this 
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is  a  referred  pain,  due  to  afferent  stimuli  coming  up  the  phrenic  nerve  to  the 
spinal  centre  of  the  fourth  cervical  nerve.  The  pleuritic  friction  sounds  often 
fail  to  make  themselves  heard  in  diaphragmatic  pleurisy.  The  pain  in  empyema 
is  much  like  that  of  pleurisy  ;  it  should  be  noted  that  the  appearance  of  a 
pleural  effusion,  whether  serous  or  purulent,  often  coincides  with  a  diminution 
in  the  amount  of  pain  felt,  because  the  two  inflamed  pleural  surfaces  become 
separated  by  the  fluid  and  cease  to  be  rubbed  together  by  the  respiratory  and 
other  movements.  The  pleura  itself  appears  to  be  insensitive,  just  as  is  the 
greater  part  of  the  peritoneum  ;  no  doubt  the  pain  of  pleurisy  is  due  to  stimula- 
tion of  the  sensory  nerve-endings  in  the  periosteum,  muscles,  and  other  tissues 
of  the  intercostal  spaces.  Chronic  pleurisy  and  old  pleural  adhesions  no  doubt 
give  rise  to  much  of  the  chronic  pain  in  the  chest  and  shoulders  and  root  of  the 
neck  that  occurs  from  time  to  time  in  patients  with  pulmonary  tuberculosis. 
In  many  of  these,  no  doubt,  the  pain  is  evidence  of  spread  of  the  pulmonary 
infection  ;  in  others,  it  appears  to  depend  on  the  amount  of  coughing,  increasing 
when  the  cough  becomes  worse  ;  in  yet  others,  it  would  seem  to  depend  vaguely 
enough  upon  the  weather.  Pain  and  tightness  in  the  chest  are  common  in 
bronchitis,  with  or  without  emphysema  ;  here  the  diagnosis  will  not  be  difficult 
if  pleurisy  can  be  excluded,  and  much  of  the  pain  is  probably  due  to  over- 
strain of  the  intercostal  muscles. 

In  pneumothorax,  about  half  the  cases  show  an  acute  onset,  with  the  sense 
of  something  tearing  or  giving  way  in  the  chest  as  the  patient  coughs,  and  sudden 
very  severe  pain  in  the  side,  aggravated  by  breathing.  In  addition  the  patient 
exhibits  dyspnoea,  prostration,  cyanosis,  and  rapid  and  feeble  action  of  the  heart. 
The  onset  in  more  than  half  the  cases  is  insidious,  and  the  condition  subacute 
or  chronic,  with  comparatively  little  complaint  of  pain.  The  diagnosis,  if  not 
made  from  the  history,  should  be  manifest  on  consideration  of  the  physical 
signs.  The  affected  side  of  the  chest  moves  very  little  on  respiration,  and  is 
increased  in  measurement ;  vocal  fremitus  is  absent ;  the  note  on  percussion 
is  usually  tympanitic,  in  rare  cases  dull ;  and  the  voice-  and  breath-sounds 
are  absent  on  auscultation.  If  the  pneumothorax  is  at  all  extensive,  the  heart 
will  be  displaced  considerably  towards  the  sound  side.  Examination  with  the 
;r-rays  will  show  that  the  diaphragm  is  immobile  on  the  affected  side,  and  the 
air-containing  pleural  cavity  extremely  translucent ;  the  lung  forms  a  shrunken 
mass  near  the  middle  line  and  against  the  spinal  column.  After  a  few  da>^, 
more  or  less  evidence  of  pleural  effusion  at  the  base  of  the  pleural  cavity  will 
usually  be  found. 

In  />n«MmoMi a,  chest-pain  is  extremely  common,  and  is  due  to  pleurisy.  If 
the  physical  signs  characteristic  of  pneumonia  delay  their  appearance,  as  is 
sometimes  the  case,  and  if  the  pleural  friction  escapes  detection,  the  diagnosis 
of  some  relatively  harmless  condition  such  as  pleurodynia  or  intercostal 
neuralgia  may  incautiously  be  made.  This  mistake  should  never  occur  ;  nor 
is  it  likely  to  do  so  if  due  attention  be  paid  to  the  patient's  temperature,  aspect, 
pulse,  and  pulse-respiration  ratio.  ^ 

Pain  in  the  chest  is  common  in  acute  pericarditis,  and  is  referred  to  the 
precordia  generally,  or  to  the  lower  part  of  the  sternum.  In  many  cases  no 
complaint  of  pain  is  made  ;  but  in  a  few  instances  the  pain  has  been  exceedingly 
severe,  resembling  that  of  angina  pectoris.  The  diagnosis  will  turn  on  the 
discovery  of  other  signs  or  symptoms  of  pericarditis,  particularly  of  pericardial 
to-and-fro  friction-sounds  ;  the  patient  is  often  pale  and  anxious-looking,  and 
very  short  of  breath.  It  should  be  remembered  that  the  friction-sounds  often 
remain  unchanged  when  a  dry  pericarditis  has  been  converted  into  a  wet  one  by 
the  effusion  of  fluid.  Pericardial  friction-sound  is  characteristically  a  superficial 
grating,  rubbing,  or  creaking,  usually  double  or  to-and-fro  ;  in  rhythm  it  is  often 


PAIN     IN     THE     CHEST  481 

oot  synchroiuius  with  either  i 
carried  on  into  the  other.  It  1 
the  stethoscope  or  by  changing 
to  day ;  and  it  is  not  conduct 
being  beard  within  an  area  tb 
audition  of  valvular  murmurs. 
pericardiaT  friction-sounds  from 
very  difficult  in  certain  cases 
friction-sounds  —  that  is  to  sa 
heart's  movements.  If  there 
lung  that  comes  between  the  p 
heart  will  readily  give  rise  to 
respiratory  rhythm,  but  are  du 
chest  will  be  felt  in  either  cas 
the  influence  of  deep  inspira 
pericarditis,  expiration  will  ati 
abolish)  the  friction- sounds, 
be  altered  profoundly  by  respirj 
inspiration  or  expiration),  mud 

Pain  in  the  chest  is  commoi 
forms :  (i)  precordial  pain  ;  1 
characteristic  about  the  precoi 
that  it  is  brought  on  most  ofte 
may  be  experienced  by  patie 
flatulent  dyspepsia ;  here  the  p: 
on  by  exertion  if  the  latter 
diagnosis  must  be  based  on  tt 
cardiac   patient.      In   aortic   ii 

exceptionally  severe,  taking  the  character  of  angina  pectoris,  and  radiating 
down  tlie  left  arm  or  through  to  the  back.  The  sensory  nervesof  the  heart  are 
connected  with  the  spinal  cord  from  the  iirst  to  the  eighth  dorsal  nerve  roots  ; 
the  first  and  also  the  most  painful  impressions  are  usually  received  at  the  second 
dorsal  roots,  which  are  described  as  being  most  central  to  the  paths  of  pain  from 
the  heart.  The  painful  impressions  received  from  the  heart  at  these  root- 
centres  are  referred  to  the  corresponding  areas  of  cutaneous  nerve  distribution. 
Those  from  the  ventricle  ascend  from  the  second  to  the  fifth  ;  from  the  auricle, 
the  fifth  to  the  eighth  ;  from  the  ascending  aorta,  the  third  and  fourth  cervical, 
and  the  first  to  the  third  dorsal  root-centres.  These  anatomical  connections, 
made  out  by  Head  and  others,  explain  the  distribution  of  the  pains  in  the  chest 
and  elsewhere  felt  in  diseases  of  the  heart  and  aorta.  Severe  pain  in  the  chest, 
often  of  anginal  character,  is  felt  in  acute  or  chronic  aortitis  occurring  in  young 
syphilitic  or  rheumatic  patients,  with  or  without  valvular  disease  ;  the  pain  is 
most  marked  when  the  base  of  the  aorta  and  the  coronary  orifices  are  involved. 

Pains  in  the  chest,~together  with  mental  anguish,  are  the  outstanding  features 
of  true  angina  pectoris,  and  are  in  most  cases  brought  on  by  exertion.  The 
pain  is  in  the  region  of  the  heart,  and  suggests  that  the  heart  has  been  caught 
in  a  vice,  so  excruciating  is  it.  A  sense  of  impending  dissolution,  or  of  a  pause 
in  the  operations  of  nature,  has  been  described  as  added  to  the  physical  torture. 
Radiations  of  the  pains  through  to  the  shoulder,  down  the  left  arm's  inner  side 
to  the  little  and  ring  fingers  (less  often  down  the  right  arm),  up  the  neck,  into 
the  supra-orbital  region,  are  very  common.  The  patient  becomes  faint  and 
collapsed,  pale,  and  clammy  ;  the  pulse  changes  ;  flatulence  and  the  passage  of 
abundant  pale  urine  follow  the  attack,  which  may  last  for  a  few  seconds  or 
r  may  continue,  with  varying  intensity,  for  hours.     Attacks  ■al  ^■asi 
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angina  are  always  serious,  as  any  one  of  them  may  cause  death.  The  diagnosis 
will  rest  on  the  extreme  severity  of  the  pain,  its  association  with  valvular  disease 
or  arteriosclerosis,  or  both,  and  the  fact  that  the  attacks  are  almost  always 
brought  on  by  exertion  or  severe  emotion.  The  true  must  be  distinguished 
from  false  angina  pectoris,  also  called  pseudo-angina  or  vasomotor  angina 
j)ectoris.  This  commonly  has  a  neurotic,  less  often  a  toxic  (tobacco,  tea, 
coffee)  basis  ;  it  is  less  severe,  and  is  never  fatal.  It  is  far  commoner  in  women 
than  in  men  ;  often  comes  on  when  the  patient  is  at  rest,  or  at  night  ;  may 
occur  at  any  age,  and  is  not  associated  with  cardiac  or  vascular  disease.  The 
attacks  of  false  angina  last  fof  an  hour  or  two,  and  come  on  spontaneously ;  the 
extremities  are  chilly  in  the  vasomotor  type  of  the  disease.  True  angina  is 
perhaps  ten  times  commoner  in  men  than  in  women,  and  occurs  between  the 
ages  of  forty  and  sixty  as  a  rule  ;  false  angina  is  perhaps  five  times  as  common 
in  women  as  in  men,  and  occurs  in  younger  patients.  From  what  has  been  said 
above,  it  is  clear  that  typical  cases  of  the  two  conditions  will  be  readily  distin- 
guished from  one  another,  but  every  gradation  between  the  two  may  be  met 
with,  and  it  may  be  impossible  to  refer  intermediate  cases — for  example,  patients 
with  severe  heart-attacks  and  valvular  or  myocardial  lesions — with  logical 
precision  either  to  one  class  or  the  other. 

Chronic  or  recurrent  pain  in  the  chest  is  a  very  variable  sjinptom  of  aortic 
aneurysm.  In  some  patients,  a  large  aneurysm  may  erode  rib-cartilages  and 
intercostal  spaces,  and  present  itself  at  the  surface  of  the  body  without  having 
made  itself  felt.  In  others,  agonizing  pain  (true  angina  pectoris)  may  be 
occasioned  before  an  aneurysm  at  the  root  of  the  aorta  has  grown  large  enough 
to  produce  any  physical  signs  at  all ;  in  these  the  pain  is  no  doubt  due  to  aortitis 
or  mesaortitis  for  the  most  part,  or  to  obstruction  at  the  coronary  orifices. 
Speaking  generally,  the  pain  of  aortic  aneurysm  may  arise  in  two  ways  :  (i) 
From  changes  in  the  aortic  wall,  already  considered  ;  and  (2)  From  pressure 
on  neighbouring  structures,  particularly  the  walls  of  the  chest.  As  has  been 
already  noted,  pressure-erosion  of  the  sternum  or  costal  cartilages  may  be 
comparatively  painless  in  fortunate  cases.  Erosion  of  the  vertebral  bodies 
commonly  gives  rise  to  intense  and  continuous  boring  pains  in  the  chest  that 
wear  the  patient  out  and  make  life  insupportable  ;  girdle-pain  may  result  from 
pressure  on  the  intercostal  nerves  (direct  pain),  and  referred  pains  up  the  neck 
or  down  the  inner  side  of  the  arm  may  also  be  felt.  Pressure  on  the  oesophagus 
may  give  rise  to  dysphagia  and  pain,  the  pain  being  increased  by  swallowing. 
Compression  of  the  lung  may  lead  to  pulmonary  collapse  and  inflammation, 
when  pain  from  pleurisy  will  probably  be  felt.  It  appears  that  no  particular 
complaint  of  pain  follows  compression  of  the  trachea,  bronchi,  phrenic  or  vagus 
nerves,  or  heart.  An  acute  and  severe  pain,  on  the  other  hand,  may  arise  should 
the  aortic  aneurysm  perforate  and  allow  blood  to  escape  into  the  adjoining 
parts.  Such  perforation  may  take  place  into  the  air-passages,  oesophagus, 
large  intrathoracic  pulmonary  or  systemic  veins,  pericardium,  heart,  pleura, 
peritoneum,  or  spinal  canal.  The  appearance  of  the  appropriate  physical 
signs  will  suggest  the  diagnosis  of  such  a  perforation.-  If  the  effused  blood  is 
limited  in  amount,  the  patient  will  appear  more  or  less  blanched  and  collapsed  ; 
if  a  great  quantity  escapes,  rapid  or  sudden  death  may  occur.  Particular 
mention  may  here  be  made  of  the  pain  due  to  the  formation  of  a  dissecting 
aneurysm.  The  arteries  are  acutely  sensitive  to  pain,  as  may  be  seen  when 
an  artery  is  Ugatured  in  a  conscious  patient ;  the  establishment  of  a  dissecting 
aneurysm  is  a  terribly  painful  experience,  and  is  equivalent  to  an  attack  of  true 
angina  pectoris.  If  the  escape  of  blood  is  hmited  by  the  walls  of  the  aorta, 
recovery  is  likely  to  occur.  The  diagnosis  of  such  an  incident  could  only  be 
made  on  grounds  of  probability. 
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In  chronic  mediastinitis  or  mediastino- pericarditis,  another  rare  condition 
due  to  inflammation  arising  in  the  mediastinum,  or  spreading  to  it  from  the 
pericardium,  and  seen  in  youth  or  early  adult  life,  chronic  pain  behind  the 
sternum  and  a  sense  of  tightness  and  dragging  in  the  chest  may  be  present. 
But  the  main  symptoms  will  be  cardio-vascular,  valvular  disease  of  the  heart 
and  adherent  pericardium  leading  to  cardiac  troubles,  and  the  mediastinitis 
causing  venous  obstruction.  Dyspnoea,  lividity,  anasarca,  ascites,  and  progres- 
sive distention  of  the  thoracic  veins,  are  the  main  features  upon  which  the 
diagnosis  of  mediastino-pericarditis  must  be  made,  new  growth  being  excluded 
by  the  duration  of  the  case. 

Deep-seated  pain  within  the  chest  and  at  the  bottom  of  the  sternum  may  be 
felt  in  diseases  of  the  oesophagus,  being  evoked  by  the  act  of  swallow^ing.  In 
cicatricial  stricture  or  carcinoma  of  the  tube,  pain  is  less  prominent  than 
Dysphagia  (^.t;.),  and  progressive  emaciation  is  the  rule.  In  younger  and 
neurotic  patients,  on  the  other  hand,  spasmodic  stricture  of  the  oesophagus  may 
give  rise  to  difficulty  in  swallowing,  with  much  complaint  of  pain  and  constriction 
in  the  throat  and  chest.  This  condition,  termed  oesophagismus,  occurs  in  hys- 
terical young  persons  and  in  hypochondriacal  old  ones  ;  it  is  improved  or  cured 
by  the  passage  of  a  bougie  ;  is  associated  with  other  evidences  of  the  neurotic 
temperament ;   and  must  be  diagnosed  from  organic  oesophageal  stenosis. 

Pain  in  the  chest  is  very  frequently  met  with  in  diseases  of  the  abdominal 
viscera,  particularly  of  the  stomach.  "  Pains  round  the  heart,**  often  accom- 
panied by  or  productive  of  Palpitation  (q.v.)^  are  the  common  basis  upon  which 
patients  build  when  they  come  complaining  of  "  heart-disease  **  or  "  weak 
heart,"  while  as  a  matter  of  fact  they  are  suffering  from  the  less  serious  condition 
of  gastritis,  or  flatulent  dyspepsia.  The  pain  is  felt  at  the  bottom  of  the  sternum 
and  in  the  epigastrium  ;  it  is  often  of  a  dull  boring  character,  and  radiates  out 
towards  the  left  breast  and  through  to  the  back  between  the  blade-bones.  It  is 
definitely  connected  with  the  taking  of  food,  and  relieved  by  vomiting  or  the 
eructation  of  wind  ;  and  these  are  the  characters  by  which  it  must  be  diagnosed. 
In  other  instances,  the  complaint  is  of  "  heart-burn,"  a  burning  pain  felt  over 
the  lower  part  of  the  sternum,  and  probably  due  to  the  regurgitation  into  the 
oesophagus  o*  the  gastric  contents  during  digestion.  It  is  a  referred  pain  felt  in 
the  area  of  distribution  of  the  fifth  dorsal  nerve,  and  is  often  associated  with 
pyrosis  or  water-brash,  the  regurgitation  of  acrid  watery  gastric  contents  into  the 
mouth.  For  the  most  part,  however,  pain  due  to  gastric  disorders  (such  as  ulcer, 
new  growth)  is  referred  to  the  upper  part  of  the  abdomen  rather  than  the  chest. 

Pains  in  the  chest  are  not  rare  in  various  diseases  of  the  spinal  cord.  Girdle 
pains  or  girdle  sensations  are  common  in  tabes  dorsalis,  the  patient  feeling  as  if 
constricted  by  a  hot  or  painful  girdle.  They  occur  early  in  the  disease,  and  so 
are  often  set  down  vaguely  to  gout  or  rheumatism,  when  a  more  careful  examina- 
tion would  yield  early  evidences  of  tabes.  In  transverse  myelitis,  or  fracture 
of  the  dorsal  column  with  injury  to  the  cord,  girdle  pains  round  the  chest  may 
be  felt  at  the  level  of  the  cord  lesion,  with  loss  or  abolition  of  sensation  below  it. 

A.  J.  JeX'Blake. 

PAIN  IN  THE  EAR.— (See  Earache.) 

PAIN  IN  THE  ELBOW. — (See  Joints,  Affections  of.) 

PAIN     IN    THE    EPIGASTRIUM. 

A,  Sudden,  severe  epigastric  pain  may  result  from  the  rupture  of  a  gastric 
or  duodenal  ulcer,  of  a  gangrenous  appendix,  or  from  acute  pancreatitis.  The 
pain  in  such  a  case  is  attended  by  severe  shock  and  signs  of  collapse,  and  it  may 
be  difficult  to  say  to  which  of  the  above  causes  it  is  due.  The  past  history  of  the 
patient,  however,  and  a  careful  study  of  the  other  signs  present,  may  guide  one 
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to  a  correct  conclnaioa ;  bvt  as  all  the  condidona  mentioned  require  immediate 
surgical  treatment,  the  difierential  diagnosis  ia  not  a  matter  of  great  importance. 

It  should  be  borne  in  mind,  however,  when  the  diagnosis  of  an  abdominal 
emergency  has  to  be  considered,  that  "  if  the  history,  symptoms,  and  signs  do 
□ot  exactly  fit  acute  intestinal  obstruction,  or  stomach  or  duodenal  perforation, 
perforating  appendix,  or  acute  cholecystitis,  and  yet  have  some  resemblance 
to  each  of  them,  pancreatitis  ia  the  most  probable  cause  "  (Morison). 

B.  Chronls  or  rMomnt  pain  In  the  Eplgutrlnm  may  be  due  to  a  variety  of 

([).  It  should  be  remembered,  in  the  first  place,  that  epigastric  pain  may  be 
due  to  extra-abdominal  causes.     Amongst  these  are  spinal  caries  (especially  to 
be  thought  of  in  children),  pleurisy,  and  intercostal  neuralgia.     The  first  two  of 
these  can  easily  be  distinguished  by 
be  diagnosed  by  the  presence  of  tendc 

A  dilated  right  ventricle  may  also  bi 
may  even  simulate  the  pain  of  gastri 
sema,  or  heart  failure,  this  should  be 
aggravated  by  exertion. 

Small  epigastric  hernia  may  cause 
They  can  be  detected  by  careful  palpi 

Affections  of  tka  abdominal  muscles. 
(in  children],  may  also  cause  pain  in  t 

(3).  Assuming  these  to  be  excludec 
in  the  following  organs  : — 

{a).  Stomach. — The  chief  causes  of  gastric  pain  are  carcinoma,  ulcer,  hypef- 
chlorhydria,  and  gastralgia.     (See  iNmcesTiON.) 

The  pain  in  carcinoma  is  usually  more  or  less  continuous,  although  apt  to  be 
temporarily  aggravated  by  food.  A  tumour  may  be  felt.  Vomiting  is  nsually 
present,  and  the  gastric  contents  show  absence  of  free  HCl  (in  most  cases). 

In  cases  of  ulcer  the  pain  is  more  definitely  related  lo  the  taking  of  food,  and 
often  passes  through  to  the  back.  Vomiting  is  usually  a  feature,  with  or  without 
h^matemesis.  There  is  localized  deep  tenderness  on  pressure,  often  over  quite 
a  small  and  well-defined  area.  The  gastric  contents  usually  shouithe  presence 
of  an  excess  of  acid. 

In  cases  of  hyperchtorhydria  the  pain  is  less  severe  than  in  either  o£  the  above 
conditions  ;  it  occurs  in  the  late  period  of  digestion,  and  is  relieved  temporarily 
by  the  taking  of  food.  There  is  an  absence  of  other  signs  and  symptoms,  and 
of  local  tenderness  ;   and  a  test-meal  shows  the  presence  of  an  excess  of  acid. 

Gastralgia  should  only  be  diagnosed  when  all  other  possible  causes  of  gastric 
pain  have  been  excluded.  The  patient  is  usually-a  young  woman  ;  the  pain 
may  occur  even  when  the  stomach  is  empty,  but  is  aggravated  by  food,  even  by 
liquids.  Vomiting  is  usually  absent,  and  on  physical  examination  there  ia 
diffuse  deep  tenderness  over  the  whole  of  the  gastric  area. 

Epigastric  pain  may  also  be  felt  to  a  greater  or  less  degree  in  all  conditions  of 
the  stomach  associated  with  flatulence,  and  in  that  case  it  is  relieved  by  the 
bringing  up  of  wind.     (See  Flatulence.) 

The  gastric  crises  of  tabes  may  be  attended  by  severe  epigastric  pain,  and  as 
these  may  occur  in  the  pre-ataxic  stage  of  the  disease,  before  other  signs  are 
present,  the  diagnosis  may  be  in  doubt.  The  characteristic  features  ate  the 
sudden  onset  of  the  pain,  and  the  fact  that  it  is  usually  attended  by  urgent 
vomiting.  There  is  no  rise  of  temperature,  but  during  the  attack  the  blood- 
pressure  is  raised  ;  whereas  in  all  other  forms  of  acute  abdominal  pain  (except 
lead  colic)  it  is  lowered.  Absence  of  the  knee-jerk,  and  the  characteristic 
pupil  signs  of  tabes  are  not  necessarily  present. 
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Perigastric  adhesions  are  a  possible  cause  of  epigastric  pain,  but  are  difficult 
to  diagnose  with  any  certainty.  If  the  pain  is  much  influenced  by  muscular 
movements,  or  change  of  posture,  it  is  in  favour  of  adhesions  being  the  cause  ;  but 
except  for  this,  it  has  no  other  characteristic  features. 

(6).  Liver  and  Gall-bladder. — Epigastric  pain  may  be  produced  by  congestion 
of  the  livery  either  active  (hepatitis),  or  passive,  as  in  mitral  disease.  It  is  also 
produced  by  such  conditions  as  hepatic  abscess  and  carcinoma  (see  Liver, 
Enlargement  of  the). 

Stone  in  the  gall-blcuider  may  sometimes  be  a  cause  of  epigastric  pain,  which 
may  even  be  definitely  related  to  meals,  or  to  the  taking  of  a  particular  article 
of  food.  Pressure  over  the  gall-bladder  will  often  eHcit  tenderness  ;  and  if  the 
patient  is  made  to  take  a  deep  breath  whilst  the  pressure  is  applied,  there  will 
be  a  painful  catch  in  the  breath  as  the  diaphragm  descends. 

In  a  doubtful  case,  in  which  the  diagnosis  lies  between  gall-stones  and  gaistric 
ulcer,  the  following  points  are  in  favour  of  gall-stones  :  (i)  The  occurrence  of 
the  pain  at  rather  long  intervals,  with  comparative  freedom  from  symptoms 
between  ;  (ii)  Long  duration  of  the  attack  of  pain  ;  (iii)  Continuance  of  the 
pain  in  spite  of  vomiting  ;  (iv)  The  occurrence  of  slight  shivering  and  rise  of 
temperature  with  the  attacks. 

(c).  Pancreas. — Pancreatic  calculi,  chronic  pancreatitis,  or  new  growth,  may 
all  be  the  cause  of  epigastric  pain.  An  accurate  diagnosis  of  these  conditions 
is  difficult,  and  often  impossible  ;  but  there  may  be  present  other  signs  of 
disturbed  function  of  the  pancreas,  such  as  fatty  diarrhoea,  or  a  "  pancreatic 
reaction  **  (p.  115)  in  the  urine.  A  tumour  also  may  be  felt.  Glycosuria  may  be 
present,  but  is  not  invariable.  In  cases  of  chronic  pancreatitis  there  is  usually 
a  history  of  gall-stones.     (See  also  Pain  in  the  Hypochondrium,  Right.) 

{d).  Abdominal  Aorta. — An  abdominal  aneurysm  may  cause  pain  in  the  epigas- 
trium, but  the  pain  is  more  marked  in  the  back.  The  patient  is  usually  a  young 
man  with  a  sjrphilitic  history,  and  a  pulsating  expansile  tumour  can  be  felt  on 
deep  palpation.     The  ;ir-rays  will  confirm  the  diagnosis. 

Abdominal  angina^  which  is  associated  with  arterial  atheroma  and  a  high 
blood-pressHre,  is  an  occasional  cause  of  severe  epigastric  pain,  which  comes  on 
in  paroxysms,  especially  upon  exertion.  The  pain  in  such  a  case  tends  to 
radiate  like  that  of  true  angina,  and  is  often  attended  by  flatulence,  tenesmus, 
and  other  abdominal  symptoms.  There  are  usually  signs  of  atheroma  in  the 
peripheral  vessels ;  and  the  diagnosis  may  be  confirmed  by  the  yielding  of  the 
pain  to  vascular  depressants,  and  especially  to  diuretin. 

(3).  Colon. — Spasmodic  contraction  of  the  transverse  colon  (enterospasm) 
may  be  a  cause  of  epigastric  pain,  which  may  simulate  gastric  pain  by  being 
induced  by  the  taking  of  food.  Such  pain,  however,  tends  to  be  relieved  by 
pressure,  and  by  the  passage  of  gas  per  anum.  Obstinate  constipation  is  usually 
a  feature  of  the  case,  and  there  are  often  mucus  and  shreds  of  membrane  in  the 
motions  (muco-membranous  colitis).  A  similar  pain  may  be  due  to  plumbism^ 
for  the  diagnosis  of  which  see  Colic.  Robert  Hutchison. 

PAIN  IN  THE  EXTREHITT  (LOWER).— The  causes  of  pain  in  the  lower 
limbs  are  so  numerous  that  much  space  would  be  required  if  any  attempt  were 
made  to  discuss  them  in  full.  Fortunately  the  majority  are  easily  detected 
when  attention  is  paid  to  the  site,  nature,  and  history  of  the  pain,  and  the  painful 
spot  is  examined.  An  attack  of  gout  in  the  big  toe,  an  ingrowing  toenail,  a  flat 
foot,  a  synovilis  of  the  knee  or  ankle,  phlebitis  of  a  varicose  vein,  a  tumour  of 
one  of  the  long  bones,  and  many  other  localized  pathological  processes  require 
only  an  elementary  medical  knowledge,  and  the  enlightened  use  of  eyes  and 
fingers  on  the  part  of  the  medical  man,  in  order  that  a  correct  diagnosis  may 


tenderness  in  the  muscles  of  the  lumbar  region.  In  long-standing  cases  tbe 
nutrition  of  the  affected  leg  sutlers  and  the  muscles  appear  generally  smaller 
than  those  of  the  other  limb,  but  localized  atrophy  picking  out  individual  muscles 
suggests  that  there  is  something  more  than  a  simple  neuralgia  or  neuritis  at 
work.  Numbness,  and  even  slight  cutaneous  anxsthesia.  may  be  found  on  the 
dorsum  of  the  foot,  in  the  distribution  of  the  musculo-cutaneous  branch,  in 
cases  of  simple  sciatic  neuritis.  The  knee-jerk  is  never  affected  in  sciatica, 
but  the  ankle-jerk  is  often  diminished  or  lost,  and  may  remain  absent  for  a  long 
period  after  the  pain  has  disappeared.  The  plantar  reflex  is  ol  the  flexor  type. 
Before  making  a  diagnosis  of  sciatica  or  sciatic  neuritis  in  a  patient  who 
complains  of  pain  in  the  course  of  that  nerve,  the  physician  must  satisfy  himself 
that  there  is  no  gross  disease  in  Ike  hip  joint,  pelvis,  or  spinat  column  which  could 
give  rise  to  the  symptoms.  The  mobility  of  the  hip  joint  must  be  investigated 
carefully,  and,  if  doubt  exists  with  regard  to  its  integrity,  the  joint  should  be 
subjected  to  skiagraphy.  The  pelvis  should  be  examined  externally  and 
internally  per  rectum  or  per  vaginam.  The  writer  has  seen  a  case  of  sarcoma 
of  the  innominate  bone  mistaken  for  sciatica,  when  a  glance  at  the  pelvis  as  a 
whole  was  sufhcient  to  demonstrate  the  swelling  on  the  affected  side.  In  the 
same  way  the  mistaken  diagnosis  of  sciatica  has  frequently  been  made  when  a 
rectal  or  vaginal  examination  would  detect  a  petvic  infiammalory  or  malignant 
mass  pressing  on  Ihe  nerve.  Even  a  reirovcrted  utervs  may  sometimes  cause  pain 
in  the  sciatic  distribution.  Tuberculous,  gummatous,  or  malignant  disease  0/  Ihe 
lumbosacral  verlebrce.  tumour,  or  meningitis  involving  the  lower  part  of  the  spinal 
cord  and  Cauda  equina,  are  also  capable  of  producing  pain  which  resembles  that 
of  sciatica.     In  such  cases,  inquiry  into  the  action  of  the  sphincters  oi  the  bladd*^ 
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and  rectum  may  suggest  the  position  of  the  lesion,  and  should  always  be  made 
in  patients  complaining  of  sciatica.  Skiagraphy  of  the  lower  part  of  the  vertebral 
column  may  help  to  disclose  disease  of  that  structure.  Lumbar  puncture  may 
be  necessary  for  the  purpose  of  diagnosing  syphilitic  meningitis.  In  most 
cases  of  this  kind,  however,  a  careful  scrutiny  of  the  lower  limb  will  show  that 
the  pain  is  not  limited  to  the  distribution  of  the  sciatic  nerve,  that  the  latter  is 
not  acutely  tender  on  pressure,  that  there  are  atrophy  and  paresis  of  certain 
groups  of  muscles,  some  of  which  are  supplied  by  other  branches  of  the  lumbo- 
sacral plexus,  that  there  are  patches  of  anaesthesia  corresponding  to  root  rather 
than  nerve  areas,  or  that  the  knee-jerk  is  lost  and  perhaps  the  plantar  reflex 
altered  in  character.  It  should  also  be  remembered  that  sciatica  is  nearly 
always  unilateral,  whereas  growths  or  inflammation  within  the  vertebral  canal 
tend  to  produce  signs  and  symptoms  in  both  legs  at  a  comparatively  early  stage. 

The  frequency  with  which  sciatica  is  diagnosed  when  some  much  more  serious 
disease  is  really  present,  is  sufficient  excuse  for  layijig  emphasis  on  the  above 
points,  and  every  practitioner  would  do  well  to  make  it  his  invariable  rule,  when 
faced  with  a  case  apparently  conforming  to  the  picture  of  sciatica,  to  inquire 
into  the  action  of  the  sphincters,  to  inspect  carefully  and  palpate  the  pelvis  and 
spine,  to  make  a  rectal  examination,  and  finally  to  keep  a  sharp  look-out  for  signs 
of  present  or  past  malignant  disease  in  other  parts  of  the  body.  In  all  cases  of 
neuralgic  or  neuritic  pain  the  urine  should  be  examined  for  the  presence  of  sugar. 

Anterior  Crural  Neuralgia. — ^Neuralgia  in  the  distribution  of  the  anterior 
crural  nerve  is  much  less  common  than  sciatica,  and  precautions  similar  to  those 
just  mentioned  must  be  adopted  before  the  diagnosis  is  made.  In  this  condition, 
the  pain  and  tenderness  involve  the  front  of  the  thigh  as  far  as  the  knee,  and 
the  knee-jerk  is  sometimes  diminished.  In  some  cases  the  pain  extends  along 
the  saphenous  branch  to  the  ankle,  inner  aspect  of  foot,  and  big  toe.  Occasionally 
it  is  associated  with  sciatica. 

Obturator  Neuralgia, — Pain  in  the  distribution  of  the  obturator  nerve  is  rarely 
of  simple  neuralgic  origin.  Disease  of  the  hip  joint  and  obturator  hernia  are  two 
of  the  conditions  which  may  give  rise  to  it. 

Neuralgia  parasthetica  is  the  name  given  to  a  variety  of  pain  which  is  referred 
to  the  course  of  the  external  cutaneous  nerve  of  the  thigh.  The  relations  of 
this  nerve  to  the  psoas  muscle  and  the  fascia  lata  render  it  liable  to  stretching 
or  pressure  in  standing  or  walking,  with  the  result  that  the  neuralgia  is  intensified 
by  the  maintenance  of  the  erect  posture.  In  certain  instances  of  great  obesit>', 
prolonged  sitting  has  been  supposed  to  play  a  part  in  producing  this  type  of 
neuralgic  discomfort.  There  is  sometimes  a  painful  pressure-spot  just  below 
the  anterior  iliac  spine.     A  flat-foot  is  met  with  not  uncommonly  in  these  cases. 

Metatarsal  Neuralgia,  or  Morton's  Affection  of  the  Foot. — This  neuralgia  is  of 
the  paroxysmal  type,  and  is  described  as  dull  throbbing  pain  in  the  base  of  the 
fourth — sometimes  of  the  second — ^toe,  and  spreading  up  the  leg.  There  is 
tenderness  on  pressure  over  the  metatarsus.  In  a  certain  number  of  cases  the 
pain  is  probably  related  to  the  wearing  of  tight  or  ill-fitting  boots,  or  to  the 
presence  of  flat-foot. 

Calcanodynia  is  another  form  of  pain  liable  to  occur  in  neuralgic  subjects 
who  are  doing  much  walking.  The  pain  is  often  bilateral,  worse  in  the  evening 
and  at  night,  and  tends  to  spread  from  the  heel  to  the  base  of  the  toes.  There 
are  no  objective  signs  of  disease.  One  patient  who  consulted  me  for  this  con- 
dition returned  a  year  or  two  later  with  a  typical  brachial  neuralgia. 

Multiple  Neuritis. — ^The  lower  extremities  are  often  the  site  of  multiple 
neuritis  giving  rise  to  great  pain,  but  the  diagnosis  is  rarely  difficult  owing  to 
the  association  of  atrophic  palsy  of  the  muscles,  the  electrical  reaction  of  degener- 
ation, dulling  of  cutaneous  sensibility  below  the  knees,  and  loss  of  the  knee- 
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and  ankle-jerks.  Perhaps  the  most  characteristic  and  constant  phenomenon 
in  such  cases  is  the  presence  of  marked  tenderness  of  the  muscles  on  pressure. 
The  nerve  trunks  are  sometimes  hypersensitive  also,  but  not  so  constantly  as 
are  the  muscles  below  the  knees.  The  pain  in  multiple  neuritis  is  often  acute, 
worse  at  night,  and  aggravated  by  movement  and  the  pressure  of  bed-clothes. 

Tabes  Dorsalis. — ^The  pains  of  tabes  are  more  often  complained  of  in  the  legs 
than  in  any  other  part  of  the  body.  Unlike  the  neuralgias,  they  are  usually 
bilateral  and  not  referred  to  the  distribution  of  any  particular  peripheral  nerve. 
The  "  lightning  "  pains  are  so  characteristic  that  they  can  hardly  be  compared 
with  pains  of  any  other  origin.  Whether  trivial  and  *'  niggling,"  or  so  intense  as 
to  draw  sweat  and  cries  from  the  most  heroic  of  sufferers,  they  are  always  short 
and  lightning-like  in  duration,  often  rapidly  repeated  in  the  paroxysms,  irregu- 
larly periodic  in  their  attacks,  and  fleeting  or  hovering  in  their  localization.  It 
is  a  practical  point  of  importance  to  remember  that  many  patients,  when  asked 
if  they  suffer  from  pains,  emphatically  deny  it,  but  readily  admit  to  "  rheumatics," 
and  then  describe  in  a  graphic  manner  the  lightning  pains  of  tabes.  The  idea 
of  rheumatics  is  evolved  from  the  fact  that  these  pains  are  often  provoked  by 
changes  in  the  weather. 

In  addition  to  lightning  pains,  sufferers  from  tabes  often  complain  of  dull 
aching  or  boring  pains,  which  are  more  continuous  and  less  intermittent  than 
those  just  described. 

It  is  certain  that  tabetic  pains  may  precede  all  other  signs  and  symptoms  of 
the  disease,  in  which  case  their  diagnosis  may  be  difficult.  The  following  points 
should  be  investigated  carefully  when  pains  answering  to  the  description  given 
above  are  complained  of:  (i)  A  history  of  syphilis,  congenital  or  acquired. 
The  writer  has  known  a  woman,  probably  the  subject  of  congenital  sjrphiliSy 
to  suffer  from  lightning  pains  from  early  childhood  up  to  forty  years  of  age, 
when  she  presented  other  signs  of  tabes ;  (2)  The  presence  or  absence  of  a 
positive  Wassermann  serum  reaction ;  (3)  The  presence  or  absence  of  a 
Ijinphocytosis  in  the  cerebrospinal  fluid  ;  (4)  The  reaction  of  the  pupils  to 
light ;  (5)  The  condition  of  the  knee-  and  ankle- jerks  ;  (6)  The  presence  of 
deep  and  superficial  analgesia  over  the  legs  ;  (7)  A  history  of  gastric  crises  ;  and 
(8)  The  condition  of  the  sphincter  vesicae.  Particular  attention  is  drawn  to  a 
valuable  sign  of  tabes  which  is  not  referred  to  so  commonly  as  are  Arg>'ll  Robert- 
son pupils  and  absent  knee-jerks,  i.e.,  the  impaired  pain-sensibility  in  the  calf 
and  other  muscles  when  they  are  squeezed. 

AcroparcBsthesia. — (See  p.  4Q3.) 

2.  Pain  in  connection  with  Disturbances   of   the  Circulation. 

Intermittent  Claudication. — This  term  is  applied  to  a  condition  the  pathology  of 
which  is  still  obscure,  but  which  certainly  depends  on  an  insufficient  blood-supply 
to  the  muscles  of  the  lower  extremities  when  they  are  called  into  activity  during 
locomotion.  It  may  lead  eventually  to  gangrene.  The  malady  occurs  chiefly 
in  men  over  forty  years  of  age,  and  particularly  in  those  who  have  indulged 
freely  in  tobacco,  who  have  contracted  syphilis,  or  who  have  thrown  strain  upon 
their  legs  over  a  long  period  of  time.  The  patient  complains  of  pain  in  one  or 
both  legs,  generally  in  the  calf  muscles,  coming  on  after  walking  a  certain  distance, 
and  disappearing  with  rest.  The  pain  becomes  so  intolerable  that  he  is  obliged 
to  stand  or  sit  still  until  it  passes  off.  As  time  goes  on  the  distance  he  can  walk 
in  comfort  becomes  progressively  shorter.  Examination  of  the  affected  limbs 
reveals  nothing  obvious  ;  they  are  well  nourished,  powerful,  and  normal  in 
regard  to  sensation  and  reflexes.  Probably,  however,  the  observer  will  fail  to 
detect  pulsation  in  the  arteries  of  the  foot,  and  perhaps  he  may  not  feel  the 
popliteal  artery  behind  the  knee-joint.  The  femoral  artery  can  usually  be  felt 
to  pulsate  in  a  normal  manner.     After  the  exertion  of  walking,  the  foot  ma.^j 
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appear  unduly  pale.  With  rest,  the  returning  flush  of  normal  colour  spreads 
gradually  over  its  surface.  In  several  cases  of  this  kind  the  writer  has  noticed 
myok3ania  of  the  calf  muscles ;  that  is  to  say,  slow  worm -like  contractions  of 
individual  muscle  bundles  without  any  movement  of  the  foot. 

The  condition  is  not  very  uncommon,  and  its  diagnosis  is  not  difficult  if  the 
characteristic  history  of  pain  coming  on  during  the  act  of  walking  is  borne  in 
mind  and  leads  to  the  search  for  the  signs  referred  to  above.  The  importance 
of  its  recognition  needs  no  emphasis  in  view  of  its  tendency  to  go  on  to  gangrene. 

Raynaud's  Disease. — The  pain  attendant  on  the  local  syncope  and  local 
asphyxia  which  characterize  this  disease  may  be  severe,  but  the  diagnosis  is 
obvious  owing  to  the  onset  of  symmetrical  pallor  or  cyanosis  of  the  toes  preceding 
the  acutely  painful  stage  (see  Gangrene).  The  hands  are  nearly  always  affected 
at  the  same  time. 

Erythromelalgia. — In  this  condition,  which  may  affect  various  parts  of  the  body, 
but  which  is  seen  most  commonly  in  the  feet,  pain  may  precede  any  other  phe- 
nomenon. The  pain  is  more  or  less  continuous,  with  paroxysmal  exacerbations, 
and  it  is  aggravated  by  the  dependent  position  of  the  limb  as  well  as  by  warm 
applications.  The  raising  of  the  foot  to,  or  above,  the  level  of  the  body,  and 
the  application  of  cold,  are  attended  by  alleviation.  Local  patches  of  cutaneous 
flushing  follow,  or  sometimes  precede,  the  pain,  and  are  often  found  about  the 
ball  of  the  big  toe  or  along  one  edge  of  the  foot.  These  patches  are  generally 
rose-pink  in  colour,  but  may  become  purplish-red  in  severe  paroxysms.  The  local 
temperature  is  raised,  and  pulsation  of  the  vessels  may  be  observed.  Superficial 
and  deep  tenderness  is  also  present,  but  no  changes  in  the  reflexes  are  noted. 
In  long-standing  cases  a  certain  amount  of  cedema  results.  Erythromelalgia 
occurs  in  persons  who  are  apparently  healthy  in  other  respects ;  on  the  other 
hand,  it  may  be  an  early  symptom  of,  or  be  associated  with,  some  disease  of  the 
spinal  cord,  such  as  disseminated  sclerosis,  tabes  dorsalis,  or  syringomyelia. 

The  following  table  is  drawn  up  with  a  view  to  summarizing  the  chief  points 
in  the  differential  diagnosis  of  intermittent  claudication,  Raynaud's  disease* 
and  erythromelalgia: — 


Intermittent 
Claudication 

Raynaud's  Disease 

Eryi'hromelalcia 

Age 

40  and  over 

All  ages 

20  to  60 

Sex 

Males  more  than  females 

Females  more  than  males 

Males  more  than  females 

Site         1 

As  a  rule  symmetrical 
in  calf  muscles 

Symmetrical  in  toes 

Asymmetrical    in    feet, 
rarely  bilateral 

Pain      -'■ 
\ 

Onset  while  walking 

Worse  in  cold  weather 
Only  with  exercise 

No  sensory  change 

During  syncopal  phase 

or  absent 
Unaffected  by  position 

May  be  excited  by  cold 
Paroxysmal 

Anaesthesia    and     anal- 
gesia during  paroxysm 

Precedes  vasomotor  phe- 
nomena 

Aggravated  by  depen- 
dent posture 

Cold  beneficial 

More  or  less  continuous, 
with  exacerbations 

Superficial  and  deep  ten- 
derness 

Vaso- 
motor 
changes 

No  change  or  slightly  pale 
Absence  of  pulsation  in 
arteries.     Feet  some- 
times cold 
Gangrene  occasional 

Pallor  and  lividity 
Ischcemia  and  local  cold 

Gangrene  common 

Pink  to  purplish  flush 
Increased  piilsation  and 
local  heat 

Gangrene  rare 

Associa- 
tions 

Arteriosclerosis 
Tobacco 
1  Syphilis 

General  vasomotor  dis- 
turbances 

Functional  and  organic 
disease  of  the  central 
nervous  system 

it  may  even  be  desirable  to  take  a  skiagram  of  the  neck  or  to  make  a  lumbar 
puncture  for  tbe  purpose  of  a  correct  diagnosis.  Attention  may  be  drawn  espe- 
cially to  the  fact  that  pain  in  any  situation  may  be  a  forerunner,  the  first  symptom 
of  a  nervous  or  spinal  lesion  which  ultimately  leads  to  more  serious  disorders 
of  function,  such  as  paralysis,  loss  of  senslbihty,  and  alteration  of  reflexes. 

The  following  are  various  pathological  conditions  of  which  pain  in  the  arm  is 
often  a  prominent  symptom ; — 

Brmchlil  Neuralgli. — This,  like  neuralgia  in  other  parts,  is  characterized  by 
pain  and  tenderness  in  the  distribution  of  one  or  more  nerves.  The  pain  may 
be  referred  to  the  course  of  all  the  branches  of  the  brachial  plexus,  but  some- 
times is  limited  to  that  of  one  or  two  nerves,  such  as  the  ulnar,  musculospiral, 
or  internal  cutaneous.  It  may  occur  only  in  paroxysms,  but  more  commonly 
there  is  a  constant  aching  discomfort,  with  occasional  severe  exacerbations 
excited  by  exertion,  cold,  or  mental  worry.  The  patient  is  generally  glad  to 
rest  the  limb  or  to  carry  it  in  a  sling,  in  order  to  avoid  the  mote  acute  attacks  ;  ' 
on  the  other  hand,  the  continuous  aching  drives  him  to  find  temporary  relief 
in  frequent  changes  of  position.  Pressure  over  the  affected  nerves  is  accom- 
panied by  tenderness,  especially  over  the  brachial  plexus  in  the  posterior  triangle 
of  the  neck,  over  the  musculospiral  as  it  winds  round  the  humerus,  and  over 
the  ulnar  along  its  superficial  course  in  the  region  of  the  elbow.  The  tenderness 
so  produced  may  be  associated  with  pain  or  tingling  referred  to  the  more 
peripheral  course  of  the  nerve.  The  skin  may  be  hyperiesthetic  and  show 
vasomotor  changes  in  the  way  of  flushing  or  hyperidrosis. 

In  making  a  diagnosis  of  brachial  neuralgia  it  is  desirable  to  seek  for  some 
cause  to  whichit  can  be  ascribed,  such  as  a  rheumalicor  gouly  diaMesis,  or  a  histot-j 
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of  some  preceding  toxic  condition,  such  as  influenza^  malaria^  or  alcoholism.  In 
some  cases  no  satisfactory  explanation  beyond  unusual  worry  or  work  in  a 
neuropathic  individual  is  forthcoming.  The  urine  should  be  examined  for  sugar, 
as  neuralgia  is  sometimes  of  diabetic  origin. 

The  presence  of  muscular  atrophy  or  anaesthesia  removes  the  case  from  the 
category  of  neuralgia,  and  the  diagnosis  of  neuritis  or  of  some  more  gross  organic 
affection,  to  which  reference  will  be  made,  must  be  substituted.  On  the  other 
hand,  it  must  not  be  forgotten  that  a  cervical  rib  may  produce  many  of  the 
symptoms  of  brachial  neuralgia  without  any  definite  muscular  atrophy  or  sensory 
loss.  In  contradistinction  to  some  of  the  conditions  about  to  be  described, 
brachial  neuralgia  is  practically  always  unilateral. 

Brachial  neuralgia  may  be  diagnosed,  therefore,  if  there  is  pain  and  tender- 
ness in  the  distribution  of  the  brachial  plexus  without  paralysis  or  sensory  loss, 
and  if  no  gross  lesion  can  be  found  to  account  for  the  symptoms.  So-called 
muscular  rheumatism  differs  from  brachial  neuralgia  in  that  the  pain  is  generally 
less  acute  and  the  points  of  local  tenderness  are  to  be  found  over  muscular 
insertions  rather  than  over  the  nerve  trunks.  At  the  same  time  it  must  be 
admitted  that  the  muscles  as  well  as  the  nerves  are  hypersensitive  in  severe 
cases  of  neuralgia. 

Braehlal  Neuritis. — When  muscular  atrophy  and  sensory  loss  are  found  in 
addition  to  pain  and  tenderness,  the  condition  must  be  regarded  as  one  of  neuritis. 
Unilateral  brachial  neuritis  is  very  uncommon  except  as  a  result  of  some  gross 
lesion,  such  as  pressure  on,  or  irritation  of,  the  nerve- trunks.  Bilateral  brachial 
neuritis  is  common  enough,  but  is  then  a  part  of  a  multiple  peripheral  neuritis 
due  to  alcohol,  arsenic,  lead,  diabetes,  etc.,  in  which  the  lower  extremities  also 
are  generally  involved. 

Before  making  a  diagnosis  of  one-sided  brachial  neuritis,  careful  search  must 
be  made  for  evidence  of  such  conditions  as  cervical  riby  tumour  in  the  posterior 
triangle  of  the  neck^  glands  in  the  axilla,  aneurysm  of  the  subclavian  artery,  malignant 
disease  or  caries  of  the  cervical  vertebrce,  cervical  pachymeningitis ,  spinal  tumour, 
or  spinal  gliosis.  Neuromata  or  fibroneuromata  are  generally  widely  distributed 
about  the  peripheral  nerves,  but  cases  have  been  recorded  in  which  they  have 
been  limited  to  the  brachial  plexus  and  have  given  rise  to  a  brachial  neuralgia 
or  brachial  neuritis.  Such  tumours  may  be  so  small  as  easily  to  escape  observa- 
tion unless  looked  for.  Adiposis  dolorosa  is  another  rare  condition  which  may 
give  rise  to  neuralgic  pain  in  the  arm,  but  it  is  not  limited  to  one  limb. 

Cervical  Ribs. — A  supernumerary  seventh  cervical  rib,  unilateral  or  bilateral, 
is  a  frequent  congenital  abnormality.  In  a  small  proportion  of  cases  it  may 
give  rise  to  symptoms,  especially  in  adults  who  use  their  arms  and  hands  con- 
tinually in  the  course  of  their  employment.  Women  suffer  more  often  than 
men.  Pain  radiating  from  the  root  of  the  neck  to  the  tips  of  the  fingers,  more 
often  than  not  along  the  ulnar  border  of  the  arm,  is  usually  the  first,  and  may 
be  the  only,  symptom.  The  pain  is  of  an  aching  or  dull  boring  character,  and 
is  much  influenced  by  rest  and  position.  For  instance,  if  a  woman,  who  has 
been  suffering  much  when  at  work,  takes  a  holiday,  and  ceases  to  use  her  arms 
for  scrubbing,  lifting,  etc.,  she  may  lose  the  pain  altogether  until  she  resumes 
her  occupation.  Similarly  the  pain  is  worse  at  night  after  a  day's  work,  and 
may  be  influenced  favourably  by  keeping  the  arm  in  certain  positions.  Lying 
in  bed  with  the  hand  behind  the  head  is  a  favourable  attitude  in  many  cases. 
Very  occasionally  the  pain  spreads  into  the  scapular  region  along  the  course  of 
the  suprascapular  nerve.  There  is  rarely  any  tenderness  along  the  peripheral 
parts  of  the  nerves,  but  pressure  in  the  posterior  triangle  of  the  neck,  just  above 
the  inner  part  of  the  clavicle,  may  give  rise  to  pain  radiating  down  the  arm. 

In  addition  to  pain  there  may  be  disturbances  of  motor,  sensory,  and  vasomotor 
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origin.    Atrophic  palsy  of  the  intrinsic  hand  muscles  and  of  the  flexor  muscles 

in  the  forearm  are  the  common  motor  disturbances,  and  may  lead  to  deformities 
such  as  Claw-hand  iq.v.).  Anxathesia  along  the  ulnar  border  ol  the  forearm, 
and  perhaps  extending  on  to  the  inner  Angers,  is  sometimes  observed.  In  one 
bilateral  case  the  writer  has  observed  intense  vasomotor  disturbances  withont 
definite  muscular  atrophy  or  sensory  loss.  Both  hands  were  the  seat  of  a  painfnl 
cyanosis  involving  the  fingers,  and  almost  amounting  to  the  condition  seen  in 
cases  of  Raynaud's  disease.  Sometimes  there  is  a  diminution  in  the  radial 
pulse  on  the  affected  side. 

The  diagnosis  of  cervical  rib  or  ribs  must  naturally  depend  on  the  use  of  the 
j^-rays  to  reveal  their  presence, 
on  the  trunk  or  trunks  of  the 
band  passing  from  the  tip  of  I 
therefore  the  size  of  the  rib  si 
importance  of  its  efiect.  The 
point  of  view  of  diagnosis  as  o: 

AeroparMlbetU.  —  This  ter 
usually  made  by  women  betwei 
continually  using  tbeir  hands,  a 
immersed  in  waters  of  difieren) 
needlewomen,  and  washerwome 
victims  indulge  to  a  moderate 
burning  pain,  associated  with  tii 
their  hands.  It  is  chiefly  notit 
is  over,  and  becomes  intensifl 
morning  their  fingers  are  numb 
they  are  at  work,  only  to  return 
to  see  on  examination,  but  the: 

associated  with  a  subjective  feeling  of  heat  and  swelling.  Sensibility  is 
unimpaired  ii  allowance  is  made  lor  the  cutaneous  thickening  usually  present 
in  persons  whose  hands  are  much  exposed  to  moisture  and  Iriction.  There  i?  no 
ilctinitc  palsy  or  muscular  atrophy.  Acropar<esthesia  as  a  rule  affects  both 
hands,  and  very  occasionally  it  is  accompanied  by  a  similar  condition  in  the 
feet. 

Similar  paraisthesia;  are  sometimes  complained  of  by  patients  suffering  from 
tabes  dorsalis.  but  in  those  cases  the  pains  are  of  the  lightning  character,  and 
never  limited  to  the  hands.  Other  tabetic  signs,  such  as  Argyll  Robertson 
pupils,  ulnar  analgesia,  impaired  sense  of  position,  and  absence  of  tendon-jerks, 
serve  to  make  a  diagnosis.  In  the  early  stages  of  subacute  combined  degeneration 
oj  the  spinal  cord,  paraisthesis.  sometimes  of  a  markedly  painful  character,  are 
referred  to  the  hands  and  feet.  The  presence  of  some  ataxia  or  spastic  para- 
plcjjia,  with  increased  tendon-jerks  and  extensor  plantar  reflexes,  differentiate  this 
disease  from  the  ordinary  acroparjesthesiie. 

RadleuUr  Pftln.— Under  this  title  may  be  included  all  pains  in  the  arm 
which  radiate  through  the  peripheral  distribution  of  the  posterior  spinal 
roots  from  the  fifth  cervical  to  the  second  dorsal.  These  pains  extend  from 
the  neck  towards  the  periphery  of  the  limb,  and  are  usually  of  a  sharp, 
lancinating  type.  In  the  large  majority  of  cases  they  are  produced  by  some 
grofis  morbid  process  involving  the  roots  within  the  spinal  canal  or  in  their 
course  through  the  intervertebral  foramina.  The  morbid  processes  most 
commonly  responsible  are  intraverlebral  tumour,  cervical  pachymeningitis,  cervical 
caries,  and  malignant  disease  0/  the  cervical  vertebra.  In  all  these  conditions  the 
radicular  pain  may  precede  all  other  symptoms,  with  the  result  that  the  diagnosis 
is  often  difficult  and  sometimes  impossible  until  further  phenomena  deveks^- 
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The  pain  is  occasionally  unilateral,  more  often  bilateral ;  it  may  be  accompanied 
by  tenderness  on  pressure  over  the  vertebrae,  especially  in  the  case  of  vertebral 
caries  or  malignant  disease.  Movements  of  the  neck  will  intensify  the  pain  in 
the  latter  conditions.  The  diagnosis  must  be  arrived  at  by  careful  attention  to 
the  following  points :  (i)  Evidence  of  deformity,  rigidity  or  tenderness  of  the 
cervical  vertebrae,  supplemented  by  an  ;r-ray  examination ;  (2)  The  presence 
of  other  root  symptoms,  such  as  localized  atrophic  palsy,  anaesthesia,  and  loss 
of  tendon-jerks  in  the  arms  ;  (3)  Evidence  of  pressure  on  the  spinal  cord,  pro- 
ducing spastic  paralysis  of  the  trunk  and  lower  Umbs,  together  with  anaesthesia, 
loss  of  abdominal  reflexes,  increased  knee-jerk,  ankle-clonus,  and  extensor  plantar 
reflexes ;  (4)  The  occurrence  of  oculo-pupillary  phenomena  when  the  eighth 
cervical  and  first  dorsal  roots  are  involved  ;  and  (5)  The  condition  of  the 
cerebrospinal  fluid  obtained  by  lumbar  puncture. 

In  addition  to  the  gross  extrinsic  processes  aflecting  the  spinal  roots,  there 
are  other  cases  in  which  a  spinal  root  is  the  site  of  an  intrinsic  inflammatory  or 
vascular  lesion.  Herpes  zoster  is  a  common  result  of  such  a  lesion,  and  may  be 
found  in  the  peripheral  distribution  of  any  of  the  posterior  roots  which  go  to 
form  the  brachial  plexus.  The  pain  which  precedes  the  eruption  and  the  post- 
herpetic neuralgia  are  instances  of  pain  in  the  upper  extremity,  the  latter  being 
sometimes  of  a  persistent  character  and  often  associated  with  marked  hyper- 
aesthesia  in  the  corresponding  root  area.  Uniradicular  pain,  followed  by  atrophy 
of  the  muscles  supplied  by  the  efferent  root  fibres  and  by  sensory  loss  in  the  region 
innervated  by  the  afferent  fibres,  with  or  without  the  development  of  an  herpetic 
rash,  also  occurs  in  rare  instances  as  the  result  of  an  inflammatory  or  vascular 
lesion  of  the  spinal  nerve  in  the  neighbourhood  of  the  posterior  root  ganglion. 

Referred  P«in  In  Visceral  Disease. — In  disease  of  the  heart  and  aorta,  especially 
with  syphilitic  disease  of  the  aortic  valves,  or  with  atheroma  or  aneurj'^sm  of 
the  first  few  inches  of  the  aorta,  attacks  of  pain  in  the  left  arm  are  often  com- 
plained of.  The  pain  is  really  radicular  in  distribution,  and  is  referred  to  the 
first  and  second  dorsal  root  areas,  or,  in  other  words,  to  the  ulnar  border  of  the 
arm,  and  sometimes  extends  into  the  little  finger.  During  the  attacks  of 
pain,  cutaneous  hyperaesthesia  may  be  present  over  the  same  areas.  In  all 
cases  of  paroxysmal  pain  referred  to  the  left  arm,  a  very  careful  examination 
of  the  thoracic  viscera  is  therefore  indicated. 

Oecupatlon  Neuroses. — ^The  upper  limb  is  the  common  site  of  occupation 
neuroses  (writer's  cramp,  typist's  cramp,  and  so  on),  since  it  has  to  do  with 
writing,  typing,  needlework,  telegraphy,  hair-cutting,  etc.  These  neuroses  are 
mainly  characterized  by  some  form  of  muscular  spasm,  but  pain  of  a  cramp-like 
character  is  a  frequent  accompaniment  of  the  spasm.  The  diagnosis  is  easy, 
because  careful  inquiry  will  elicit  the  fact  that  the  pain  and  spasm  are  evoked 
by  the  employment  of  the  limb  in  a  particular  occupation,  and  that  other 
manipulations  involving  the  use  of  the  same  muscles  may  be  carried  out  with 
impunity.  The  acute  pain  associated  with  the  spasm  may  be  followed  by  a 
dull  aching  for  some  hours  after  the  occupation  has  been  indulged  in. 

Finally,  the  term  ''Psychalgia  ••  may  be  appUed  to  pain  referred  to  the  arm, 
as  well  as  to  other  parts  of  the  body,  by  patients  whose  nervous  and  mental 
resistance  is  undermined  or  exhausted.  Neurasthenic  pain  of  this  kind  is  rarely 
limited  to  the  arm  ;  in  fact,  it  is  more  commonly  referred  to  various  parts  of  the 
head  and  to  particular  regions  along  the  course  of  the  vertebral  column. 

E.  Farquhar  Buzzard . 

PAIN  IN  THE  EYE  is  experienced  commonly  in  all  inflammatory  conditions. 
It  is  most  severe  in  glaucoma,  where  it  is  often  accompanied  by  severe  headache 
and  vomiting.  The  pain  of  iritis  is  often  severe  and  neuralgic  in  character, 
and  is  distributed  over  the  whole  trigeminal  area.     Conversely,  pain  produced 


intluenced  in  their  length  by  many  factors,  such  as  the  general  state  ol  health, 
mental  worry,  and  exposure  to  cold.  There  is  a  tendency  for  the  intervals 
to  become  shorter,  and  the  paroxysms  more  severe  and  more  extensive  in  their 
distribution.  The  pain  is  described  as  beginning  in  spots  beneath  the  skin,  and 
radiating  along  the  peripheral  branches  of  the  nerve.  These  spots  correspond 
to  points  where  the  nerve  bundles  penetrate  the  deeper  tissues  to  reach  the 
more  STlperlicial  structures,  and  may  be  recognized  as  places  pressure  upion 
which  is  particularly  liable  to  start  an  attack.  In  severe  cases,  the  lightest  touch, 
a  breath  of  wind,  attempts  at  articulation  or  mastication,  and  even  the  act  of 
defecation  may  be  suflicient  to  provoke  an  agonizing  spasm  in  which  the  violent 
reflex  contraction  of  the  muscles  of  the  corresponding  side  of  the  face  affords 
some  evidence  of  the  suffering  endured.  During  the  paroxysm  the  patient  may 
endeavour  to  obtain  relief  by  firm  pressure  with  his  hand  over  the  starting- 
point  of  the  pain.  In  addition  to  the  muscular  spasm,  the  attack  of  pain  may 
be  accompanied  by  cutaneous  flushing,  photophobia,  lachrymation,  and  saliva- 
tion, as  well  as  by  a  subjective  sensation  of  swelling  in  th'e  affected  tissues.  When 
the  tongue  is  affected,  a  metallic  taste  is  sometimes  described  by  the  sufferer. 
Trophic  changes  in  the  hair  and  skin  arc  also  observed  as  a  result  of  repeated 
attacks. 

From  this  brief  description  it  may  be  inlerred  that  the  diagnosis  of  major 
neuralgia  depends  chiefly  on  the  following  points  :  (l)  The  age  of  onset  :  (j)  The 
absence  of  relief  or  only  temporary  alleviation,  afiorded  by  removal  of  possible 
exciting  causes,  such  as  defective  teeth  ;  (3)  The  presence  of  definite  starting. 
p:)ints  of  the  pain  corresponding  to  exits  of  branches  of  the  fifth  cranial  oerv^, 
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and  the  spread  of  the  pain  along  the  corresponding  nervous  paths ;  (4)  The 
paroxysmal  character  of  the  pain  and  its  intense  severity  ;  (5)  The  excitability 
of  the  attacks  by  peripheral  stimuli ;  and  (6)  The  various  reflex,  vasomotor, 
secretory,  and  trophic  phenomena  to  which  the  attacks  of  pain  give  rise. 

From  a  practical  standpoint  the  most  important  task  in  diagnosis  is  to  dis- 
criminate between  cases  of  idiopathic  major  neuralgia  and  those  which  belong 
to  the  next  group. 

Trigeminal  Neuralgia  due  to  Organic  Lesion  of  the  Nerve  or  its  Roots. — This 
form  of  neuralgia  may  simulate  tic  douloureux  in  every  particular,  and  its 
diagnosis  can  be  made  only  by  careful  systematic  examination  of  the  patient, 
with  the  possibility  of  an  organic  lesion  being  the  source  of  pain  before  the 
physician's  mind.  Tumours  at  the  hose  of  the  brain  in  the  middle  fossa,  tumours 
growing  from  the  base  of  the  skull  in  the  neighbourhood  of  the  foramen  ovale  and 
foramen  rotundum,  as  well  as  tumours  of  the  cranial  nerves  themselves,  are 
afiongst  the  causes  of  trigeminal  neuralgia.  Gummatous  meningitis  and  gum- 
matous periostitis  may  be  mentioned  in  the  same  connection.  In  every  case  of 
trigeminal  neuralgia,  therefore,  headache  and  vomiting  should  be  enquired  after, 
and  optic  neuritis  looked  for.  Examination  of  the  functions  of  each  cranial 
nerve  must  be  carried  out,  and  in  particular  those  of  the  fifth  nerve  carefully 
tested.  Any  impairment  of  sensibility  in  the  cutaneous  territory  of  this  nerve 
must  be  regarded  as  evidence  that  the  case  is  not  one  of  idiopathic  neuralgia, 
and  the  same  may  be  said  when  there  is  impaired  motor  power  in  the  muscles 
of  mastication.  In  several  cases  of  severe  trigeminal  neuralgia,  I  have  found 
atrophic  palsy  of  the  masseter  and  temporal  muscles  on  the  same  side,  with 
slight  anaesthesia  on  the  face,  and  these  cases  have  always  proved  to  be  instances 
of  growth  involving  the  structures  at  the  base  of  the  skull.  In  one  patient  the 
neoplasm  originated  in  the  sphenomaxillary  fossa. 

Trigeminal  neuralgia  may  also  occur  as  the  result  of  intrinsic  disease  of  the 
Gasserian  ganglion,  e.g.,  in  cases  of  herpes  zoster.  This  condition  is  fairly 
common  in  the  distribution  of  the  first  division  of  the  trigeminus,  much  less 
common  in  that  of  the  second  and  third  divisions.  The  pain  usually  precedes  the 
herpetic  eruption  by  some  days,  and  is  associated  with  constitutional  malaise  and 
sometimes  with  p5n:exia,  two  important  points  in  diagnosis.  The  latter  becomes 
clear  with  the  development  of  the  rash,  but  even  then  it  is  necessary  to  bear  in 
mind  the  possibility  that  the  Gasserian  ganglion  may  be  affected  by  gross 
external  disease,  such  as  neoplasm  or  gumma,  or  an  extension  of  bony  disease. 
In  persons  over  fifty  years  of  age  it  is  frequently  found  that  pain  of  a  neuralgic 
character  persists  after  the  herpes  has  disappeared,  and  may  last  for  months 
and  even  years.  Careful  examination  in  such  cases  generally  reveals  the 
presence  of  cutaneous  scars  corresponding  to  the  site  of  the  previous  vesicular 
eruption. 

Neuralgia  Minor. — Under  this  heading  may  be  classed  the  varieties  of  facial 
pain  which  are  secondary  to  disease  of  various  local  structures,  such  as  the 
teeth,  the  eye,  the  ear,  the  nose,  and  the  tongue.  According  to  Head,  the  pain 
in  these  conditions  can  be  distinguished  by  certain  features  as  belonging  to 
one  or  other  of  two  types.  The  first  is  to  be  regarded  as  a  true  neuralgia, 
that  is  to  say,  a  pain  which  is  distributed  along  the  course  of  one  or  more 
divisions  of  the  trigeminal  nerve,  and  usually  starting  in  the  neighbourhood  of 
the  diseased  structure.  The  second  type  is  an  example  of  referred  visceral  pain, 
the  pain  being  referred  to  some  spot  which  may  be  at  a  distance  from  the  disease, 
and  which  is  usually  the  site  of  superficial  hyperaesthesia  or  tenderness. 

The  history  of  a  decaying  tooth  affords  an  example  of  how  these  types  of  pain 
may  arise.  In  the  early  stages  of  caries  the  pain  is  limited  to  the  tooth,  which 
betrays  its  source.     With  inflammation  and  destruction  of  the  pulp,  pain  is 


the  nerve  branch  which  supplies  the  tooth  socket,  but  may  extend  into  neigh 
bouring  branches  and  into  other  divisions  of  the  trigeminal  nerve. 

The  maximal  points  in  the  segmental  areas  referred  to  are  shown  in  the 
accompanying  diagrams,  and  the  general  relationship  between  individual  teeth 
and  their  segmental  areas  may  be  described  as  follows : — 
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Upper 

Jaw. 

Incisors       . .          . .     Fronto- nasal 
Canine         . .          . .     Naso-labial 
ist  bicuspid            . .         „         „ 
2nd        „      Temporal  or  maxillary 

ist  molar 
2nd       ,, 
3rd 

Maxillarv 
Mandibular 

Lower 

Jaw. 

Incisors              . .                 Mental 
Canine    . .          . .                      ,, 
ist  bicuspid      . .          . .          ,, 
2nd        „           . .                 Doubtful 

ist  molar 
2nd      „ 
3rd      „ 

Hyoid 

»> 
Hyoid  or  superior 

laryngeal. 

The  value  of  this  knowledge  in  relation  to  diagnosis  lies  in  the  fact  that  pain, 
with  tenderness,  referred  to  any  one  of  these  segmental  areas,  should  lead  the 
observer  to  seek  for  its  cause  in  disease  of  the  corresponding  viscus. 

The  headache,  sometimes  called  neuralgia,  which  results  from  erroYS  of  refrac- 
tioriy  especially  astigmatism,  is  referred  to  the  mid-orbital  area,  where  superficial 
tenderness  may  often  be  discovered  on  examination.  This  form  of  pain  comes 
on  in  the  morning  as  soon  as  the  eyes  are  opened,  and  is  intensified  by  reading 
or  sewing.  It  disappears  under  the  use  of  atropine,  and  wears  off  of  itself  if 
the  eyes  are  not  used  for  near  work.  Occasionally  it  takes  on  a  paroxysmal 
character  without  any  particular  relationship  to  the  use  of  the  eyes.  In  iritis 
and  glaucoma,  referred  pain  may  be  intense,  and  it  is  usually  situated  in  the 
temporal  and  maxillary  segmental  areas  as  well  as  in  the  eyeball  itself.  The 
occurrence  of  referred  pain  in  chronic  glaucoma  without  pain  in  the  eyeball  is 
a  point  which  may  be  of  great  diagnostic  importance,  as  it  may  draw  attention 
to  the  unsuspected  ocular  disease. 

In  ear  disease  the  hyoid  area  is  that  to  which  pain  is  referred  and  in  which 
hyperesthesia  of  the  skin  may  sometimes  be  found.  In  the  more  severe  types 
of  disease,  such  as  suppuration  in  the  middle  ear,  the  pain  may  also  be  referred 
to  the  vertical  and  temporal  areas. 

Lesions  of  the  tongue  may  produce,  in  addition  to  local  pain  in  the  organ  itself, 
referred  pain  in  three  other  areas.  When  the  disease  affects  the  anterior  portion 
of  the  tongue,  pain  may  be  referred  to  the  mental  area  ;  when  the  lateral  portion 
is  involved,  to  the  hyoid  area  ;  and  when  the  dorsum  is  the  site  of  the  lesion,  to  the 
occipital  area. 

In  inflammatory  affections  of  the  nose  and  frontal  sinuses,  pain  is  referred  to 
the  fronto-nasal  and  mid-orbital  areas  on  the  forehead. 

The  various  forms  of  pain  in  the  head  associated  with  disease  of  the  thoracic 
and  abdominal  organs  are  discussed  under  Headache,  and  the  same  article 
deals  with  the  aches  which  accompany  general  constitutional  diseases. 

In  tabes  dor  salts  pains  are  sometimes  described  in  the  face,  and  have  the  same 
characteristics  as  those  in  other  parts  of  the  body.  They  are  paroxysmal,  sudden, 
severe,  and  lightning-like.  They  are  rarely  limited  to  the  face.  They  may  be 
accompanied  by  a  more  continuous  dull,  boring  kind  of  pain.  The  diagnosis  of 
these  cases  is  easy  if  a  systematic  examination  of  the  nervous  system  is  carried 
out.  Argyll  Robertson  pupils,  areas  of  analgesia,  ataxy,  and  absence  of  tendon 
reflexes  are  among  the  physical  signs  which  will  disclose  the  correct  diagnosis. 

Pseudo-neuralgias,  or  ps3''chalgias,  which  are  complained  of  by  hysterical  and 
neurasthenic  individuals,  are  vague  in  their  distribution,  not  limited  to  the 
trigeminal  area,  and  often  bilateral.  They  tend  to  disappear  when  attention  is 
drawn  in  other  directions,  and  are  less  intense  during  eating  and  talking. 

E.  Farquhar  Buzzard. 

PAIN  IN  THE  FOOT. — (See  Pain  in  the  Extremity,  Lower.) 


the  left  hypochondrium.  In  t!ie  first  of  these,  a  friction  sound  will  be  beard ;  in 
intercostal  neuralgia  there  will  be  tender  points  over  the  course  of  the  intercostal 
nerve.  In  the  case  ol  herpes,  the  cause  of  the  pain  wMl  be  cleared  up  by  the 
appearance  oi  the  eruption,  but  pain  may  persist  long  after  this  has  disappeared. 
6.  Subdiapliragmitic  Abscess -(See  p.  501.) 

Robert  Hulchison. 

PAIN  IN  THE  HYPOCHONDRIDM  (RIGHTf The  di»erential  diagnosis  of 

the  cause  of  pain  in  the  right  hypochondrium  is  often  a  matter  of  great  difficulty, 
or  even  of  impossibility,  as  it  may  proceed  from  any  of  the  following  organs  : 
(i)  Liver  and  gall-bladder,  (i)  Duodenum,  (3)  Head  of  the  pancreas,  (4)  Right 
kidney.  (5)  Appendix  vermiformis,  (6|  Colon,  (7)  Uterine  appendages.  Intra- 
thoracic disease,  affections  of  the  chest  wall,  and  subdiaphragmatic  abscess 
may  also  cause  pain  in  this  situation.  The  diagnosis  is  rendered  still  more 
difficult  by  the  fact  that  disease  may  easily  be  present  in  more  than  one  of 
these  situations  at  the  same  time, 

I.  Liver. — Various  forms  of  enlargement  of  the  liver  are  apt  to  be  attended 
by  pain  in  the  right  hypochondrium,  e.g.  hepatitis,  passive  congestion,  hepatic 
abscess,  and  carcinoma  (see  Liver,  Enlargement  of  the). 

Disease  of  the  gall-bladdir  must  also  be  thought  of,  e.g.,  gall-stones,  chole- 
cystitis, and  carcinoma.  In  these  it  will  usually  be  found  that  there  is  tendemesj 
on  pressure  over  the  gall-bladder,  with  the  characteristic  catch  in  the  breath 
when  the  patient  is  asked  to  take  a  deep  inspiration  while  the  fingers  of  the 
observer  are  pressed  in  over  the  organ.  In  acute  «holecystiti9  there  will  be  a 
rise  of  temperature. 
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The  pain  of  biliary  colic  may  be  felt  chiefly  in  the  right  hypochondrium,  but 
tends  to  radiate  through  to  the  back  and  up  towards  the  right  shoulder.  It 
may  be  closely  simulated  both  by  the  kinking  of  a  movable  kidney  and  by 
renal  colic  (see  below) . 

It  must  specially  be  noted  that  the  absence  of  jaundice  in  no  way  contra- 
indicates  a  diagnosis  of  gall-bladder  disease. 

2.  Duodenum. — A  duodenal  ulcer  may  cause  deep-seated  pain  in  the  right 
hypochondrium,  which  usually  has  the  character  of  hunger  pain.  It  must 
be  remembered,  however,  that  pain  due  to  chronic  cholecystitis,  or  appendicitis, 
may  also  have  this  character,  and  an  exact  differentiation  of  them  may  not  be 
possible  without  exploration.  Duodenal  ulcer  is  commoner  in  men,  disease 
of  the  gall-bladder  in  women,  whilst  appendicitis  may  occur  with  almost  equal 
probability  in  either  sex.  A  history  of  melsena  would  determine  one  in  favour 
of  ulcer. 

3.  Pancreas. — Malignant  disease  of  the  pancreas  may  cause  pain  in  the  right 
hypochondrium.  In  such  a  case  a  deep-seated  tumour  may  be  felt,  and  there 
is  often  jaundice  along  with  a  distended  gall-bladder.  On  the  other  hand,  when 
gall-stones  lead  to  jaundice,  the  gall-bladder  is  not  usually  distended  (see 
Jaundice). 

4.  Right  Kidney. — A  freely  movable  right  kidney  may,  by  ureteral  kinking,  cause 
sudden  attacks  of  pain  in  the  right  hypochondrium  which  may  exactly  simulate 
gall-stone  colic.  Indications  of  intermittent  hydronephrosis  should  be  looked 
for,  e.g.  the  appearance  of  a  renal  tumour,  and  the  occasional  discharge  of  large 
quantities  of  urine. 

Stone  in  the  right  kidney  may  cause  chronic  pain  in  the  right  hypochondrium 
and  back.  The  kidney  is  often  found  to  be  enlarged  and  tender  on  bimanual 
palpation  in  such  a  case,  but  it  must  be  remembered  that  the  urine  may  furnish 
no  diagnostic  indication.  The  ;r-rays,  however,  may  make  the  diagnosis  clear, 
although  a  negative  result  does  not  exclude  the  possibility  of  stone. 

The  pain  of  renal  colic  may  be  difficult  to  diagnose  during  an  attack  from  gall- 
stone colic,  lead  colic,  or  appendicitis,  but  has  a  characteristic  tendency  to  pass 
downwards  into  the  groin.  It  may  be  attended  by  vomiting  and  fever.  During 
or  after  the  attack  there  may  be  blood  and  gravel  in  the  urine  ;  but  it  must  be 
remembered  that  the  urine  may  be  heavily  loaded  with  urates  after  an  attack 
of  biliary  colic. 

Pyelitis  may  also  be  the  cause.  The  urine  will  then  furnish  diagnostic  indica- 
tions (see  Pyuria)  ;  and  the  kidney  may  be  felt  to  be  enlarged  on  bimanual 
palpation. 

A  perinephric  abscess  may  cause  pain  in  the  right  hypochondrium  and  lumbar 
region.  A  tumour  will  be  felt,  and  there  will  be  the  usual  signs  of  deep-seated 
suppuration. 

5.  Appendix. — The  pain  of  chronic  appendicitis  may  be  felt  chiefly  in  the 
right  hypochondrium,  and,  as  already  remarked,  may  be  of  the  nature  of  a 
hunger  pain.  Tenderness  over  McBurney's  point  should  be  looked  for.  When 
an  acute  attack  of  appendicitis  simulates  gall-stones,  it  may  be  of  help  to 
remember  that  indicanuria  is  common  in  the  former,  but  is  usually  absent  in 
the  latter. 

6.  Colon. — New  growths  in  the  neighbourhood  of  the  hepatic  flexure  may 
cause  pain  in  the  right  hypochondrium  ;  but  in  that  case  a  tumour  can  usually 
be  felt,  and  signs  of  chronic  intestinal  obstruction  are  present. 

7.  Uterine  Appendages. — Salpingitis^  a  twisted  ovarian  pedicle^  and  a  ruptured 
extra-uterine  gestation^  may  all  cause  pain  in  the  right  side  of  the  abdomen  which, 
however,  has  usually  its  maximum  intensity  rather  below  the  hypochondriac 
region.     A  careful  pelvic  examination  will  usually  make  the  diagnosis  clear. 


L  o£  the  rectum.  (See  Rectum,  Abnormalities  felt  per.)  It  is 
extremely  important  that  the  diagnosis  of  such  a  ca.se  should  be  made  early, 
and  if  there  is  any  doubt,  a  complete  examination  should  not  be  delayed.  An 
ana;sthctic  should  be  given,  a  bimanual  exploration  of  the  rectum  made,  the 
abdomen  palpated,  and  a  sigmoidoscope  passed.     An  exploratory  laparotomy 

Volvulus  and  kinking  of  an  overloaded  sigmoid  must  be  borne  in  miad  as  a 
possible  cause  of  pain. 

Further  differential  diagnosis  is  discussed  under  Swelling  in  the  Iliac 
Fossa  (Left).  Gtorg^  E.  Cask. 

PAIN  IN  THE  lUAC  FOSSA  (RIGHT),  if  it  be  unaccompanied  by  any 
swelling  or  by  tenderness,  can  usually  be  ascribed  to  wind  or  to  an  accumulation 
of  t^ces,  though  it  may  indicate  a  slight  degree  of  typhlitis,  or  the  stretching 
of  adhesions  following  an  attack  of  appendicitis.  The  differential  diagnosis  is 
discussed  under  the  headings — Swelling  in  the  Iliac  Fossa  (Right),  and 
Tenderness  in  the  Iliac  Fossa  (Right).  Geargt  E.  Gas*. 

PAIN  IK  THE  JAW  (LOWER) — unaccompanied  by  any  swelling  (see  Sv-cmtnc 
OF  THE  Jaw,  Lower) — is  generally  due  to  denial  caries,  i.e.,  toothache,  aa;i,fcis 
with  this  thought  in  the  mind  that  an  examination  should  first  be  made.",-  Vt* 
liccaycd  tooth  may  be  obvious  at  once,  or  it  may  be  so  hidden  as  to  call  !qt 
the  services  of  a  skilled  dentist.  Occasionally  an  unerupted  molar  may  bcti^ 
cause  of  the  pain,  and  a  skiagram  may  be  needed  to  complete  the  diagnosis. 

Nauialfii. — Here,  pain  is  the  essential  feature,  and  it  may  be  of  two  kinds. 
It  cither  follows  the  course  of  a  nerve  such  as  the  inferior  dental  in  the  lower 
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jaw,  or  it  affects  a  considerable  part  of  the  jaw  without  special  reference  to  any 
nerve.  It  varies  greatly  in  severity,  being  sometimes  slight,  at  other  times  so 
severe  as  to  call  for  all  the  fortitude  of  the  patient  to  bear  it.  Usually  neuralgia 
of  the  inferior  dental  nerve  is  combined  with  neuralgia  of  the  other  branches 
of  the  fifth  nerve,  and  this  in  conjunction  with  the  spasmodic  character  of  the 
pain  makes  the  diagnosis  easy.  Some  cases  of  neuralgia  are  embarrassing, 
especially  when  sources  of  irritation  in  decayed  teeth  are  present  as  well,  and  it 
may  be  that  the  true  condition  can  only  be  settled  after  all  the  teeth  have  been 
extracted.  George  E.  Gask. 

PAIN  IN  THE  JAW  (UPPER).— What  has  been  said  above  as  to  pain  in  the 
lower  jaw  being  caused  by  dental  caries  and  neuralgia  apphes  equally  to  pain 
in  the  upper  jaw,  but  there  is  an  important  additional  cause  to  be  sought  for 
in  the  latter,  and  one  easily  overlooked,  namely,  inflammatory  affections  of 
the  antrum  of  Highmore. 

Abscess  of  the  Antrum  of  Highmore. — The  presence  of  pus  within  the  antrum 
is  indicated  by  local  pain,  generally  dull  in  character,  but  sometimes  acute. 
On  examination  of  the  jaw,  the  gums  will  often  be  found  tender  and  swollen, 
and  a  carious  tooth  is  frequently  the  source  of  the  infection.  So  far,  the  signs 
are  compatible  with  those  arising  from  a  septic  tooth,  without  implication  of 
the  antrum,  and  further  evidence  is  required  ;  the  most  certain  is  the  periodical 
discharge  of  pus,  which  may  run  from  the  corresponding  nostril  when  the  head 
is  bent  forwards,  or  trickle  down  the  pharynx  when  the  patient  is  lying  on  the 
back.  If  the  normal  opening  of  the  antrum  into  the  nose  becomes  closed,  as 
it  may  from  inflammation,  this  valuable  sign  is  lost,  and  though  local  signs  of 
inflammation  and  general  febrile  disturbances  are  present,  it  may  be  diflicult 
to  arrive  at  a  diagnosis,  for  the  condition  is  simulated  by  inflammation  in  the 
nasal  fossae  or  suppuration  in  the  ethmoidal  and  frontal  sinuses.  It  must  also 
be  remembered  that  a  growth,  either  innocent  or  maUgnant,  starting  in  the 
antrum  and  not  yet  big  enough  to  cause  a  swelhng,  may  easily  be  mistaken. 
Recourse,  therefore,  should  be  had  to  the  method  of  transillumination,  and 
the  antra  on  the  two  sides  compared  (see  Fig.  62,  p.  205).  The  position  of  the 
antrum  should  be  shown  by  a  bright  red  area,  and  if  instead  a  shadow 
is  thrown,  there  is  presumably  some  affection  of  the  antrum.  It  does  not 
mean  necessarily  that  there  is  an  abscess,  for  a  growth  or  a  thickening 
of  the  bone  may  cast  a  shadow  equally  well.  In  these  conditions  a  skiagram 
may  help. 

Diagnosis  by  Puncture. — The  only  certain  method  of  diagnosis,  which  is  to 
be  used  if  the  others  fail,  is  to  tap  the  antrum  with  an  exploring  sjTinge.  This 
can  be  done  through  the  nose  immediately  under  the  anterior  part  of  the 
inferior  turbinate  bone.  The  fluid  withdrawn  may  be  subjected  to  micro- 
scopical and  bacteriological  examination.  George  E.  Gask. 

PAIN  IN  THE  JOINTS.— (See  Joints,  Affections  of  the.) 

PAIN  IN  THE  KNEE. — (See  Joints,  Affections  of  the.) 

PAIN  IN  THE  LEG. — (See  Pain  in  the  Extremity,  Lower.) 

PAIN  IN  THE  UMBS,  GENERAL.— In  the  great  majority  of  cases  pains  in 
the  limbs  are  the  result  of  some  general  or  systemic  disease  :  in  but  few 
instances  can  they  result  from  symmetrically  distributed  local  lesions.  For 
clinical  purposes  they  may  be  classified  by  their  duration,  according  as  they  are 
acute  or  chronic. 


of  the  limbs,  sometimes  in  another.  The  muscles,  for  example,  may  be  the 
chief  seats  of  pain  in  a,  child  with  rheumatism  ;  in  a  rheumatic  adult  the  pains 
are  usually  worst  in  and  about  the  joints  ;  in  a  patient  with  secondary  syphilis 
the  pain  is  often  deep  in  the  bones,  the  so-called  osteocopic  pain.  In  the 
majority  oi  instances  the  general  limb-pains  arc  made  worse  by  movement,  and 
this  is  particularly  the  case  when  they  are  accompanied  by  inflammatory  changes 
in  the  joints.  But  the  general  pains  oi  chronic  rheumatism,  or  the  stiffness  and 
pains  left  after  muscular  overstrain,  will  often  pass  ofi  ii  the  movements  be 
persisted  in  for  a  little  time.  As  a  rule,  general  pains  in  the  limbs  are  least 
felt  when  the  patient  is  at  rest,  especially  when  he  is  at  rest  in  bed.  But  in 
some  cases,  rest  appears  to  lead  to  stiffness  and  increased  discomfort,  change  of 
position  giving  temporary  reliei ;  in  others — particularly  the  muscular  pains 
of  rheumatism  and  the  osteocopic  pains  oi  specific  disease — the  pains  are  at  their 
worst  as  soon  as  the  patient  gets  warmed  up  by  lying  in  bed. 

I.  Acute  Fklna, —  Few  people  can  be  unacquainted  with  the  general  pains 
and  stiffness  due  to  muscular  overstrain,  the  result  of  some  violent  and  unusual 
muscular  exertion — ^walking,  running,  playing  games,  etc.^ — undertaken  when 
the  body  was  out  of  training.  The  pains  will  be  accompanied  by  local  tenderness 
of  the  affected  muscles,  and  there  may  be  slight  fever  if.  as  often  happens,  the 
stomach  has  been  loaded  with  more  food  than  it  has  been  able  to  deal  with  in 
the  exhausted  state  of  the  general  bodily  functions.  When  the  history  of  such 
an  attack  has  been  obtained,  the  diagnosis  should  not  be  difficult. 

Myositis,  or  inflammation  of  the  muscles,  is  a  comparatively  rare  cause  of 
general  pain  in  the  limbs.  It  occurs  in  several  varieties,  of  which  only  the 
generalized   forms  need  be  considered.     Acute  polymyositis,   also  described  as 
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dermatomyositis  and  as  pseudotrichinosis,  is  characterized  by  pain,  rigidity, 
and  tenderness  in  the  muscles,  oedema  of  the  extremities,  and  a  rash  resembling 
one  or  other  of  the  exudative  erythemas.  In  addition,  there  are  the  general 
symptoms  of  malaise,  anorexia,  general  debility,  and  fever.  It  must  be  dis- 
tinguished from  trichinosis,  in  which  the  affected  muscles  are  found  to  contain 
Trichinella  spiralis,  the  face  and  eyes  are  oedematous,  and  the  blood  shows 
eosinophilia.  A  second  rare  form  of  myositis  is  the  neuromyositis  described  by 
Senator,  in  which  the  nerves  are  involved  as  well  as  the  muscles.  In  this, 
sensation  is  lessened,  the  reflexes  are  lost,  and  vasomotor  phenomena  are  seen 
in  the  extremities.  The  affected  limbs  are  tender  on  pressure,  and  painful 
when  movement  is  attempted. 

Trichinosis,  or  infection  with  Trichinella  spiralis ,  is  very  rare  in  Great  Britain, 
though  common  in  countries  where  pork  is  eaten  uncooked.  Its  symptoms 
are  due  to  gastro-enteritis,  and  to  invasion  of  the  tissues  of  the  body,  particu- 
larly the  muscles,  by  young  trichinellae.  For  the  first  week  or  ten  days  the  main 
symptoms  are  gastro-intestinal,  and  may  often  suggest  the  diagnosis  of  cholera. 
Then  the  second  stage  of  trichinosis  comes  on,  with  pains  and  swellings  in  the 
muscles,  particularly  the  flexors.  The  face  and  trunk  are  affected  as  well  as 
the  limbs ;  the  face  and  eyes  become  oedematous  ;  profuse  perspirations  are 
common,  and  high  fever  is  not  rare  ;  eosinophiUa  and  leucocytosis  are  usual. 
Myositis  due  to  invasion  of  the  voluntary  muscles  is  the  characteristic  of  this 
stage  of  trichinosis ;  it  lasts  for  a  month  or  more,  subsiding  gradually  into  the 
third  stage,  that  of  convalescence,  as  the  larval  trichineUa*  become  encysted 
in  the  muscles.  The  diagnosis  of  trichinosis  is  likely  to  be  difficult  because  of 
its  rarity.  In  the  early  stages,  acute  gastro-enteritis,  enteric  fever,  or  even 
cholera,  will  be  suspected,  the  mam  symptoms  arising  from  the  irritation  of  the 
alimentary  canal  set  up  by  the  parent  trichinellae  breeding  in  it.  Later, 
rheumatism  will  be  simulated  ;  but  the  pain  and  swelUng  are  in  the  muscles, 
not  the  joints,  and  the  occurrence  of  oedema  and  of  changes  in  the  blood  should 
help  in  the  diagnosis.  It  may  be  added,  that  adult  trichinellae  may  be  found 
m  the  stools  of  a  patient  with  trichinosis,  and  larval  trichinellae  in  portions  of 
the  affected  muscles  removed  intra  vitam  for  microscopical  examination  : 
encysted  larvae  will  also  be  seen  in  the  infected  meat  that  gave  rise  to  the  attack, 
should  any  of  it  have  been  preserved. 

General  pains  in  the  Umbs  are  common  in  rheumatic  fever,  occurring  mainly 
in  the  limbs  in  which  there  is  acute  inflammation  of  the  joints.  Similar  pains 
will  also  be  felt  in  acute  rheumatism.  In  the  severer  cases  of  rheumatism 
the  cause  of  these  pains  will  not  readily  be  overlooked  :  it  is  in  the  com- 
paratively mild  cases  in  children  that  failure  to  make  the  proper  diagnosis 
is  likely  to  occur,  when  the  general  pains  in  the  limbs  may  be  set  down  as 
"  growing  pains,"  and  no  careful  examination  be  made  with  the  special 
object  of  detecting  other  evidences  of  the  rheumatic  infection  that  may  be 
latent  in  the  patient.  There  is  no  doubt  that  "  growing  pains  "  occur  in  healthy 
children,  quite  independently  of  rheumatism  ;  but  the  two  are  together  in  so 
many  instances,  that  any  complaint  of  growing  pains  should  lead  to  a  careful 
investigation  of  the  patient's  history,  and  of  the  condition  of  his  heart.  In  this 
way  a  family  history  or  past  personal  history  of  either  rheumatism  or  chorea 
will  often  be  made  out ;  and  not  rarely,  examination  of  the  heart  will  lead  to  the 
discovery  of  valvular  disease.  The  joint-affections  of  rheumatism  are  far  more 
prominent  in  adults  than  in  children  ;  in  children  the  non-arthritic  lesions  are 
the  most  conspicuous — endocarditis,  chorea,  inflammations  of  the  fibrous  tissues 
generally  and  of  the  skin,  sore  throats. 

Aching  pains  all  over  the  limbs  or  body,  or  both,  are  quite  common  at  the 
onset  of  many  of  the  acute  infectious  disorders,  or  of  acute  diseases  that  mainly 
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the  sporadic  cases  may  be  far  from  easy,  and  must  be  made  on  the  general 
lines  indicated  above. 

It  is  not  necessary  to  refer  in  detail  to  the  many  other  acute  infections  or 
inflammatory  processes  in  which  general  pains  occur  in  the  limbs.  In  measles, 
scarlet  fever,  or  small-pox,  for  example,  the  pains  often  occur  at  the  outset,  but 
are  only  subordinate  features  of  the  attack ;  and  the  diagnosis  will  be  made  on 
the  other  symptoms,  and  confirmed  by  the  appearance  of  the  characteristic  rash. 
Various  febrile  disorders  of  the  lungs,  such  as  bronchitis,  tubercwlosis.  or  pleurisy, 
may  begin  with  similar  pains  ;  so  may  gaslro-intestinat  infections,  or  acute 
inflammations  of  the  kidneys.  The  diagnosis  in  these  instances  will  be  made 
from  the  special  symptoms  developed  in  each  ;  the  pains  in  the  limbs  will  rarely 
be  the  only  or  the  most  prominent  complaint. 

In  peripheral  neuritis  of  the  symmetrical  multiple  type,  the  amount  of  pain 
felt  is  very  variable — great  in  some  cases,  little  in  others.  The  peripheral  nerves 
contain  motor,  sensory,  and  \asomotor  fibres  ;  in  peripheral  neuritis,  therefore, 
motor  and  vasomotor  symptoms  are  habitually  present,  as  well  as  sensory. 
Alcoholism  is  the  commonest  cause  of  multiple  symmetrical  peripheral  neuritis  ; 
the  chief  complaints  are  of  numbness  and  tingling  in  the  extremities,  "  pins 
and  needles,"  sensations  of  "  dead  fingers,"  cramps  in  the  legs,  and  severe 
gnawing  or  aching  pains  in  the  hmbs.  Beginning  in  the  hands  and  feet,  they 
tend  to  spread  to  the  trunk  ;  motor  weakness  comes  on,  the  skin  develops 
hypera;sthesia,  the  limbs  become  very  tender  to  pressure.  The  deep  reflexes, 
originally  increased,  are  now  lost ;  the  sphincters  are  hardly  ever  involved  in 
alcoholic  neuritis  unless  the  mind  is  affected.  Mental  symptoms  are  common 
in  alcoholism,  taking  the  form  of  Korsakow's  psychosis  ;  memory  for  recent 
events  is  lost :  the  patient  may  forget  his  name  and  address,  and  not  know  wheiij. 
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he  is;  and  in  the  endeavour  to  make  good  the  lacunae  in  his  recollections, 
he  is  hkely  to  lie  freely,  and  quite  without  any  definite  wish  to  deceive. 
The  physical  signs  of  arsenical  neuritis  are  very  similar,  but  the  cutaneous 
and  deep  hyperaesthesiae  are  more  marked  than  in  alcoholic  neuritis,  muscular 
paresis  and  wasting  come  on  earlier,  and  muscular  inco-ordination  is  more 
marked.  In  the  neuritis  due  to  acute  lead  poisoning  the  sensory  signs  are 
entirely  subordinated  to  the  motor,  and  pains  in  the  limbs  are  absent. 
Peripheral  neuritis  is  a  fairly  frequent  legacy  of  influenza,  and  may  then  be 
characterized  by  great  severity  and  persistence  ;  it  may  also  occur  as  a 
complication  of  other  infectious  disorders  —  such  as  diphtheria,  tuberculosis, 
or  syphilis.  The  diagnosis  of  peripheral  neuritis  will  be  suggested,  speaking 
generally,  if  the  pains  in  the  limbs  are  associated  with  marked  sensory 
changes — anaesthesia,  paraesthesia,  hyperaesthesia — v^'ith  tenderness  of  the  skin, 
muscles,  or  along  the  course  of  the  nerves,  and  with  weakness,  atrophy,  and 
the  reaction  of  degeneration  in  the  muscles. 

Hysterical  and  neurasthenic  patients  sometimes  suffer  acutely  from  pains  in 
the  limbs  that  lack  any  objective  basis  on  examination,  and  may  give  rise  to 
much  trouble  in  diagnosis  until  the  functional  character  of  the  disorder  has  been 
securely  established.  It  is  of  the  greatest  importance  that  organic  disease  of 
every  kind  should  be  excluded,  as  far  as  is  possible,  before  the  diagnosis  of 
hysteria  or  neurasthenia  is  given  out.  The  hysterical  patient  is  generally  a 
woman,  and  is  hkely  to  exhibit  several  of  the  many  phenomena  common  in 
hysteria,  such  as  functional  aphonia,  globus  or  clavus  hystericus,  stocking-and- 
glove  anaesthesia,  hemianaesthesia,  variable  paralyses  often  due  to  the  contraction 
of  antagonistic  muscle-groups,  hysterical  seizures,  and  the  like.  The  signs  and 
symptoms  of  hysteria  change  from  time  to  time,  the  recovery  from  any  particular 
affection  often  being  as  sudden  as  its  onset.  The  neurasthenic  patient,  on 
the  other  hand,  is  oftener  a  man  than  a  woman,  usually  overworked,  run  down 
in  general  health,  and  worried.  The  symptoms  are  those  of  "  brain-fatigue  " 
for  the  most  part ;  inabihty  to  attend  to  or  take  interest  in  either  work  or 
pleasure  ;  the  bodily  strength  is  lessened,  and  subjective  sensations  of  all  sorts 
may  be  felt  in  the  back  or  hmbs.  Headache  is  a  prominent  feature  in  some 
neurasthenic  patients  ;  dyspepsia  or  palpitation  in  others  ;  imaginary  sexual 
disorder  in  others.  In  all  the  deep  reflexes  tend  to  be  increased,  and  the 
temperature  to  be  subnormal. 

General  pains  in  the  limbs  are  common  in  certain  diseases  of  hot  countries, 
of  which  only  two  need  be  considered  here.  Both  occur  in  Southern  Europe, 
as  well  as  in  more  tropical  regions. 

Dengue  is  an  epidemic  infectious  disease,  much  like  influenza  in  many  respects. 
Its  onset  is  sudden,  with  headache  and  pains  all  over,  fever,  sore  throat,  an 
initial  erythematous  rash,  and  rapid  pulse.  The  pains  may  be  in  the  joints 
mainly,  or  diffused  throughout  the  muscles  of  the  limbs,  and  are  made  worse 
by  movement.  After  two  or  three  days  the  patient  feels  better,  and  begins  to 
get  about  again  ;  but  after  an  interval  of  a  day  or  two  a  slight  or  severe  relapse 
occurs,  with  pains  as  before,  fever,  and  a  secondary  rash  whic^  is  roseolar,  and 
begins  on  the  hands  and  wrists,  later  spreading  in  patches  over  the  whole  body. 
The  relapse  is  soon  over  ;  but  convalescence  may  be  a  slow  business,  because 
of  persistence  of  the  general  pains  in  the  limbs.  The  diagnosis  should  be  easy 
in  epidemics  of  dengue  ;  the  sudden  onset,  extent  of  the  pains  in  limbs,  head, 
and  loins,  and  the  characteristic  course  of  the  disease,  should  suffice  to  distinguish 
sporadic  cases  from  other  acute  disorders  such  as  measles,  scarlet  fever, 
rheumatic  fever,  etc. 

Malta  fever  occurs  mainly  in  the  Mediterranean  and  on  its  shores  :  it  is  a 
chronic   fever,    characterized    by   perspirations,    constipation,    and    rheumatic 


pupil,  loss  of  knee-jerk,  ataxia,  sphincter  tronblea,  areas  ot  zones  of  anaestbesia. 
The  pains  will  have  a  radicular  distribution,  and  the  nerve-trunks  and  muscles 
will  not  be  tender  on  pressure. 

General  pains  in  the  limbs  are  common  in  chronic  rheumatism,  occurring 
particularly  in  consonance  with  changes  in  the  weather.  In  some  instances,  the 
muscles  are  the  chief  seat  of  the  fiain  ;  in  others,  the  joints  or  the  fibrous  tissues 
round  them.  In  most  cases,  exercise,  massage,  or  movement  tend  to  diminish 
these  pains,  if  indeed  the  patient  can  be  induced  to  submit  himself  to  the  dis- 
comforts of  motion  or  exertion.  Occurring  in  children,  these  chronic  pains  are 
usually  s%t  down  as  "  growing  pains " ;  but  their  association  with  acute 
rheumatism  is  so  frequent  that  the  patient  should  always  be  examined  for  other 
evidences  of  the  rheumatic  infection  (see  above).  In  adults,  on  the  other  hand, 
chronic  rheumatism  is  less  often  an  inheritance  from  acute  rheumatism,  and  is 
not  so  frequently  combined  with  valvular  disease  of  the  heart ;  but  it  gives  rise 
to  pseudo-ankylosis  of  the  joints,  inability  to  work,  and  much  impairment  ot 
the  general  health. 

Myalgia,  or  the  so-called  "  muscular  rheumatism,"  is  a  common  aSection  of 
certain  groups  of  muscles,  and  may  in  some  instances  affect  the  limbs  generally. 
It  is  due  to  chiti,  exposure  to  cold  after  sweating,  sitting  in  a  draught,  and  the 
like.  Its  commoner  forms,  such  as  lumbago,  stiff  neck,  pleurodynia,  stiff  back, 
need  only  be  mentioned  here  ;  in  the  rare  cases  where  the  limbs  are  attacked, 
the  diagnosis  ot  muscular  rheumatism  will  probably  be  made  /aule  de  mieux, 
although  there  is  nothing  to  show  that  the  affection  is  rheumatic,  and  no  proof 
that  it  is  the  muscles  (and  not  their  sensory  nerves,  for  example,)  that  are 
primarily  affected. 
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There  remains  for  consideration  the  large  class  of  diseases  characterized  by 
chronic  wasting  or  cachexia,  in  which  general  pains  in  the  limbs  are  often  a 
prominent  feature.      There  is  no  doubt  that  these  pains  are  due  to  widely 
different  causes  in  different  instances.     In  some,  they  may  be  due  to  nothing 
more  than  exaggerated  muscular  fatigue  or  overstrain  ;   the  debilitated  patient 
has  but  little  muscle,  and  that  little  is  exhausted  by  exertions  that  would  be 
trifling  for  a  normal  subject,  so  that  the  cachectic  patient  becomes  the  \'ictim 
of  general  pains  by  the  mere  fact  of  being  up  and  about.     In  other  cases,  the 
pains  are  no  doubt  connected  with  peripheral  neuritis,  set  up  by  the  circulation 
of  toxins  in  the  patient's  blood,  though  few  or  none  of  the  other  signs  or  sym- 
ptoms of  neuritis  may  be  detected  on  investigation.     In  others,  again,  the  pains 
seem  to  be  connected  with  the  occurrence  of  fever,  being  lessened  or  absent 
when  the  patient's  tempera t\ire  is  normal.     In  the  great  majority  of  cases  these 
pains  are  lessened  by  rest,  or  by  any  line  of  treatment  that  builds  the  patient 
up  and  increases  his  strength.     Either  the  lungs,  the  heart,  the  gastro-intestinal 
system,  or  the  kidneys  may  be  the  organs  primarily  at  fault,  and  bodily  wasting 
and  weakness  will  be  among  the  main  symptoms.     In  cases  where  the  organic 
disease  is  deep-seated  and  out  of  reach,  there  is  danger  lest  the  patient  who  is 
really  seriously  ill,  should  be  suspected  of  nothing  more  than  functional  disease 
and  treated  for  such.     Thus,  patients  with  carcinoma  of  the  stomach  may  be 
treated  for  hysterical  vomiting  or  anorexia  nervosa  ;   the  victim  of  a  carcinoma 
or  aortic  aneurysm  invading  the  spinal  canal  may  receive  the  treatment  usually 
meted  out  to  the  malingerer.     It  is  of  great  importance,  therefore,  that  the 
most  thorough  examination  should  be  made,  and  deep-seated  organic  disease 
of  every  sort  excluded  as  far  as  is  possible,  before  the  diagnosis  of  functional 
disease  be  made  in  a  cachetic  patient.     This  is  all  the  more  necessary  because 
there  is  no  doubt  that  purely  functional  disease  of  long  standing  may  reduce 
nutrition  or  bodily  strength  to  a  very  low  ebb.  A.  J.  J  ex-Blake. 

PAIN  IN  THE  NECK.— (See  Sore  Throat  ;  and  Stiff  Neck.) 

PAIN  IN  THE  PELVIS — In  practice,  pelvic  pain  can  usually  be  classified 
under  four  headings,  namely  :  (i)  Deep-seated  pain  ;  (2)  Superficial  pain  in 
the  skin  ;    (3)  Spasmodic  pain  ;    (4)  Backache  or  sacralgia. 

Deep-seated  Pain  is  aching  in  character,  continuous,  and  may,  of  course, 
be  acute  in  onset,  or  may  be  chronic  in  duration.  It  is,  consequently,  associated 
with  tension  in  the  pelvic  organs,  usually  the  result  of  overfilled  vessels,  or,  in 
other  words,  of  congestion.  If  the  result  of  actual  inflammation,  i.e.,  con- 
gestion due  to  infection,  it  is  acute,  and  very  severe.  It  is  eUcited  b^ pressure, 
and  thereby  made  worse.  In  its  worst  form  it  is  of  peritoneal  origin  ;  but  it 
may  be  due  to  simple  congestion  of  the  uterus,  tubes,  or  ovaries,  without  infection 
or  evidence  of  actual  inflammation.  The  presence  of  adhesions  between  the 
pelvic  organs  is  an  important  factor  in  the  differential  diagnosis  of  this  type  of 
pain,  making  it  abundantly  clear  that  there  has  been  a  past  peritoneal  inflam- 
mation, and  that  the  tension  in  the  organs  is  the  result  of  the  binding  and 
pressure  of  new  fibrous  tissue.     Thus  it  may  be  caused  by  : — 

Local  peritonitis  due  to  infection,  recent  or  remote,  caused  by  salpingo- 
oophoritis,  infection  after  labour  or  abortion,  ovarian  cyst  with  torsion  of  the 
pedicle,  extra-uterine  gestation,  appendicitis. 

Simple  congestion^  caused  by  retroversion  and  flexion  of  the  uterus,  prolapsed 
ovaries,  sclerosed  ovaries,  hemorrhagic  corpus  luteum  cyst,  endometritis. 

Superficial  Pain  in  the  Slsin.— This  is  elicited  by  pinching  or  touching 
the  skin  with  the  head  or  point  of  a  pin.  It  is  essentially  a  referred  pain, 
and  may  radiate  very  widely  over  the  abdominal  area,  down  the  groins,  over 


doubt  that,  even  though  a  part  of  the  paio  is  muscular,  some  of  it  at  least  must 
be  due  to  peritoneal  irritation.  The  only  way  to  <Uagnose  between  this  tubal 
pain  and  that  due  to  uterine  contractions,  will  be  by  a  careful  consideration  of 
the  history  of  the  case,  and  the  finding  of  a  definite  tubal  swelling  by  the 
bimanual  method.  Even  then,  the  diagnosis  is  exceedingly  difficult  and  often 
impossible.  Spasmodic  pain  due  to  uterine  conlraclions  is  caused  by  ;  The  onset 
of  abortion  or  labour ;  deficient  development  of  the  uterine  muscle  in  spasmodic 
dysmenorrhoea  ;  expulsion  of  a  growth  from  the  uterus  such  as  a  fibromyoma  ; 
"  after-pains  "  following  labour  ;  gauze  packing  of  the  uterus  after  operations. 

The  differential  diagnosis  of  these  conditions  is  fortunately  easy  ;  but  a  much 
greater  difficulty  is  sometimes  met  with  when  spasmodic  pain  has  to  be  diagnosed 
on  account  of  causes  which  may  not  be  of  genital  origin  at  all.  The  possible 
extraneous  causes  of  spasmodic  pain  have  already  been  outlined  (see  Dysmenor- 
Ri«£A).  and  are  :  Appendicitis,  intestinal,  renal,  or  hepatic  colic,  leaking 
gastric  ulcer,  ruptured  tubal  gestation,  twisted  ovarian  pedicle,  hemorrhage 
into  a  Graafian  follicle,  rupture  of  an  ovarian  cyst  or  pyosalpinx,  dyspepsia, 
and  flatulent  distention  of  the  bowels. 

Bmckache,  or  Sacrtlgla,  is  a  very  common  symptom  in  alt  classes  of  pelvic 
disorders  ;  and  may  be  present  at  the  same  time  as  deep-seated  pain  and  super- 
ficial skin  tenderness.  It  is,  however,  especially  associated  with  chronic  uterine 
congestion  and  endometritis,  displacements  of  the  uterus,  backward  displace- 
ments, downward  displacements  (prolapse),  and  impacted  uterine  or  ovarian 
tumours.  Sometimes  the  only  lesion  to  be  demonstrated  is  a  chronic  cervical 
catarrh  or  a  cervical  erosion.  It  is  a  very  difficult  pain  to  explain  in  all  cases ; 
but  it  is  usually  regarded  as  one  referred  to  the  roots  of  the  actual  nerves 
which  supply  the  uterus,  tubes,  and  ovaries.    In  cases  of  impacted  ti 
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possible  that  the  pain  is  due  to  actual  pressure  on  the  sacral  nerves  at  their  exit 
from  the  bone,  in  which  case  pain  will  also  be  felt  down  the  inner  side  and  backs 
of  the  thighs.  In  cases  of  carcinoma  of  the  cervix^  backache  is  complained  of. 
but  is  always  associated  with  pain  in  the  "  ovarian  regions,"  inguinal  region, 
and  also  radiating  down  the  legs.  It  must  not  be  forgotten  that  this  form  of 
backache  is  not  necessarily  of  genital  origin,  but  may  be  the  result  of  many 
other  lesions.  Thus,  it  may  be  the  result  of  some  irritating  urinary'  constituent, 
like  excess  of  urates  and  phosphates ;  also  it  may  accompany  a  calculus  in  the 
ureter  or  some  lesion  of  the  renal  pelvis.  As  a  rule,  in  renal  cases,  the  pain  is 
situated  rather  higher  up.  Further,  caries  of  the  spine  low  down,  growths  of 
the  spine,  or  of  the  spinal  cord  membranes,  may  give  rise  to  it.  Inflammation 
of  the  sacro-iliac  joint,  rectal  growths,  haemorrhoids,  and  ulcers,  may  be  its 
originating  cause.  It  is  clear  that  a  correct  diagnosis  in  any  case  cannot  be 
made  without  a  complete  examination  of  all  these  structures,  combined  with 
careful  urinary  analysis.  Thos.  G.  Stevens. 

PAIN  IN  THE  PENIS — is  a  symptom  which  occurs  frequently  in  urinary 
surgery,  not  only  in  association  with  lesions  of  the  penis  or  urethra,  but  also 
as  a  referred  pain  with  disease  of  the  prostate,  bladder,  or  kidney.  The  sym- 
ptom is  one  which  is  common  to  many  diseases,  so  that  in  the  diagnosis  of  any 
case,  due  consideration  must  be  given  to  the  other  symptoms  accompanying 
it,  without  placing  too  much  reliance  on  a  single  symptom  which  may  point 
strongly  to  the  urethra  or  bladder. 

Penile  pain  may  be  t)resent  either  during  or  immediately  after  micturition, 
or  may  be  entirely  independent  of  the  act.  It  may  be  said  generally  that 
if  pain  is  felt  only  during  micturition  there  is  some  inflammatory  lesion  of 
the  urethra  or  prostate ;  whilst  if  it  occurs  immediately  after  the  flow  of  the 
urine,  it  suggests  some  lesion  in  the  urinary  bladder.  On  the  other  hand,  pain 
may  be  present  quite  apart  from  micturition,  due  to  various  diseases  of  the 
penis,  bladder,  ureter,  or  kidney. 

The  term  "  pain,"  too,  is  a  relative  quantity,  varjdng  with  the  nervous 
susceptibility  of  the  patient,  for  what  is  pain  in  one  may  be  merely  discomfort 
in  another,  so  that  the  patient's  account  may  have  to  be  discounted  to  a  certain 
extent  by  the  clinician. 

I. — Pain  in  the  Penis  experienced  During  Micturition. 


This  may  be  caused  by  : — 

I.  Diseases  of  the  Urethra — 
Acute  inflammations 
The   passage  of  a  calculus  or 

the  impaction  of  the  latter 
Stricture  of  the  urethra 
Injury  of  the  urethra. 


2.  Diseases  of  the  Prostate — 

Acute  prostatitis 
Prostatic  abscess 
Prostatic  carcinoma. 

3.  Diseases  of  the  Bladder — 

Acute  cystitis 
Vesical  calculus 
Villous  papilloma 
Pedunculated  carcinoma. 


I.  Diseases  of  the  Urethra. — By  far  the  most  common  cause  of  pain  in  the 
penis  occurring  during  micturition  is  an  acute  inflammation  of  the  urethra, 
usually  gonorrhceal,  but  occasionally  of  a  septic  origin.  In  the  earliest  stages 
of  an  acute  urethritis,  before  any  marked  urethral  discharge  is  apparent,  there 
is  usually  a  sense  of  smarting  or  tingling  in  the  terminal  urethra,  which  becomes 
more  marked  as  the  discharge  increases,  when  it  is  of  a  burning  or  scalding 
character.     The  occurrence  of  this  pain  during  micturition  within  a  few  days  of 


Injury  of  Ike  Urethra  may  cause  pain  during  micturition.  The  urethra  may 
be  injured  by  a  fall  on  the  perineum,  by  a  kick  or  blow,  or  by  the  faulty  or 
careless  passage  of  instruments  ;  it  may  also  be  injured  or  lacerated  in  association 
with  a  fracture  o£  the  pelvis.  The  urethra  may  be  merely  bruised,  may  be 
lacerated  on  one  aspect,  or  may  be  completely  ruptured.  If  the  urethra  be 
injured,  there  is  usually  an  appearance  of  blood  at  the  external  urinary  meatus, 
together  with  a  contusion  in  the  perineum  or  along  the  course  of  the  urethra, 
if  the  laceration  is  caused  by  direct  injury.  Any  attempt  at  micturition  causes 
pain  in  the  penis,  whilst  urine  may  or  may  not  be  expelled  from  the  meatus, 
dcpendingupon  the  extent  of  tile  injury,  ormay  beextravasated  into  the  perineal 
or  scrotal  tissues.  As  a  rule,  no  difficulty  will  be  experienced  in  the  diagnosis, 
but  in  any  suspected  case  the  greatest  care  should  be  exercised  in  passing  an 
instrument  into  the  urethra, 

1.  DlMUM  of  (he  ProsUU.^Any  acute  inflammation  ol  the  prostate  causes 
pain  in  the  urethra  during  micturition.  Thus  acule  prostalttis  and  prostatic 
abscess  both  give  rise  to  pain  during  micturition,  in  addition  to  increased 
frequency  and  difficulty  during  the  act.  Both  are  usually  sequelae  of  an  acute 
urethritis,  and  whereas  an  acute  prostatitis  is  accompanied  by  a  temperature 
raised  to  iao°F.  or  loi"  F.,  a  prostatic  abscess  causes  the  usual  rise  and  fall 
in  temperature  common  to  septic  processes.  The  diagnosis  of  the  two  conditions 
is  readily  made  on  a  careful  rectal  examination,  when  the  acutely  inflamed  gland 
presents  a  much  enlarged,  smooth -surfaced  prominence  in  the  rectum;  whilst 
if  an  abscess  be  present,  a  softer  area  in  the  inflamed  gland  can  usually  be 
detected. 

Adenomatous  enlargement  of  the  prostate  gives  rise  to  no  penile  pain  during 
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micturition :  neither  does  the  prostate  containing  tuberculous  deposits,  but  p>ain 
in  the  penis  is  occasionally  present  during  micturition  in  cases  of  prostatic 
carcinoma^  owing  to  the  direct  infiltration  of  the  urethral  mucous  membrane. 
Prostatic  carcinoma  is  by  no  means  uncommon,  and  whilst  in  its  general 
symptoms  it  resembles  those  of  prostatic  adenoma,  there  is  a  marked  difference 
found  on  digital  examination  of  the  gland  per  rectum.  The  carcinomatous 
gland  presents  rounded  areas  of  densely  infiltrated  tissue,  in  contradistinction 
to  the  elastic,  uniform  feel  of  the  adenomatous  variety  ;  the  whole  gland  is 
fixed  and  immovable,  and  in  advanced  stages  distinct  infiltration  of  the  lateral 
pelvic  lymphatics  may  be  felt  extending  from  the  lateral  aspects  of  the  affected 
organ. 

Care  must  be  taken  not  to  mistake  the  hard  nodules  felt  in  a  prostate  containing 
calculi  for  carcinoma.  With  calculous  disease,  the  gland  is  not  fixed  and  is  only 
slightly  enlarged,  whilst  on  gentle  pressure  with  the  examining  finger  the  calculi 
may  be  felt  to  grate  upon  each  other.  During  the  passage  of  a  catheter  through 
the  prostatic  urethra,  distinct  grating  may  be  felt  if  any  calculus  has  ulcerated 
the  urethral  wall. 

3.  Diseases  of  the  Bladder  may  cause  penile  pain  during  micturition  under  cer- 
tain circumstances,  although  it  is  much  more  common  to  find  that  pain  in  vesical 
disease  follows  the  completion  of  micturition.  In  acute  cystitis,  penile  pain  is 
present  throughout  micturition,  due  to  the  intense  congestion  of  the  vesical 
mucous  membrane  of  the  trigone  and  around  the  internal  urethral  orifice.  The 
other  symptoms  of  acute  cystitis,  namely  suprapubic  pain,  pyrexia,  increased 
frequency  of  micturition,  and  the  presence  of  pus  and  blood  in  an  acid  urine, 
are  sufficient  for  the  diagnosis. 

Pain  during  micturition  in  other  vesical  lesions  is  caused  whenever  there  is 
any  sudden  obstruction  to  the  normal  flow  of  urine  by  the  implantation  of  some 
body  against  the  internal  urethral  orifice.  This  may  occur  with  a  small  calculus 
or  with  a  pedunculated  tumour,  whether  simple  or  malignant,  when  during 
micturition  the  flow  is  suddenly  arrested,  accompanied  by  a  shooting  pain  in 
the  urethra,  whilst  after  an  interval  of  a  few  seconds  the  stream  may  be  re- 
established.  With  vesical  calculus,  the  urine  may  be  normal  or  may  contain 
pus  and  blood  if  the  bladder  has  become  infected  ;  there  is  penile  pain  after 
micturition,  and  the  stone  may  be  felt  with  a  sound.  With  a  simple  villous 
papilloma  there  is  no  pain  unless  part  of  the  fimbriated  portion  of  the  tumour 
engage  in  the  urethral  orifice  during  micturition,  but  there  are  usually  recurrent 
attacks  of  profuse  haematuria,  whilst  in  a  villus- covered  carcinoma  there  is 
increased  frequency  of  micturition,  with  pain  following  the  act,  more  or  less 
constant  haematuria,  and  usually  pyuria.  Upon  rectal  or  vaginal  examination, 
the  base  of  the  bladder  may  be  felt  to  be  infiltrated,  but  by  far  the  most 
valuable  means  of  diagnosis  between  the  three  conditions  is  cystoscopy, 
when  a  calculus  or  villous  tumour  is  readily  seen,  whilst  a  pedunculated 
carcinoma  appears  as  a  dark  red  tumour  covered  with  stunted  processes. 
(See  Plate  VI). 

II. — Penile  Pain  following  Micturition. 

This  symptom  is  common  to  many  lesions  of  the  urinary  bladder,  more 
especially  those  in  which  there  is  any  ulceration  or  infiltration  of  the  basal  areas. 
The  particular  pain  felt  by  the  patient  is  described  as  a  sharp  pricking  or  tingling 
sensation  at  the  terminal  part  of  the  penis  on  the  cessation  of  micturition, 
lasting  some  minutes  and  causing  a  desire  to  squeeze  the  glans.  It  has  often 
been  described  as  t>'pical  of  vesical  calculus,  but  this  is  very  far  from  being  the 
case,  and  it  rather  points  to  some  affection  causing  changes  in  the  trigonal 
portion  of  the  bladder. 
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with  a  cystoscope  rather  than  by  the  usual  vesical  sound  ;  with  a  sound  a  small 
cakulus,  or  one  contained  in  a  vesical  pouch,  may  be  missed,  whilst  with  a 
cystoscope  it  is  readily  seen,  its  approximate  size  determined,  and  any  other 
condition  of  the  bladder  accompanying  or  simulating  calculus  may  be  diagnosed 
with  certainty.     (See  Plates  V,   VI.) 

Vesical  tuberculosis  may  be  a  primary  affection,  but  is  more  frequently  second- 
ary to  tuberculous  disease  in  some  other  part  o(  the  genito- urinary  tract.  It 
causes  marked  penile  pain  after  micturition,  together  with  pyuria  and  a  tinge 
oi  blood  in  the  terminal  drops  of  urine  ;  the  frequency  of  micturition  is  increased 
during  both  day  and  night,  and  is  uninfluenced  by  rest,  thus  differing  from  the 
increased  frequency  of  calculous  disease.  Vesical  tuberculosis  usually  occurs 
in  young  adults,  but  it  must  be  distinguished  carefully  from  other  vesical 
infections,  and  more  particularly  from  renal  tuberculosis,  in  which  symptoms 
referable  to  the  bladder  are  commonly  present  before  the  bladder  is  attacked  by 
disease.  In  a  young  patient  in  whom  increased  frequency  of  micturition,  pyuria, 
and  penile  pain  are  present,  a  search  should  be  made  for  any  tuberculous  focus, 
especially  in  the  testes,  prostate,  and  seminal  vesicles,  or  for  nihrked  thickening 
of  the  terminal  ureter  as  felt  per  rectum,  whilst  a  careful  search  should  be 
made  for  the  tubercle  bacillus  in  the  urine.  A  cystoscopic  examination  may  be 
necessary  to  determine  the  extent  of  the  disease  (Plate  V,  Fig.  E),  but,  speaking 
generally,  the  less  instrumentation  that  is  carried  out  in  these  cases  the  better. 

Vesical  Tumours.  —  Carcinoma  of  the  bladder  occurs  in  two  forms ;  the 
infiltrating  epithelioma  and  the  villus- covered  carcinoma.  Either  form  mcst 
commonly  begins  in  the  basal  portion  of  the  bladder,  the  muscular  planes 
of  which  become  infiltrated.     For  this  reason,  the  contraction  of  the  bladder 
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wall  during  micturition  causes  pain  which  is  referred  to  the  terminal  portion  ot 
the  urethra.  Both  forms  occur  in  elderly  patients,  and  give  rise  to  increased 
frequency  of  micturition  during  both  day  and  night,  and  to  haematuria.  They 
also  often  give  rise  to  renal  pain  when  the  infiltration  has  extended  to  the 
ureteric  orifice  in  the  bladder.  The  base  of  the  bladder  may  be  found  per  rectum 
to  be  infiltrated,  or  enlarged  glands  may  be  felt  in  the  lateral  pelvic  space,  and 
a  cystoscopic  examination  will  usually  clear  up  the  diagnosis  (Plate  VI,  Figs. 
FyG). 

Whereas  the  carcinomatous  growths  of  the  bladder  give  rise  to  penile  pain 
after  micturition  from  the  direct  infiltration  of  the  vesical  walls,  the  peduncu- 
lated villus-covered  carcinoma  and  the  simple  villous  papilloma  may  give  rise 
to  sharp  penile  pain  during  micturition,  from  the  blocking  of  the  internal 
urethral  orifice  with  a  process  of  growth.  The  occurrence  of  this,  together  with 
attacks  of  profuse  haematuria,  are  evidence  of  a  pedunculated  growth.  On 
cystoscopic  examination,  the  carcinomatous  pedunculated  tumour  is  seen  to  be 
covered  by  blunt,  stunted  processes  ;  it  is  often  multiple,  whereas  the  innocent 
villous  papilloma  is  single  and  presents  much  more  dehcate  fimbriai. 

Acute  cystitis  causes  tingling  pain  in  the  penis  after  micturition  from  the 
inflammatory  infiltration  of  the  trigonal  area.  The  mode  of  onset,  the  character 
of  the  pain,  and  other  symptoms  of  cystitis  will  point  to  the  cause  of  the  pain. 

Bilharzia  hamatobia  gives  rise  to  clinical  symptoms  ver>'  similar  to  that  of 
vesical  tuberculosis.  The  history  of  residence  in  an  infected  district,  the  micro- 
scopical examination  of  the  urine  for  ova  (see  Fig.  13,  p.  93),  and  the  typical 
cystoscopic  appearance  of  the  bladder  (see  Plate  VI,  Fig.  K)  will  render  the 
diagnosis  apparent. 

2.  Ureterlo  lesions  not  infrequently  produce  pain  in  the  glans  penis  after 
micturition,  and  may  cause  considerable  diflftculty  in  the  diagnosis  from  vesical 
disease. 

When  a  calculus  becomes  impacted  in  the  narrowed  terminal  or  intramural 
portion  of  the  ureter,  symptoms  are  produced  almost  exactly  similar  to  those 
of  vesical  calculus  or  tuberculosis,  namely,  increased  frequency  of  micturition, 
pain  in  the  glans  penis  after  micturition,  and  a  small  amount  of  pus  and  blood  in 
the  urine.  Intimate  knowledge  of  the  history  of  the  illness  will  often  be  of  value 
in  these  cases ;  the  first  attack  of  pain  is  usually  described  as  being  sudden, 
and  felt  in  the  renal  angle  posteriorly,  passing  forward  above  the  iliac  crest  and 
spine,  and  finally  becoming  localized  at  the  situation  of  the  external  abdominal 
ring.  The  calculus  may  become  impacted  in  the  terminal  inch  of  the  ureter, 
when,  in  addition  to  this  pain,  increased  frequency  of  micturition  and  penile 
pain  are  added.  In  a  recent  case  under  the  author's  care,  in  which  a  small 
oxalate  calculus  was  impacted  in  the  terminal  part  of  one  ureter,  there  were 
frequent  attacks  of  fairly  profuse  haematuria,  suggesting  a  villous  papilloma, 
but  this  is  probably  infrequent.  With  ureteric  calculus  there  is  usually  pain 
in  the  kidney  of  the  affected  side  from  the  dilatation  of  the  pelvis  of  the  latter, 
due  to  the  increased  renal  tension. 

The  diagnosis  6f  these  cases  is  not  so  difficult  if  a  careful  enquiry  is  made 
into  the  history  and  symptoms,  and  so  long  as  it  is  remembered  that  increased 
frequency  of  micturition  and  penile  pain  may  be  caused  by  ureteric  impaction  of 
a  calculus.  A  good  skiagraphic  examination  of  the  pelvic  areas  may  show  the 
shadow  of  a  stone,  whilst  the  latter  may  be  felt  occasionally  as  a  small,  painful 
nodule  above  the  seminal  vesicles  upon  examination  per  rectum.  A  cystoscopic 
examination  also  affords  valuable  information,  not  only  in  excluding  vesical 
lesions,  but  by  giving  a  distinct  indication  of  ureteric  calculus  by  the  marked 
congestion  and  dilatation  of  the  blood-vessels  in  the  immediate  vicinity  of  the 
ureteric  orifice.     A  small  bougie  passed  into  the  ureter  may  meet  with  obstruction 


so  that  small  calculi  may  be  passed  in  the  urinary  stream,  or  some  may 
pass  back  along  tbe  dilated  prostatic  urethra  into  the  bladder.  If  a  calculus 
projects  from  the  prostate  into  the  urethra,  it  causes  pain  in  tbe  penis  after 
ion.  A  diagnosis  of  prostatic  calculus  is  often  made  by  the  grating 
n  imparted  to  a  catheter  in  traversing  the  prostatic  urethra,  whilst  on 
rectal  examination  the  calculus  may  be  felt  as  an  isolated,  hard  nodule  in  the 
gland,  or,  if  more  than  one  is  present,  by  the  crepitation  of  one  upon  another 
on  digital  pressure  in  the  rectum. 

4.  5.  DiMtnsof  the  Rtclumand  Anus  may  occasionally  give  ^ise  to  penile  pain 
following  micturition,  apart  from  any  infection  of  the  bladder  or  prostate.  Thus, 
a  carcinoma  in  the  anal  canal,  a  rectal  fissure,  or  an  inflamed  hemorrhoid  may 
occasionally  cause  pain  in  the  penis,  but  in  each  the  local  symptoms  of  the 
trouble  will  be  the  more  marked,  and  little  difficulty  will  be  found  in  the 
diagnosis  if  a  local  examination  is  mide  with  care. 

III. — Pain  Apart  from  Mictcrction. 
Under  the  above  divisions  the  symptom  penile  pain  has  been  considered 
in  relation  to  the  act  of  micturition,  and  it  remains  to  consider  some  condi- 
tions giving  rise  to  pain  in  the  penis  apart  /ram  urination.  These  include 
certain  local  lesions  of  the  penis  and  urethra,  and  also  the  pains  referred 
from  disease  elsewhere.  Although  a  local  lesion  may  cause  little  more  than 
discomfort  in  many  patients,  in  some  it  is  described  as  pain,  the  degree  oi  which 
depends  upon  the  nervous  susceptibility  of  the  patient.  Thus,  penile  pain  may 
be  present  with  acute  iirelhrilis,  with  balanitis  in  association  with  phimosis, 
with  paraphimosis,  or  with  the  lymphangitis  oi  the  organ  due  to  a  septic  sore  or 
abrasion  of  the  skin  or  mucous  membrane.     In  some  instances  herpes  of  the 
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prepuce  or  penile  skin  causes  distinct  pain.  Any  infiltration  ot  the  cavernous 
tissue  of  the  penis  causes  pain  during  erection  of  the  organ  ;  thus  during  an 
attack  of  acute  urethritis,  the  common  symptom  known  as  chordee  arises  from 
this  cause,  whilst  in  a  chronic  form,  cavernitis  may  be  due  to  infiltration  in 
association  with  tertiary  syphilis  or  to  gouty  diathesis,  so  that  erection  of  the 
organ  is  only  partial  or  confined  to  the  proximal  part,  and  causes  pain.  Another 
condition  causing  the  same  condition  arises  from  the  organization  of  a  hematoma 
in  the  cavernous  tissues  of  the  penis  following  upon  a  local  injury',  either  from 
external  violence  or  during  forcible  attempts  at  coitus. 

Epithelioma  of  the  penis  occasionally  gives  rise  to  pain  in  the  organ. 

Pain  may  be  felt  in  the  penis  in  some  cases  of  renal  colic,  in  which  case  it  is 
classed  as  a  referred  pain.  Thus,  in  the  acute  colic  accompanying  the  passage 
of  a  calculus,  blood-clot,  or  d6bris  of  caseous  material,  aching  pain  may  be  felt 
in  the  penis  quite  apart  from  the  increased  desire  to  pass  urine.  Penile  pain 
is,  however,  only  a  minor  detail  in  the  presence  of  the  severe  pain  in  the  loin,  and 
is  often  only  lightly  alluded  to.  R.  H.  Jocelyn  Swan. 

PAIN  IN  THE  PERINEUM.-— Pain  in  the  perineum  is  a  symptom  which  is 
often  mentioned  by  patients  in  giving  their  history  of  some  affection  of  the 
genito-urinary  apparatus  or  of  other  organs,  but  usually  only  as  a  dull  aching 
pain,  of  which  little  notice  is  taken,  as  it  is  generally  of  minor  consequence  in 
comparison  with  other  more  striking  symptoms.  The  complaint  of  perineal  pain 
per  se  does  not  convey  much  information  to  the  clinician,  and  it  is  practically 
never  present  as  the  only  symptom  in  a  case. 

Aching  in  the  perineum  is  frequently  present  in  diseases  of  the  following 
organs : — 


Prostate — 

Acute  or  subacute  inflammation 

Abscess 

Tuberculosis 

Calculus 

Adenomatous  enlargement 

Carcinoma. 
Seminal  Vesicles — 

Acute  inflammation 

Tuberculosis. 
Urinary  Bladder — 

Cystitis 

Tuberculosis 

Calculus 

Carcinoma. 
Urethra — 

Traumatism  and  rupture 

Stricture  with   extravasation  or 
urethral  abscess 

Fistula 

Calculus    impacted    in    bulbous 
portion. 


Testicle — 

Congenital    misplacement    in 
perineum. 
Anal  Area — 

Haemorrhoids 

Fissure 

Boil 

Carbuncle 

Ulcer 

Carcinoma. 
Vagina — 

Acute  inflammation 

Inflammation    or     abscess     of 
Bartholin's  glands 

Cystocele 

Epithelioma. 
Cutaneous  Diseases — 

Intertrigo 

Eczema,  gouty  and  diabetic 

Condylomata. 


From  the  foregoing  list  it  will  be  seen  that  aching  in  the  perineum  occurs 
with  numerous  different  lesions,  but  other  symptoms  are  in  almost  every 
case  more  marked.  These  have  already  been  discussed  elsewhere,  and  to  them 
reference  should  be  made.  r.  h.  Jocelyn  Swan. 

PAIN  IN  THE  SHOULDER. — (See  Pain  in  the  Extremity,  Upper.) 
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PAIR  IH  THE  BPIHAL  BBOIOH,  CERVICAU— (Sm  Pain  in  thx  Back.) 

PAIir  Df  THB  SFIITAL  RIGIOIT,  COCCTQBAL^(See  Pain  in  thx  Back.) 

PAIN  IH  THB  SPIRAL  RBOIOIT,  DORSAL.— (See  Pain  in  thb  Back.) 

PADT  IH  THE  SPIHAL  REGIOIT,  LUMBAR.^Sec  Pain  in  tbk  Back.) 

PAIK  IH  THB  SPIHAL  REQIOR,  SACRAL.— (See  Pain  in  the  Back.) 

PAIR  IH  THB  STBSHAL  BBOIOH.— <See  Pain  in  the  Chest.) 

PAIH  IR  THE  TESTICLE. — ^Pain  of  a  varying  degree  may  be  -pt 
the  testicle  in  many  conditions,  and  it  is  well  for  the  coniidenttio' 
symptom  to  discuss  it  tinder  separate  headings  into  which  the  vario 
fall,  namely: — 


'he 

reached  the  prostatic  portion  of  the  urethra,  the  orifices  of  the  vasa  deferentia 
may  become  infected,  and  inflammation  spreads  rapidly  along  the  duct  to  the 
epididymis  and  testis.  Whilst  formerly  the  occurrence  of  an  acute  inflammatory 
condition  of  the  testis,  following  upon  some  form  of  urethritis,  was  looked  upon 
as  "  metastatic,"  it  has  been  shown  that  this  view  is  no  longer  tenable,  and  that 
we  must  look  upon  it  as  a  direct  spread  of  infection  vi4  the  vas  deferens. 

Causes  of  Acute  Epididymo-orckitis  : — 

Causes  of  urethral  origin  ; — 


Gonorrhceal  urethritis 
Septic  urethritis 
Passage  of  catheters 
Urethral  instrumentation 
Ulceration  behind  a  stricture 


Ulceration  about  an  impacted 
calculus  or  a  prostatic  calculus 

Injections  into  the  posterior 
urethra. 


Acute  epi did >Tno. orchitis  begins  as  a  painful  thickening  of  the  epididymis 
associated  with  febrile  symptoms.  Before  any  actual  pain  is  noticed  in  the 
testis,  there  is  often  a  sense  of  discomfort  and  weight  over  the  external  abdominal 
ring  and  inguinal  canal  due  to  the  inflammatory  process  extending  along  the 
vas  deferens.     The  swelling  of  the  epididymis  increases,  and  with  it  the  tubules 
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of  the  testis  proper  become  infected,  causing  swelling  of  its  body  and  increase 
of  pain.  The  whole  organ  thus  becomes  enlarged,  and  it  is  often  exquisitely 
tender,  the  touch  of  the  clothes  or  the  most  gentle  examination  causing  pain. 
The  swollen  gland  is  often  flattened  on  the  outer  and  posterior  aspect  from 
pressure  against  the  adductor  muscles  of  the  thigh  ;  the  vas  deferens  and  tissues 
of  the  spermatic  cord  are  thickened. 

By  far  the  most  common  cause  of  an  acute  epidid>ino-orchitis  is  an  acute 
gonorrhceal  urethritis.  During  the  third  week  of  the  disease  the  prostatic  portion 
of  the  canal  frequently  becomes  infected,  when  the  orifices  of  the  ejaculatory  ducts 
may  share  in  the  inflammation,  and  infection  be  conveyed  by  the  vas  deferens 
to  the  testicle.  Similarly,  but  less  frequently,  infection  may  arise  from  a  septic 
posterior  urethritis ^  contracted  during  connection  with  a  woman  the  subject  of  a 
vaginal  leucorrhoea.  The  gonorrhceal  form  of  acute  epididymo-orchitis  usually 
resolves  slowly,  and  shows  very  little  liability  to  suppurate,  whereas  the 
inflammation  resulting  from  a  staphylococcal  or  a  streptococcal  infection  may 
break  down  into  a  testicular  abscess. 

Acute  epididymo-orchitis  may  also  arise  from  septic  processes  in  the  urethra 
following  upon  the  passage  of  catheters^  of  instruments  for  vesical  operations, 
such  as  lithotrity,  from  ulceration  behind  a  urethral  stricture  or  about  a  calculus 
in  prostatic  urethra,  and  occasionally  after  the  instillation  of  strong  solutions 
into  the  posterior  urethra  in  the  treatment  of  a  chronic  urethritis.  In  any  case 
the  onset  of  pain  and  rapid  swelling  of  the  testis  should  always  lead  to  the 
suspicion  of  urethral  infection,  and  attention  should  be  directed  to  the  urethra 
with  that  in  view.  Bacteriological  examination  of  any  urethral  discharge  is 
essential  (see  Discharge,  Urethral). 

Acute  epididymo-orchitis  occasionally  arises  without  any  preceding  urethral 
infection^  and  uncommonly  occurs  as  a  complication  of  acute  specific  parotitis 
(mumps),  entericOf  scarlet  fever y  or  influenza.  The  testicle  becomes  painful,  and 
enlarges  rapidly  in  the  same  manner  as  in  acute  inflammation  from  urethral 
infection,  and  under  appropriate  treatment  gradually  resolves.  Less  frequently 
testicular  inflammation  may  occur  with  gout  or  acute  rheumatism^  or  after  a 
direct  injury  to  the  organ,  such  as  a  blow  or  squeeze. 

The  pain  in  an  acute  inflammation  is  generally  of  an  aching  character  at  first, 
felt  not  only  in  the  testis,  but  at  the  external  abdominal  ring,  and  often  as  a 
heavy  dragging  pain  in  the  loin  of  the  affected  side.  As  the  testis  enlarges,  the 
local  pain  becomes  more  severe,  so  that  the  swollen  gland  is  exquisitely  tender 
to  pressure  or  to  the  touch.  After  a  few  days  the  pain  subsides  to  a  large  extent, 
but  remains  as  a  dull  ache  until  the  swelling  becomes  greatly  reduced,  and  usually 
disappears  some  time  before  the  organ  returns  to  the  normal  size.  In  a  few  cases 
in  which  a  fibrous  scar  remains  in  the  epididymis,  pain  may  remain  and  cause 
some  difficulty  in  the  diagnosis  from  a  commencing  tuberculous  lesion,  but  the 
earlier  history  of  acute  inflammation  will  help  in  forming  an  opinion.  In  other 
cases  the  persistence  of  the  pain  and  swelling  may  indicate  the  formation  of  an 
abscess  in  the  testicle,  when,  after  decrease  at  first,  the  swelling  increases,  the 
skin  covering  it  becomes  reddened,  and  a  soft  area  becomes  evident  to  one  or 
other  side  of  the  organ. 

2.  Tuberculosis  of  the  Testicle  is  comparatively  common,  occurring  as  a 
primary  disease  or  secondary  to  tuberculous  disease  of  the  kidney,  bladder,  or 
prostate.  It  begins  as  a  localized  deposit  in  almost  all  cases,  causing  a  rounded, 
firm  nodule  in  the  epididymis.  It  frequently  arises  in  the  upper  pole  of 
the  epididymis,  whereas  the  inflammatory  affections  secondary  to  urethral 
infection  begin  in  the  lower  pole.  This  nodule  may  remain  unaltered  for  many 
months,  or  may  enlarge,  soften,  become  adherent  to  the  skin  and  coverings  ol 
the  testicle,  or  actually  ulcerate  through  them  to  form  a  discharging  fistula 


The  outstanding  feature  of  syphilitic  disease  of  the  testicle  is  that  it  affects 
the  body  ol  the  testis  rather  than  the  epididymis,  thus  differing  in  a  marked 
ilci;rec  from  tuberculous  disease.  In  the  interstitial  form  there  is  thickening  of 
the  intertubular  connective  tissue,  with  an  infiltration  of  spindle  cells,  which, 
forming  young  connective  tissue,  yield  fibrous  tissue  when  untreated.  The 
subsequent  contraction  of  this  fibrous  tissue  may  cause  atrophy  of  the  testis. 
The  testis  may,  on  section,  show  small  gummata  in  addition  to  the  diffuse 
orchitis,  or  if  the  inflammation  is  more  localized,  gummata  may  be  the  main 
feature,  these  varying  in  size  from  that  ol  a  pea  to  that  of  a  walnut,  or  larger. 
The  epididymis  is  but  rarely  affected,  but  cases  are  on  record  of  a  nodular 
swelling  in  the  epididymis  during  the  secondary  stage  of  syphilis,  which 
disappeared  rapidly  under  antisyphilitic  treatment. 

In  congenital  syphilis,  both  the  interstitial  and  gummatous  fonns  exist; 
they  usually  occur  in  childhood  or  in  young  adult  life,  and  in  many  cases  the 
affection  is  bilateral.  Syphilitic  inflammation  of  the  testicle  may  be  accompanied 
in  either  the  acquired  or  the  congenital  form  by  a  vaginal  hydrocele. 

There  is  a  sense  of  weight  in  the  scrotum  rather  than  pain,  and  often  an  aching 
or  dragging  feeling  in  the  inguinal  or  lumbar  region.  On  palpation,  the  body 
ol  the  testis  feels  enlarged  and  nodular  with  the  gummatous  deposits,  but 
the  epididymis  can  usually  be  distinguished  from  the  testis  and  be  found  to  be 
unaffected.     The  tissues  of  the  cord  remain  unthickened. 

The  diagnosis  of  syphilitic  disease  of  the  testis  is  usually  simple.  There  may 
or  may  not  be  a  history  of  syphilis,  but  other  signs  of  the  disease  should  be 
looked  lor — thus,  in  the  acquired  form,  any  scar  of  previous  ulceration  or 
periosteal  thickening,   or  in  the   congenital  variety,  signs  in   the  teeth,  eyes. 
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or  ears.     If  any  doubt  remains,  a  positive  Wassermann  reaction  of  the  blood 
or  the  behaviour  of  the  swelling  when  treated  with  large  doses  of  p>otassium 
iodide  and  mercury,  should  be  noted. 

Syphilitic  disease  is  distinguished  from  tuberculous  disease  of  the  testis  by  the 
fact  that  the  epididymis  is  usually  free  from  infection ;  that  the  cord,  prostate, 
and  vesicles  remain  normal ;  and  by  the  comparative  absence  of  pain  in  the 
testicle  upon  pressure  being  made  upon  it.  Tuberculous  deposits  tend  to  soften 
and  to  involve  the  scrotal  coverings  in  spite  of  treatment.  From  chronic  orchitis 
it  is  differentiated  by  the  history  of  traumatism  and  by  the  absence  of  the 
history  or  signs  of  syphilis.  Syphilis  also  tends  to  attack  both  testes.  From 
malignant  tumours  of  the  testis  it  is  distinguished  by  the  history  of  syphilis,  the 
tendency  of  syphilitic  disease  to  be  bilateral,  the  slow  enlargement,  and  a 
positive  Wassermann  reaction.  In  malignant  disease,  the  increase  in  the  size  of 
the  testicle  is  more  rapid,  whilst  the  tumour  often  shows  areas  of  varying 
consistence  ;    the  cord  is  often  enlarged  in  malignant  cases. 

4.  Malignant  Tumours  of  the  Testis  may  give  rise  to  pain  in  the  organ,  but  as 
a  rule  pain  is  only  experienced  in  the  later  stages  of  the  disease.  Both  carcinoma 
and  sarcoma  may  arise  in  the  testis,  but  embryoma  is  more  common,  exhibiting 
both  epithelial  structures  and  a  combination  of  several  forms  of  connective- 
tissue  type— cartilaginous,  myxomatous,  etc.  Clinically,  without  microscopical 
examination,  a  soft  carcinoma  and  a  sarcoma  can  rarely  be  differentiated,  and 
as  their  symptoms  and  history  are  so  similar,  they  may  for  convenience  be 
considered  together.  A  testicle  that  is  the  seat  of  a  malignant  growth  enlarges 
rapidly,  but  as  pain  is  at  first  absent,  there  may  be  nothing  to  arouse  the  patient's 
suspicions.  As  long  as  the  tunica  albuginea  remains  intact,  the  swelling  retains 
the  shape  of  the  testis,  but  when  perforation  of  the  fibrous  covering  takes  place, 
nodular  projections  appear  and  render  the  surface  of  the  tumour  irregular. 
These  projections  are  softer  than  the  remainder  of  the  growth,  and  they  form  a 
valuable  point  in  the  diagnosis.  In  a  rapidly  growing  sarcoma  or  carcinoma  of 
the  testis,  the  mass  may  be  so  soft  as  to  appear  to  be  a  fluid  collection  in  the 
tunica  vaginalis.  Generally,  however,  although  a  growth  may  be  accompanied 
by  a  small  amount  of  fluid  in  the  tunica  vaginalis,  the  more  solid  mass  can  be 
felt  through  the  fluid  on  careful  examination ;  this  fluid  is  often  bloodstained. 
The  epididymis  may  become  incorporated  in  the  growth,  so  that  it  cannot  be 
distinguished,  and  the  tissues  of  the  cord  become  thickened.  The  coverings 
of  the  testis  become  stretched  over  the  tumour ;  the  mass  does  not  become 
adherent  to  the  scrotal  skin  until  late  in  the  disease.  In  both  carcinoma  and 
sarcoma,  the  iliac  and  lumbar  glands  become  enlarged,  and  may  be  felt  in  a 
thin  subject  at  the  brim  of  the  pelvis,  and  pain  due  to  the  pressure  of  these 
glands  upon  nerve  structures  may  become  marked.  The  inguinal  glands  are 
usually  not  enlarged  unless  the  scrotal  skin  is  affected. 

The  diagnosis  of  malignant  disease  of  the  testis  may  be  quite  easy  in  the  case 
of  rapidly  growing  tumours,  but  in  others,  especially  in  the  early  stages,  it 
may  present  great  difficulty. 

Between  sarcoma  and  carcinoma  it  may  be  clinically  impossible  to  distinguish. 
In  quite  early  life  the  tumour  is  more  likely  to  be  a  sarcoma  ;  the  cord  is  thickened 
earlier  in  carcinoma,  but  with  rapidly  growing  tumours  it  may  be  quite 
impossible  to  say  whether  it  is  a  sarcoma,  carcinoma,  or  cmbrj^oma  until  a  piece 
is  examined  under  a  microscope. 

Orchitis  may  be  confused  with  the  more  slowly-growing  forms  of  sarcoma. 
In  both  the  swelling  may  have  followed  an  injury,  and  in  both  there  may 
be  a  syphilitic  history.  Orchitis  is,  however,  more  chronic,  it  retains  more 
the  oval  shape  of  the  testis,  and  does  not  present  the  rounded,  slightly  raised 
bosses  which  are  commonly  present  in  a  sarcomatous  testis.     In  orchitis  the 
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epididymis  is  usually  distinguished  moie  easily,  and  the  cord  is  not  so 
thickened  as  with  a  growth.  Finally,  the  result  of  treatment  with  strapping 
and  with  mercury  and  iodide  will  often  show  the  disease  to  be  of  a  non- 
malignant  nature. 

Chronic  torsion  of  tka  Usticle  is  not  very  uncommon  amongst  habitual  horse- 
riders,  and  sometimes,  if  there  is  no  clear  history  as  to  the  relationship  between 
the  swelling  and  a  saddle  injury,  the  nature  of  the  painful  tumour  may  be  eo 
uncertain  that  operation  and  histological  examination  are  resorted  to. 

Tuberculout  disease  i 
tendency  of  tubercle  t 
become  adherent  to  tbi 
ally  attacks  the  body 
tamour  of  the  organ ; 
a  time,  and  if  no  depi 
diagnosis  between  tube 
very  rare,  so  that  the 

Hamaioeelt. — ^The  di 
the  testis  may  present 
from  an  injury,  whilst 
growth,  accompanied  s 
the  a[>pearance  of  lue 
usually  softer  in  its  wl 
be  taken  not  to  place  1 
blood  from  the  tumom 
happen  equally  with  gn 
or  even  diminish  in  si» 
cord  remains  nnaffecte< 
to  be  lost  in  growth. 
incision  rather  than  a 
proceeded  with. 

Hydrocclr.^X  hydrocele  of  very  long  standing,  an  irregular,  nodular  surface, 
and  the  absence  of  transluccncy  due  to  the  thickened  tunica  vaginalis  and  the 
thick  contents  of  the  sac,  may  simulate  a  new  growth,  but  the  long  history  of 
the  case,  and  the  ab-scnce  of  progressive- increase  in  size  of  the  swelling,  will 
prevent  a  mistake  of  this  kind. 

5.  Cysts  of  the  Testis  occur  most  frequently  in  connection  with  the  epididymis, 
very  rarely  with  the  body  of  the  testis.  These  cysts  are  quite  different  from 
hydrocele  of  the  tunica  vaginalis,  and  are  oJten  spoken  of  as  encysted 
hyiirocelc  of  the  epididymis  or  testis,  or  as  a  spermatocele,  although  all  do 
not  contain  spermatozoa.  They  cause  a  swelling  of  varj'ing  degree  in  the 
scrotum,  and  usually  an  aching  in  the  testicle,  groin,  or  lumbar  region. 
They  may  arise  as  retention  cysts  of  the  tubules  of  the  epididymis  or  from 
one  of  the  fcctal  remains  which  occur  about  the  globus  major  of  the 
epididymis,  namely,  the  organ  of  Girald^s,  the  hydatid  of  Morgagni,  or  the  vas 
aberrans  of  Haller. 

These  cysts  arc  usually  placed  above  and  to  the  outer  side  of  the  testis, 
occasionally  behind  it.  They  move  with  the  organ,  and  can  usually  be  dis- 
tinguished Irom  the  latter  by  the  test  of  translucency.  Their  increase  in  size  is 
very  slow,  but  they  may  cause  aching  pain  in  the  testicle  by  pressure  upon,  or 
stretching  of,  the  tissues  of  the  epididymis.  They  can  be  distinguished  from 
hydrocele  of  the  tunica  vaginalis  by  the  relative  position  of  the  swelling  to  the 
testicle,  and  by  the  fact  that  the  fluid  contained  in  them  is  colourless  or  slightly 
opalescent  from  the  contained  spermatozoa,  in  distinction  to  the  straw-coloured 
Huid  of  a  vaginal  hydrocele. 
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B. — Affections  of  the  Coverings  of  the  Testis  causing  Pain 

IN  the  Organ. 

The  only  common  lesions  of  the  coverings  of  the  testis  are  hydrocele  and 
hamatocele  ;  new  growths  of  the  testicular  tunics  are  so  rare  as  to  render  them 
surgical  curiosities. 

Hydrocele  may  occur  occasionally  as  an  acute  affection  accompanying  an 
acute  epididymo-orchitis,  injury  to  the  scrotum,  or  in  the  course  of  acute 
specific  fevers  such  as  small-pox,  rheumatism,  or  mumps.  Recently  acute 
hydrocele  has  been  described  in  conjunction  with  acute  lesions  of  other  serous 
membranes — multiple  serositis  or  polyorrhymenitis.  The  more  usual  form  of 
hydrocele  is  the  chronic  variety,  which  may  be  due  to  some  disease  of  the  testicle, 
but  for  which,  in  the  majority  of  cases,  no  ascertainable  cause  can  be  found. 

A  hydrocele  may  cause  some  aching  in  the  testicle,  but  more  frequently  it 
causes  a  dragging  sensation  in  the  loin  from  the  mechanical  effect  of  its  weight. 
It  forms  a  swelling  on  one  side  of  the  scrotum,  oval  in  shape,  with  smooth 
uniform  surface  ;  it  gives  a  distinct  sense  of  fluctuation.  The  swelling  is 
distinctly  limited  above  from  the  cord  or  external  abdominal  ring,  and  gives  no 
sense  of  impulse  on  coughing  ;  with  a  good  light  it  can  be  found  in  most  cases  to 
be  translucent,  the  testicle  usually  occupying  a  posterior  and  low  position  in  the 
swelling. 

The  diagnosis  of  hydrocele  is  usually  easy,  but  occasionally,  when  in  old- 
standing  cases  the  walls  are  much  thickened,  difficulty  may  be  experienced. 
A  hydrocele  must  be  diagnosed  from  (i)  A  scrotal  hernia,  (2)  Haematocele, 
(3)  New  growth,  and  (4)  An  encysted  hydrocele  of  the  testis. 

1.  Scrotal  Hernia. — Usually  a  hernia  gives  an  impulse  on  coughing,  can 
be  reduced  into  the  abdomen  with  a  sudden  slip  or  gurgle,  and  varies  in 
size  with  the  position  of  the  patient.  A  hernia  comes  down  from  above  and 
descends  into  the  scrotum.  In  a  large  irreducible  hernia,  some  part  of  it  is 
usuaUy  resonant  from  the  contained  intestine,  the  swelling  is  not  limited  above, 
and  the  testis  can  be  distinguished  at  the  bottom  of  the  scrotum.  A  hydrocele 
is  distinctly  limited  above,  and  the  spermatic  cord  can  be  distinguished  easily ; 
it  gives  no  impulse,  and  is  translucent.  The  testis  in  a  hydrocele  cannot  usually 
be  distinguished  in  the  scrotum  as  in  a  hernia. 

Difficulty  may  arise  between  the  two  conditions  when  the  hydrocele  extends 
along  the  inguinal  canal,  and  thus  gives  an  impulse  on  coughing,  or  if  the  trans 
lucency  is  lost  owing  to  the  thickness  of  the  walls  or  contents  of  the  sac. 
A  scrotal  hernia  in  an  infant  may  be  translucent. 

2.  Hamatocele  is  distinguished  from  hydrocele  by  the  absence  of  translucency, 
the  greater  weight,  and  the  suddenness  of  the  onset,  usually  after  an  injury  or 
puncture.  If  any  doubt  exist,  an  incision  may  be  made  into  the  swelling, 
permission  being  obtained  to  proceed  to  any  form  of  cure  that  may  be  found 
desirable. 

3.  New  Growths  of  the  Testis, — A  hydrocele  is  of  much  slower  rate  of  increase 
in  size,  of  smooth  surface  and  uniform  consistence,  and  is  translucent. 

4.  Encysted  Hydrocele  of  the  Testis  (see  above). 

HflBmatoeele  may  occur  as  the  result  of  tapping  a  hydrocele,  from  puncture 
of  a  vein  in  the  sac  or  of  the  testicle,  or  by  the  occurrence  of  bleeding  into  a 
hydrocele.  It  may  occur  quite  independently  of  a  hydrocele,  usually  after 
direct  injury.  As  a  rule  there  is  a  rapid  onset  of  swelling  in  the  scrotum  following 
the  injury,  with  ecchymosis  of  the  scrotal  skin  ;  the  resulting  tumour  resembles 
a  hydrocele  in  its  clinical  symptoms,  save  that  it  is  not  translucent.  In  other 
cases  the  swelling  arises  more  slowly,  when  a  p>'Tiform  or  oval  swelling  is  present 
in  one  side  of  the  scrotum  covered  by  normal  skin  ;  the  surface  of  the  swelling  is 


organ,  and  thus  give  rise  to  pain  ;  but  in  addition,  owing  to  the  effect  of  constant 
muscular  strains  and  the  comparative  immobility  of  the  organ,  it  is  particularly 
liable  to  recurrent  attacks  of  traumatic  inflammation,  especially  when  the  testis 
i?  retained  in  the  inguinal  canal  :  in  the  intra-abdominal  position  it  remains 
protected  from  muscular  injury,  whilst  ectopic  testicles  have  a  greater  range  of 
mobility  than  has  one  that  is  retained  in  the  inguinal  canal.  The  inflammation 
of  an  undescended  testicle  may  be  so  acute  as  to  lead  to  gangrene  of  the  organ, 
with  or  without  torsion  of  the  cord. 

The  pain  may  be  first  complained  of  when  the  testes  begin  to  swell  at  puberty, 
at  which  time  an  undescended  right  testicle  may  produce  symptoms  easily 
mistakeable  for  appendicitis. 

The  diagnosis  of  undescended  testicle  rests  upon  the  following  points :  the  fact 
that  one  side  of  the  scrotum  is  empty,  the  outline  and  situation  of  a  swelling  in 
the  inguinal  canal  or  elsewhere,  the  testicular  sensation  upon  pressure,  and  the 
recurrent  attacks  of  pain.  An  undescended  testicle  may  give  rise  to  acute 
pain  from  inflammatory  lesions  or  from  acute  torsion  of  the  organ,  and  may, 
if  placed  in  the  inguinal  canal,  give  rise  to  symptoms  suggestive  of  a 
strangulated  hernia.  It  must  be  remembered  also  that  a  partially  descende<l 
testicle  is  often  accompanied  by  an  inguinal  hernia.  It  is  also  stated  that  the 
misplaced  testis  is  prone  to  become  the  seat  of  malignant  disease. 

£. ^Testicular   Pain   from  Lesions  other  than   in   the   Testicle. 
It  is  necessary  to  mention  this  class  of  case,  in  which  complaint  is  made  of 
testicular  pain,  when  on  clinical  examination  the  testis  is  found  to  be  normal. 
After  an  acute  inflammation  of  the  organ,  even  when  no  palpable  iio< 
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the  resulting  cicatrization  may  cause  an  aching  in  the  organ,  especially  after 
sexual  excitement  or  prolonged  desire.  Apart  from  former  testicular  disease, 
pain  may  be  felt  in  the  organ  if  a  calculus  be  present  in  the  pelvis  of  the  kidney 
or  upper  ureter^  with  a  marked  degree  of  oxaluriay  or  from  stimulation  of  the 
peripheral  nerves  by  carcinoma  of  the  bodies  of  the  lumbar  vertebra  or  the  pressure 
of  an  aneurysm  in  this  situation.  R.  h.  Jocelyn  Swan. 

PAIN  IN  THE  THIGH. — (See  Pain  in  the  Extremity,  Lower.) 
PAIN  IN  THE  THROAT.— (See  Sore  Throat.) 

PAIN   IN  THE   UMBILICAL   REGION.— 

Pain  associated  with  External  Swelling. — This  may  be  due  to  the  following 
causes : — 

.  Umbilical  Hernia. — This  is  common  in  young  infants,  and  also  in  fat,  middle- 
aged  people,  particularly  women  who  have  borne  children.  Attention  is  often 
first  called  to  the  protrusion  by  the  presence  of  pain.  In  the  early  stages,  while 
the  hernia  is  yet  small,  it  may  easily  be  overlooked,  especially  if  the  patient  is 
obese.  The  swelling  is  usually  globular  in  shape,  has  an  impulse  on  coughing, 
and  may  or  may  not  be  reducible.  In  a  very  large  proportion  of  cases  the  hernia 
is  irreducible,  and  it  nearly  always  contains  omentum. 

Sebaceous  Cyst. — ^This  is  found  not  uncommonly  at  the  umbilicus.  It  presents 
itself  as  a  small  spherical  swelling,  which  might  be  mistaken  for  a  small 
irreducible  umbilical  hernia.  There  is,  however,  no  direct  impulse  on  coughing, 
and  the  swelling  is  attached  to  the  skin.  There  is  generally  but  little  pain  unless 
the  cyst  has  become  injured  or  inflamed. 

New  Growth. —  Occasionally  the  umbilicus  is  the  seat  of  a  small  secondary 
nodule  of  growth  which  has  been  brought  by  the  vessels  in  the  round  ligament 
from  the  neighbourhood  of  the  liver.  It  may  furnish  a  clue  in  making  the 
diagnosis  of  an  obscure  abdominal  ailment. 

Eczema  Intertrigo. — Very  obese  people  of  uncleanly  habits  may  suffer  from 
this  trouble  at  the  umbilicus. 

Divarication  of  the  Recti  Muscles. — A  patient  lying  in  the  recumbent  posi- 
tion may  show  no  evidence  of  this  condition.  Diffuse  pain  is  complained  ot 
about  the  umbilicus,  and  the  divarication  is  at  once  made  evident  if  the  patient 
is  asked  to  lift  the  head. 

Pain  associated  with  Internal  Swelling. 

Tuberculous  peritonitis  with  formation  of  a  localized  abscess  is  the  commonest 
cause  of  pain  and  a  swelling  situated  inside  the  abdomen  at  the  umbilicus.  The 
patient  is  usually  a  child,  and  presents  well-marked  signs  of  chronic  abdominal 
disease. 

Carcinoma  of  the  Pylorus  or  Carcinoma  of  the  Colon  may  present  as  an  umbilical 
tumour,  especially  if  it  has  become  fixed  by  adhesions,  but  it  can  usually  be 
diagnosed  without  difficulty  on  account  of  the  special  symptoms  arising  in 
each  case. 

Pain  without  Swelling  or  other  Localizing  Symptoms. 

The  causes  of  umbilical  pain  are  so  numerous  and  varied,  that  in  order  to 
mention  all  it  would  be  necessary  to  enumerate  nearly  all  abdominal  complaints. 
This  cannot  be  done  here,  but  an  indication  will  be  given  of  possible  causes 
in  patients  in  whom  no  trace  of  abdominal  disease  can  be  found,  and  who  still 
complain  of  pain  at  or  about  the  umbilicus. 

Tabes  Dorsalis. — The  only  complaint  of  the  patient  may  be  of  abdominal 
pain,  often  referred  to  the  region  of  the  umbilicus.  The  typical  gastric  crises 
may  bs  replaced  by  a  much  more  diffuse  pain,  and  more  than  one  person  has 
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been  operated  on,  and  a  gastro-enterostomy  performed,  under  a  mistaken  dia- 
gnosis. A  systematic  examination  of  the  knee-jerks,  pupil-reflexes,  etc.,  Bhoald 
be  made  in  all  cases. 

Lead  Poiiotiinf.— Severe  attacks  of  cramp-like  abdominal  pains  referred  to 
the  umbilicus  may  be  the  chief,  or  even  the  only,  symptom  of  plumbism.  The 
patient's  occupation  may  suggest  the  diagnosis  ;  a  bine  line  may  be  found  upon 
the  gums  ;  lead  may  be  discovered  in  tbe  urine  after  evaporation  of  a  bulk  to 

Tumour  of  tin  Spinal  Column  or  Cord,  Spinal  Caries,  and  Compression 
Myelitis.— ThaVi^  a  less  common  source  of  error,  these  must  be  home  in  mind. 
Owing  to  its  situation,  a  growth  in  the  spine  may  be  very  hard  to  locat  ■ 
skiagram  may  be  of  service. 

Phthisis. — In  this  disease  gastric  pains  are  a  common  symptom,  and 
may  even  be  referred  to  the  um' 

PAIR  IH  TBB  WRIST.— (See 

PAIM.  PBBCOBDIAL.— (See 

PAINFUL  COITUS.— (See  Di 

PAINFUL  HCTURrnON.— ( 

PAINFUL  SWALLOWING.— 

PALLOR.— {See  Anaemia.) 

PALPTTATIOH  signifies  .the 
scions  of  his  heart  beats.  It  i 
be  due  to  many  different  cansei 

1.  Valvular  Heart  Disease,  especially:— 

Mitral  stenosis                                  I  Aortic  stenosis 

Mitral  regurgitation  Aortic  regurg)ta.tion 

Mitral  stenosis  and  regurgitation   |  Aortic  stenosis  and  regurgitation. 

2.  H«ar(  aOectlons  issociated  with  very  Hlgb  Blood-preunra  :— 

-Arteriosclerosis                                 |  Granular  kidney. 
i.  Myocardial  affections:^ 

Fatty  heart                                       I  Pericarditis 

Fibroid  heart  Adherent  pericardium 

Cloudy  swelling  Senile  changes  with  atheroma. 

4.  Lang  affections  leading  to  Failure  at  the  right  side  ot  (he  Hsart:— 

Chronic  bronchitis                           I  Fibroid  lung 

Emphysema                                      I  Large  pleural  or  pleuritic  effusions. 

5.  The  Effect  upon  (he  Heart  of  certain  Drugs,  etc.  :— 

Tobacco                               .Mcohol  I          Cocaine 

Tea                             I          Absinthe  -          Digitalis 

CoHee                         |          Morphia  ,          ThjToid  extract. 
o.  Heredity,  Nervousness,  and  Allied  Causes  :— 

Frii;ht  or  other  emotion                  I  Neurasthenia 

Graves'  disease  (exophthalmic  Hysteria 

goitre)  Locomotor  ataxia 

Paroxysmal  tachycardia                 |  Epilepsy. 
7,   AnEemlk  from  whatever  cause,  but  particularly 

Chlorosis                                            [  Pernicious  anemia. 
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8.  Mechanleai  InterferenM  with  the  Heart  by  : 


Mediastinal  new  growth 
Chronic  mediastinal  fibrosis 
Thoracic  aneurysm  of  large  size 
Tjinpanites 


Ascites 
Pregnancy 

Ovarian  cyst  or  other  large  intra- 
abdominal tumour. 

9.  Dyspepsia :  especially  that  which  is  associated  with  flatulence  and  with 
stoutness  from  lack  of  exercise. 

The  majority  of  patients  who  complain  of  palpitation  jump  to  the  conclusion 
that  they  have  something  the  matter  with  the  heart  and,  although  the  above 
list  is  a  long  one,  the  diagnosis  resolves  itself  in  all  but  a  few  cases  into  deciding 
whether  the  palpitations  are  cardiac  or  gastric  in  origin.  A  routine  examination 
of  the' various  systems  will  very  often  indicate  the  correct  diagnosis  at  once. 

Valvular  heart  disease  will  be  indicated  by  the  history  of  rheumatic  fever, 
scarlet  fever,  chorea,  syphiUs,  or  the  like,  and  by  the  alteration  in  the  size  of 
the  heart,  together  with  the  various  bruits.  Mitral  stenosis  is  sometimes  more 
difficult  than  the  others  to  diagnose  on  account  of  the  possible  absence  of  a  bruit 
or  of  enlargement  of  the  left  ventricle,  but  it  may  be  suggested  by  the  patient's 
malar  flush,  by  the  history  of  acute  rheumatism,  and  by  the  loud,  sharp, 
slapping  character  of  the  first  sound  at  the  impulse.  Aortic  regurgitation  is 
sometimes  present  without  a  bruit,  but  it  can  generally  be  detected  in  these 
cases  by  the  typical  collapsing  character  of  the  pulse  ;  if  there  is  still  doubt, 
and  the  patient  is  able  to  take  exercise,  it  is  frequently  possible  to  bring  out  an 
aortic  regurgitant  bruit  by  asking  him  to  take  a  few  steps  briskly. 

High  blood-pressure  conditions  are  best  detected  by  means  of  a  sphygmo- 
manometer ;  the  diagnosis  will  be  confirmed  by  the  big  heart,  the  albuminuria 
with  tube  casts,  and  perhaps  by  retinitis  (p.  18). 

Of  the  myocardial  affections,  pericarditis  and  cloudy  swelling  are  both  acute 
conditions,  often  associated  with  fever  and  with  sufficient  general  illness  to 
confine  the  patient  to  bed,  so  that  the  palpitations  are  a  minor  part  of  the 
malady.  The  diagnosis  of  fatty  or  fibroid  heart  and  of  adherent  pericar- 
dium are  discussed  on  pp.  241,  242.  Palpitations  due  to  heart-muscle  affection 
are  sometimes  most  difficult  to  distinguish  from  similar  palpitations  due  to 
dyspepsia.  This  applies  particularly  to  fatty  changes  in  the  heart.  Not  a 
few  middle-aged  persons  suffer  from  palpitations  which,  by  some  observers, 
will  be  attributed  to  gastric  trouble,  whilst  by  others  both  the  palpitations  and 
the  dyspepsia  will  be  attributed  to  fatty  heart ;  nor  can  the  diagnosis  be  made 
by  watching  the  effect  of  slight  exercises  upon  the  pulse-beat,  for  in  tj^pical 
dyspeptic  persons  without  fatty  heart,  the  general  condition  is  usually 
sufficiently  lacking  in  tone  for  the  pulse-rate  to  be  readily  increased  by  exercise. 
If  material  benefit  results  from  the  giving  of  digitalis,  from  the  adoption  of 
Schott's  Nauheim  treatment  or  some  modification  of  the  latter,  the  argument 
will  bp  in  favour  of  some  myocardial  degeneration;  but  in  many  instances  of 
flatulence  and  palpitation  the  diagnosis  between  fatty  heart  and  mere  dyspepsia 
will  remain  largely  a  matter  of  opinion. 

Lung  affections  causing  strain  of  the  right  ventricle,  and  thus  leading  to 
palpitations,  are  detected  as  a  rule  by  physical  examination,  but  here  again  there 
may  be  so  much  difficulty  in  interpreting  the  physical  signs,  that  when  a  stout, 
middle-aged  person,  with  obvious  emphysema,  and  with  wheezing  and  shortness 
of  breath  on  exertion,  complains  of  dyspeptic  symptoms  and  also  of  palpitations, 
it  may  be  very  difficult  indeed,  except  by  watching  the  effect  of  different  lines 
of  treatment,  to  say  whether  the  actual  cause  of  the  palpitations  is  emphysema 
with  secondary  dilatation  of  the  heart,  or  dyspepsia  with  reflex  palpitations,  or 
the  result  of  fatty  changes  in  the  heart  muscle  of  a  dyspeptic  person  of  sedentary 
occupation  who  is  both  stout  and  emphysematous. 


extract  will  be  recognized  as  the  cause  at  once  if  they  are  being  prescribed  by 
the  medical  attendant. 

When  palpitations  are  due  to  tiervausitess,  fright,  or  other  emotion,  they  are 
transient  and  not  difficult  to  diagnose  ;  if  they  keep  on  recurring  from  apparently 
trivial  causes  in  a  person  who  has  not  hitherto  been  nervous,  it  is  important 
to  bear  in  mind  the  possibility  of  Graves'  disease,  ior  although  exophthalmoa 
and  enlargement  of  the  th>Toid  gland  are  important  symptoms  of  this  disease, 
it  is  not  at  all  uncommon  lor  them  to  be  absent,  especially  in  the  early  stages, 
and  for  the  only  sign  of  the  malady  to  be  undue  ner\-ousness  of  the  patient 
with  a  tendency  to  tachycardia  and  palpitations.  Any  condition  in  which  tho^ 
nervous  system  seems  to  be  lacking  in  force  or  in  control  is  liable  to  be  termed 
ueuraslhenia  nowadays,  and  if  neurasthenia  be  defined  in  this  broad  sense,  then 
one  variety  ol  it  has  palpitations  lor  a  chief  symptom  :  the  making  of  a 
diagnosis  of  neurasthenia,  in  such  cases,  however,  is  equivalent  to  saying' that 
the  palpitations  are  of  purely  nervous  origin,  so  that  all  one  has  really  done 
is  to  exclude  organic  changes.  The  same  applies  to  hysteria,  though  it  should 
be  borne  in  mind  that  modem  authorities  distinguish  between  kysietia  and 
neurosis,  confining  the  wtJfd  hysteria  to  those  cases  in  which  the  symptoms 
are  directly  controllable  by  suggestion.  Lncomolor  ataxia  may  give  rise  to 
symptoms  referable  to  almost  any  of  t^e  viscera,  and  there  seems  no  reason 
why  cardiac  crises  should  not  occur  as  ntuch  as  laryngeal,  gastric  or  intestinal ; 
they  are,  however,  rare,  and  when  cardiac  symptoms  develop  in  a  patient 
suffering  from  locomotor  ataxia,  sj-philitic  afiection  of  the  heart  would  be  a 
safer  diagnosis  than  would  cardiac  crises.  The  relation  of  epilepsy  to  palpita- 
tions has  been  mentioned  above. 
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Ananiia,  when  it  produces  palpitations,  is  usually  obvious  from  the  patient's 
appearance,  and  it  can  be  confirmed  by  blood  examination.  As  a  rule, 
palpitations  in  anaemic  patients  are  entirely  absent  while  the  patient  is  at  rest 
in  bed,  occurring  mainly  when  she  exerts  herself  and  causes  temporal^'  dilatation 
of  the  anaimic  heart.     The  palpitations  disappear  when  the  anaemia  is  cured. 

Palpitations  due  to  mechanical  interference  with  the  hearty  by  masses  or  fluid 
or  wind  displacing  it,  can  generally  be  relegated  to  their  correct  cause  as  the 
result  of  physical  examination  of  the  chest  and  abdomen  ;  mediastinal  new 
growth,  tympanites,  ovarian  cyst  of  large  size,  and  the  other  conditions  referred 
to  above,  generally  make  their  presence  obvious  before  they  are  of  sufi&cient 
size  to  produce  palpitations,  and  they  will  have  been  diagnosed  up>on  other 
grounds.  HerheH  French. 

PAPULES — or  pimples — belong  to  the  group  of  elementary  or  primary 
(as  distinct  from  secondary)  lesions  of  the  skin.  In  the  diagnosis  of  derma- 
toses they  hold  a  most  important  place,  so  varied  are  they,  and  so  numerous 
the  affections  in  which  they  occur.  They  may  be  defined  as  solid,  circum- 
scribed elevations  of  the  skin,  not  larger  than  a  pea.  Similar  formations 
exceeding  that  size  are  classed  as  tubercles — not,  of  course,  to  be  confused  with 
the  characteristic  lesion  of  tuberculosis — or  as  tumours.  They  do  not  persist 
indefinitely,  but,  unless  they  are  transitional,  undergo  spontaneous  resolution — 
as  tubercles  do  not ;  nor  do  they  cicatrize — ^as  tubercles  do.  From  Vesicles 
{q.v.)  they  are  distinguished  by  their  solidity  ;  if  a  papule  is  punctured,  nothing 
but  blood  exudes.  But  in  many  instances  papules,  especially  those  of  an 
inflammatory  kind,  are  transitional  lesions,  passing  into  (a)  vesicles,  {b)  pustules, 
(c)  scales,  or  (d)  breaking  down  into  ulcers,  (e)  undergoing  hypertrophy,  as  warts, 
or  (/)  atrophying.  If  the  transformation  into  pustules  or  vesicles  is  only 
partial,  the  lesions  are  described  as  papulo-pustules  or  papulo-vesicles,  and  if 
this  is  characteristic  of  the  greater  number  of  the  lesions,  the  eruption  is  said 
to  be  papulo-vesicular  (or  vesiculo-papular)  or  papulo-pustular.  If  the  lesions, 
originating  as  erythematous  macules,  do  not  take  on  the  full  character  of 
papules,  they  are  said  to  be  maculo-papular  or  erythemato-papular. 

la  sizCy  papules  may  vary  from  a  pin's  head,  as  in  lichen  scrofulosorum,  to  a 
pea,  as  in  lichen  ruber  planus.  The  most  typical  shape  is  that  of  the  papule  of 
lichen  planus,  flattened  and  with  an  irregular  base  ;  but  they  may  be  rounded 
or  oval,  as  in  prurigo,  or  cone-shaped,  as  in  pityriasis  rubra  pilaris ;  or  triangular, 
or  umbiUcated  as  in  lichen  planus.  In  colour y  they  may  be  pink  or  rose-coloured, 
as  in  the  inflammatory  papules  of  urticaria  papulosa,  violet  or  purphsh  as  in 
Uchen  planus,  bright  red  as  in  eczema,  dark  or  coppery  as  in  syphihs,  yellow- 
as  in  xanthoma,  whitish  as  in  milium,  almost  black,  as  in  infiltrations  sometimes 
met  with  in  sarcoma,  or  simply  skin-coloured,  as  in  prurigo  or  verruca  plana. 
They  may  be  discrete,  as  in  prurigo,  or  may  occur  in  patches,  as  in  hchen 
scrofulosorum ;  sometimes  they  form  round  a  hair  follicle,  as  in  eczema 
folliculorum  and  pityriasis  rubra  pilaris  ;  they  are  also  met  with  in  connection 
with  the  sebaceous  glands,  the  sweat-glands,  or  the  papillae.  They  may  be 
inflammatory,  as  in  eczema,  or  non-inflammatory  as  in  severe  goose-skin,  or 
when  they  are  the  result  of  retained  secretion,  as  in  acne,  or  of  excessive  corni- 
fication  round  the  mouths  of  hair-follicles.  Usually,  inflammatory  papules 
give  rise  to  itching  ;  with  the  non-inflammatory  kind  there  are  seldom  marked 
subjective  symptoms. 

Papules  may  occur  in  the  epidermis,  as  in  verruca  plana,  or  in  the  derma, 
when  they  may  be  oedematous,  as  in  urticaria,  or  infiltrated,  as  in  Hchen  scrofulo- 
sorum ;  or  they  may  affect  both  structures,  as  in  lichen  planus  and  the  strophulus 
papule   of   acute  prurigo.      The  epidermic  papule  may  be  recognized  by  its 
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solidity,  its  hardness  and  diyness, 
dermic  papule  by  its  piuldsli  cok 
the  infiltrated  dennic  papule  by 
epidermo-demiic  papule  by  its  n 
varieties. 

One  of  the  most  fgrwiHar  examj 
eexema.  The  small  papule  which 
shape,  with  a  rounded  base  ;  ani 
by  scratching,  the  papules  are  cc 
papular  eczema  there  is  usually 
resemble  luken  mbtr  planus,  but 
or  umbilicated,  with  an  irregular 
has  a  glistening  surface  ;  not  is 
The  papules  of  lichen  planus,  agai 
them  brownish  or  black  stains, 
vesicles  and  seldom  produce  di: 
of  lichen  planus  and  those  of  s 
to  the  differences  in  colour  and 
plaques  are  generally  dark  red  ( 
latter,  they  are  bright  red  and  an 
skin.  Moreover,  under  the  lens,  i 
of  each  papule  in  eczema  papula 
Yet  another  point  of  distinction 
planus,  characteristic  discrete  pa] 
the  patches.  Tliis  feature  serves, 
from  generaiited  psoriasis,  which 
thickening. 

Lichen  scrofalosorum  is  a  papi 
resemblance  to  lichen   planus,   bi 

and  belongs  rather  to  the  tuberculides.  The  papules  are  seldom  larger  than 
a  pin's  head,  are  usually  tlattish  but  occasionally  conical,  very  slightly  resis- 
tant, sometimes  smooth  and  shiny  but  more  usually  covered  with  a  tiny  scale 
which  is  but  slightly  adherent  ;  occasionally  the  summit  is  occupied  by  a 
pustule  instead  of  by  a  scale.  The  prevailing  colour  is  red,  but  it  varies  from 
a  pale  yellow  through  red  to  violet.  At  first  the  lesions  are  disposed  in  groups, 
forming  patches  of  various  sizes.  Others  are  arranged  in  arcs  of  circles,  which 
ate  usually  seen  about  the  orifices  of  the  sebaceous  glands.  The  eruption  shows 
a  distinct  predilection  for  the  trunk — the  lower  part,  and  the  back  of  the 
abdomen  ;  but  it  occasionally  extends  to  the  beginnings  of  the  limbs  and  may 
invade  the  face.  If  the  affection  becomes  generalized  by  the  spread  and 
coalescence  of  the  scattered  groups  of  papules,  the  whole  skin  is  covered  with 
thin  scales  and  is  of  a  dirty  reddish-brown  hue.  Itching  is  absent,  or  is  so  slight 
as  to  be  negligible  as  a  symptom.  The  eruption  begins  insidiously  and  may  last 
for  several  months  ;  and,  having  disappeared,  leaving  behind  it  no  trace,  it  may 
reappear  again  and  again  over  a  period  of  several  years.  In  the  great  majority 
of  cases,  the  disease  is  associated  with  some  form  of  tuberculosis — with  phthisis, 
or  necrosis  of  bone,  or  scrofulous  ulceration  of  the  skin  ;  but  much  more  commonly 
with  enlarged  glands,  submaxillary,  cervical,  or  axillary.  Its  usual  subjects 
are  children  and  adolescents  ;  it  is  uncommon  after  the  age  of  twenty.  The 
characters  of  the  papules— their  homogeneity,  their  flatfish  shape,  their  arrange- 
ment in  groups,  their  painlessness,  their  situation  on  the  trunk — with  the  absence 
of  itching,  and  the  youth  of  the  patient,  are  generally  sufficient  to  determine 
the  nature  of  the  affection.  In  papular  eczema,  as  we  have  seen,  the  papules 
are  not  limited  to  the  trunk,  are  bright  red,  and  there  is  troublesome  itching  ; 
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moreover,  in  many  cases  there  are  vesicular  or  papulo-vesicular  lesions  as  well 
as  papules.  From  miliary  paptdar  syphilides,  lichen  scrofulosorum  can  be 
distinguished  by  the  absence  of  any  other  sign  of  syphilitic  affection,  and  by 
the  usually  restricted  distribution  of  the  lesions. 

In  keratosis  pilaris,  or  xerodermia,  the  papules  do  not  form  groups  or  patches 
as  in  lichen  scrofulosorum,  and  usually  they  appear  on  the  limbs,  most  frequently 
the  thighs  ;  they  consist  of  projecting  hair-follicles,  which  convey  to  the  hand 
the  sensation  of  a  nutmeg-grater.  This  affection  has,  in  turn,  to  be  distinguished 
from  goose-flesh,  in  which  the  elevations,  besides  being  evanescent,  are  not 
rough  or  scaly.  Keratosis  pilaris  is  one  form  of  ichthyosis  ;  another  form, 
sometimes  met  with  in  association  with  xerodermia,  but  more  often  alone^  is 
ichthyosis  hystrix,  in  which  the  lesions  consist  of  small  papillary  papules  with 
homy  tops,  which  stud  the  skin  as  with  minute  nail-heads,  and  sometimes  develop 
into  large  warty  masses.  The  condition,  dating  back  to  infancy,  or  at  least  to 
early  childhood,  is  easy  of  identification. 

The  same  may  be  said  of  the  ordinary  wart  {verrtica  vulgaris).  The  small 
flat  wart  (verrvica  plana  juvenilis)  may  sometimes  suggest  lichen  planus,  but  it 
is  smaller  than  the  papule  of  that  affection,  it  has  not  the  dark  colour,  it  gives 
rise  to  no  itching,  nor  is  there  any  tendency  for  the  growths  to  run  together 
into  rough,  scaly,  infiltrated  patches. 

In  pityriasis  rubra  pilaris,  papules  form  at  the  orifices  of  the  hair-foUicles, 

usually  following   in  the  wake  of  an  eruption  of  scaly  patches,  or  of   a  dry 

eruption  covered  with  eczematous-looking  crusts.     The   papules,   when   they 

appear,  are  seen  to  be  small,  red,  and  dry,  harsh  to  the  touch,  more  or  less 

conical  in  form,  and  the  centre  of  each  is  pierced  by  a  single  atrophied  hair, 

which  is  surrounded  by  a  sheath  that  penetrates  into  the  follicle.     The  surface 

of  the  integument,  thus  roughened,  has  been  Ukened  by  Besnier  to  the  skin  of 

a.  newly-plucked  fowl.     At  first  the  papules  are  discrete,  but  later  they  tend  to 

run  together  into  patches  which  present  the  aspect  of  pale  yellowish-red  areas 

covered  with  papery  scales,  or  with  small  adherent  ones  resembling  mica.   They 

mostly  affect  the  limbs,  especially  the  surfaces  where  hair  is  most  abundant ; 

if  they  encroach  upon  the  trunk  they  are  usually  found  at  the  waist  and  the 

lower  part  of  the  abdomen.     Itching  is  sometimes  absent,  and  when  present 

is  always  insignificant.     When  the  patches  are  covered  with  mica-like  scales 

and  are  met  with  in  the  situations  most  common  to  psoriasis — the  tips  of  the 

elbows,  fronts  of  the  knees,  and  the  extensor  surfaces  of  the  hmbs — there  is 

some  danger  of  confusion  with  that  disease  ;   but  at  the  edge  of  each  patch,  the 

characteristic  conical  papule  with  its  single  hair,  plugging  the  mouth  of  a  follicle, 

is  always  to  be  seen.     The  best  place  to  look  for  the  papule  is  on  the  backs  of 

the  fingers.     In  psoriasis,  again,  the  lesions  grow  by  peripheral  extension  instead 

of  by  the  accretion  of  new  papules.     The  fact  that  the  general  health  is  not 

affected  suffices  to  mark  off  pityriasis  rubra  pilaris  from  other  forms  of  exfoliative 

dermatitis,  in  which  also  there  is  rarely  any  appreciable  thickening  of  the  skin, 

while  the  colour  is  redder  than  in  pityriasis  and  the  scaliness  more  marked. 

From  lichen  ruber  planus,  pityriasis  rubra  pilaris  is  distinguished  by  the  absence 

of  itching  and  of  impaired  nutrition,  and  by  its  irresponsiveness  to  arsenic. 

In  lichen  planus,  too,  the  papules  are  flattened,  and  often  umbilicated. 

In  acne  vulgaris,  the  papule  forms  the  primary  lesion.  If  the  obstruction  is 
at  the  mouth  of  the  sebaceous  gland-duct,  the  plug  appears  on  the  surface  as 
a  small  black  point — the  comedo  ;  if  it  is  in  the  gland  itself,  the  obstructing 
material  is  seen  as  a  tiny  whitish  mass  in  the  substance  of  the  skin — the  milium. 
The  lesion  may  not  develop  beyond  this  stage,  but  usually  it  grows  into  a 
reddish  papule  about  the  size  of  a  pea,  and  in  many  cases  the  papule  passes 
into  a  pustule.     Acne  can  usually  be  recognizti  by  the  distribution  of    the 


symptam,  though  variable,  is  frequently  most  severe.  In  urticaria,  too,  it  is 
chiefly  the  covered  portions  of  the  body,  and  especially  the  lower  lumbar  regioo, 
that  are  attacked,  and  the  aHection  is  mostly  met  with  in  children. 

Papules  like  those  of  urticaria  papulosa  are  often  met  with  in  prurigo,  both 
in  prurigo  ferox  of  Hebra,  the  severe  form  of  the  afiection,  and  in  prurigo  mitis, 
the  mild  and  ordinary  form.  The  characteristic  lesion  is  an  eruption  oi  discrete, 
firm,  very  slightly  raised  papules,  more  or  less  hemispherical  in  shape,  with  a 
roundish,  sometimes  oval  contour,  and  a  glistening  surface.  At  first,  the  papule 
is  of  the  same  colour  as  the  skin,  but  afterwards  it  becomes  red,  yellowish,  or 
brownish,  increases  in  size,  and  is  frequently  covered  by  a  blood-crust.  In 
structure,  according  to  Darier,  it  is  a  localized  acanthosis.  Most  abundant  on 
the  extensor  surfaces  of  the  hmbs,  and  rarely  seen  on  the  flexor  aspects,  or  on 
the  face,  the  papules  occur  not  infrequently  on  the  chest,  the  lower  part  of  the 
abdomen,  the  sacral  region,  and  the  buttocks.  The  itching  is  intense,  and 
mixed  with  the  secondary  changes  produced  by  scratching,  there  may  be  found 
others  not  unlike  those  o£  eczema.  Pustules  and  sores  are  common,  often 
accompanied  by  great  enlargement  of  the  axillary  and  femoral  glands.  In 
prurigo  ferox,  the  papules  are  much  larger  and  more  numerous,  and  in  parts 
the  skin  feels  to  the  touch  like  very  coarse  brown  paper  or  a  nutmeg-grater. 
The  changes  secondary  to  the  inflammatory  process  in  prurigo  are  summed  up 
by  French  dermatologists  in  the  term  tichirtisalion  or  lichinificaliori.  The  skin 
is  thickened  and  rugose,  and  owes  its  pecuhar  aspect  to  an  exaggeration  of  the 
fine  stride  of  the  normal  integument,  so  that  it  becomes  quadrillated  into  a 
network  of  which  the  meshes  are  square,  lozenge-shaped,  or  polygonal,  with  a 
flat  surface  which  often,  as  Daner  says,  presents  the  aspect  of  glossy  and  brilliant 
facets,  as  of  a  mosaic.     Sometimes  it  is  covered  with  fine  scales.     The  skin  is, 
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of  course,  less  supple  than  normal  skin,  and  though  in  colour  it  may  undergo 
no  change,  it  is  more  often  grejdsh  or  brownish.  The  condition  has  to  be 
distinguished  from  the  lichenization  met  with  in  other  dermatoses.  In 
eczema  and  psoriasis,  the  thickened  and  rugose  skin  is  red,  it  has  no 
glistening  facets,  and  the  margins  are  clearly  defined.  In  Uchen  planus  the 
plaques  are  formed  by  confluent  papules  and  are  surrounded  by  characteristic 
papules. 

Apart  from  these  secondary  characters  of  prurigo,  the  diagnosis  is  made  by 
excluding  other  itching  affections,  such  as  scabies  and  pediculosis,  on  account 
of  the  absence  of  the  lesions  characteristic  of  those  conditions,  and  by  the 
positive  characters — the  origin  of  the  affection  in  infancy,  and  its  persistence, 
the  poor  general  health,  the  preference  the  papular  eruption  shows  for  the 
extensor  surfaces  of  the  limbs,  the  freedom  of  the  bends  of  the  joints,  and  the 
glandular  enlargement,  especially  in  the  inguinal  region. 

In  syphiliSy  papules  are  frequently  met  with  in  association  with  macules,  but 
they  may  occur  independently.  They  may  be  divided  into  two  main  classes : 
(i)  Miliary  papular,  and  (2)  Flat  papular  syphiloderms. 

I .  Miliary,  or  follicular,  papular  syphilides  are  the  result  of  infiltration  around 
and  beneath  the  pilo-sebaceous  folUcles  ;  they  are  rough  to  the  touch,  and  feel 
Uke  small  shot ;  they  vary  in  size,  from  a  pin-head  upward,  and  may  be  either 
acuminate  or  rounded.  The  sites  of  election  are  the  trunk,  back,  shoulders, 
and  loins,  but  the  Umbs  may  be  invaded,  and  also  the  face.  Very  frequently 
the  lesions  app>ear  in  groups  which  run  into  each  other  ;  and  they  are  sometimes 
disposed  in  rings.  The  characteristic  colour  is  that  of  raw  ham,  but  at  first 
they  may  be  pink  or  red.  Involution  proceeds  slowly,  the  stain  left  behind  is 
long  in  dying  away,  and  is  sometimes  succeeded  by  a  shallow  depression  which 
may  last  for  years.  There  is  often  a  slight  scale  on  the  surface  of  the  papule, 
and  not  seldom  a  tiny  vesico-pustule  or  pustule  may  be  detected  on  the  summit. 
Sometimes  there  is  overgrowth  of  the  papillae  ;  and  if  the  lesion  is  situated  in 
a  moist  part,  the  warty  growth  is  covered  with  sodden  white  epithelium,  when 
the  lesion  is  known  as  a  moist  papule,  or  mucous  papule.  A  more  marked 
degree  of  hypertrophy  transforms  the  moist  papule  into  a  mucous  tubercle  or 
condyloma,  distinguishable  from  a  wart  in  that  the  overgrown  papillae  are 
welded  into  a  coherent  mass  by  swelling  of  the  intervening  tissue,  while  in  the 
wart  they  are  free. 

Flat  or  lenticular  papular  syphilides  vary  in  size  from  a  pin-head  to  a  bean, 
and  the  small  or  the  large  lesions  may  predominate  in  a  given  case.  They  may 
develop  directly  out  of  macular  syphilides.  In  contour  they  are  almost 
perfectly  round,  with  a  flattened  top,  are  but  slightly  elevated,  and  in  colour 
usually  brownish-red.  The  whole  body  is  affected  pretty  impartially  ;  there 
is  little  tendency  to  agmination  ;  sometimes  the  lesions  form  a  kind  of  circlet 
on  the  brow  round  the  margin  of  the  hair  (the  corona  veneris).  In  some  cases, 
ring- like  patches  (the  circinate  or  annular  syphiloderm)  appear  on  the  chin, 
around  the  Ups  or  nostrils,  or  sometimes  on  the  vulva ;  they  are  made  up  of 
small  yellowish-red  papules,  with  fine  scales  ;  elsewhere  the  papules,  in  the 
same  case,  are  of  the  ordinary  kind.  In  other  instances,  the  flat  lenticular 
papules  of  this  group  become  seborrhceic  ;  these  are  characterized  by  their 
obduracy  to  treatment.  When  there  is  marked  scale-formation,  the  papules 
being  covered  with  a  dry,  dirty-grey  scale,  they  are  styled  papulo-squamous. 
Favourite  situations  for  papulo-squamous  syphiloderms  are  the  palms  and  the 
soles,  where  they  may  be  mixed  with  maculo-papular  and  papulo-tubercular 
lesions.  Syphilides  in  these  sites  are  often  rounded  or  irregular  in  shape, 
have  but  slight  elevation,  are  at  first  brownish-yellow  or  brownish-red. 
but   presently  become  of  a  dirty   grey,   and   on   the    disappearance   of    the 
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■c&les  an  wen  to  bkve  the  characteristic  colour  of  raw  bun.  When  tbe  bcsIm 
are  more  abundant  than  nsnal,  they  form  the  sypkOiies  eartUes  of  French 
denoatologists. 

The  small  papnlar  syphilldes  may 
from  a  widely  difFooed  lichen  mber 
uniform,  the  papules  generally  have 
severe  itching.  The  papules  of  sy^ 
psoriasis — the  squamous  papules  with 
in  rings  with  annutor  psoriasis.  Att 
of  the  syphilitic  eruption,  the  copp 
throat  or  tongue,  and  the  distribntia 
elbows  and  knees  being  shown  as  i 
ByphiHde  having  «  preference  for  the 
aSects  rather  the  extensor  aspects, 
dirty  white,  while  those  of  psoriasis  i 
sheen.  In  psoriasis,  tiie  snbject  will 
to  relate  ;  and  often  the  aftection  ca 
syphilis  a.  partjcular  lesion  is  seld 
syphiloderms  described  above,  whic 
unilaterally  as  tertiary  lesions,  may 
of  those  regions  ;  bnt  in  ecsema  then 
case  of  the  palms,  the  fingers  also 
the  process  is  seen  to  have  a  catarrl 
distinguished  from  eczema  seborTbtei 
are  coincident  lesions  in  the  common 
neighbourhood  of  the  beard,  the  ) 
scapular  regions ;  nor  do  they  usually 
Whenever  the  diagnosis  is  doubtful 
serum  test.  Malcolm  Morra. 

PARESTHESIA.— (See  Sensation,  Abnorualitics  of.) 

PARALYSIS,  CROSSBD.MSee  Hemiplegia.) 

PARALYSIS,  FACIAL.— This  term  is  commonly  applied  to  a.  condition  of 
complete  or  partial  paralysis  of  the  muscles  supplied  by  the  7th  cranial  nerve. 
One  or  both  sides  of  the  face  may  be  involved,  the  unilateral  being  more  common 
than  the  bilateral  affection.  It  is  in  some  cases  the  result  of  a  morbid  process 
limited  to  the  7th  nerve,  when  it  is  known  under  the  name  oi  Bill's  palsy  ; 
in  other  instances  it  constitutes  one  o£  the  diagnostic  signs  of  a  more  com- 
plex, and  perhaps  more  remote,  disease. 

In  complete  unilateral  facial  palsy,  whatever  its  origin,  the  asymmetry  of 
the  face  may  be  so  marked  that  the  diagnosis  can  be  made  at  sight.  On  the 
other  hand,  less  severe  facial  weakness  may  be  overlooked  unless  the  means 
for  its  detection  are  borne  in  mind  and  employed.  It  will  be  well,  therefore, 
to  recall  briefly  the  evidences  of  facial  palsy  before  proceeding  to  point  out  the 
particular  features  which  characterize  its  various  forms. 

Even  with  the  face  at  rest,  there  are  certain  appearances  on  the  aflected  side 
which  attract  the  attention  of  the  careful  observer.  The  natural  lines  and 
wrinkles  are  less  marked,  and,  with  the  obliteration  of  the  naso-labial  fold,  the 
cheek  has  a  somewhat  flattened  or,  in  old  persons,  baggy  aspect.  If  the  patient 
is  unconscious  or  asleep,  the  tlabbiness  of  the  tissues  may  be  emphasized  by  the 
flapping  of  the  cheek  with  respiration,  especially  if  breathing  is  laboured  or 
stertorous.  The  palpebral  fissure  is  wider  than  its  fellow,  and  the  corner  of  the 
mouth  may  tend  to  droop. 
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When  the  facial  muscles  are  thrown  into  action  by  attempts  to  raise  the 
eyebrows,  to  close  the  eyelids,  or  to  expose  the  teeth  [Fig.  136),  the  difierence 
between  the  two  sides  is  rendered  more  obvious,  the  movements  on  the  paretic 
half  of  the  face  being  carried  oat  with  less  power  and  more  slowly  than  those  of 
the  healthy  half.  The  ability  to  whistle  or  to  move  one  nostril  may  also  be 
impaired,  and  even  with  slight  degrees  of  paresis,  a  person  who  has  previously 
been  able  to  close  the  eye  of  the  affected  side,  the  other  eye  remaining  open, 
is  no  longer  able  to  perform  the  feat.  The  same  difficulty  is  experienced  in 
making  movements  of  the  ear.  by  patients  who  have  formerly  possessed  that 
accompli  shment. 

Having  established  the  presence  of  some  facial  weakness,  it  is  necessary,  in 
order  to  take  full  advantage  of  its  diagnostic  value,  to  make  certain  careful 
observations  with  a  view  to  determining  the  site  of  the  lesion  which  is  responsible 
for  the  defect.  Thus,  facial  paralysis  may  be 
teought  about  by  :  (i)  A  lesion  anywhere  in 
the  com'se  of  the  pyramidal  fibres  passing 
from  the  lower  end  of  the  precentral  gyrus  in 
one  cerebral  hemisphere  to  the  facial  nucleus 
on  the  apposite  side  of  the  pons  \'arolii 
{supranuclear  paralysis)  ;  (2)  A  lesion  ini-olv- 
ing  the  facial  nucleus  itself  (nuclear  paralysis)  ; 
and  (3)  A  lesion  of  the  7th  nerve  between  its 
origin  in  the  nucleus  and  the  point  where  it 
divides  in  order  to  supply  the  various  facial 
muscles  {peripkiral  paralysis). 

I.  SapntDoelear  Pvalyib. — Owing  to   the 

fact  that  the  fibres  of  the   pyramidal   tract 

concerned   with   facial   movements  cross   the 

mid-line  of  the  brain-stem  only  a  very  short 

distance   above   the    7th   nucleus,   the    facial 

J'ig.  136.— Paialyiu  of  the  right  lidc      paralysis  is  on  the  side  opposite  to  the  lesion. 

^'i°h'"1'  A*  1?'«'ihM°S''''*  h"      OccasionaUy  these  fibres  are  alone  involved  ; 

pil^bn]  finati  ii  wider  i^n  ihe'left        more  often    those  destined  to  the  correspond- 

Fte<ii  ijt  Dr.  S.  A.  K,  WilitH.         ing  arm  and  leg  suffer  as  well,  in  which  case 

the  facial  palsy  forms  part  of  a  hemiplegia. 

In  this  type  of  paralysis  the  difference  between  the  two  sides  is  not  nearly  so 

marked  in  the  upper  as  in  the  lower  half  of  the  face.     For  instance,  the  patient 

is  able  to  elevate  both  eyebrows  and  to  close  both  eyes,   although  it  will  be 

found,  on  testing,  that  he  is  not  able  to  resist  an  attempt  on  the  part  of  the 

observer  to  open  the  eye  of  the  affected  side  with  the  same  degree  of  success 

as  attends  his  efforts  on  the  healthy  side.     [Figs,  i^j,  138,  139.) 

In  the  attempt  to  expose  the  teeth,  the  facial  asymmetry  is  more  striking,  the 
lip  remaining  immobile  or  retracting  slowly  and  feebly  on  the  paretic  side.  In  this 
way  the  contrast  between  the  depth  of  the  naso-tabial  folds  on  the  two  sides  is 
clearly  emphasized. 

Notwithstanding  the  impairment  of  voluntary  movement  on  one  side,  the  face 
may  present  perfect  symmetry  when  it  responds  automatically  to  emotional  or 
reflex  impulses.  In  laughing  or  crying,  the  lines  and  wrinkles  are  equally 
developed,  while  protective  closure  of  the  eyelids  is  accomplished  as  well  on  one 
side  as  the  other  in  response  to  any  threatened  violence  to  the  eyes.  The  preser- 
vation of  these  automatic  movements  depends  on  the  integrity  of  a  facial  reflex 
centre  in  the  mid-brain.  When  this  centre  is  involved  at  the  same  time  as  the 
fibres  of  the  pyramidal  system,  the  emotional  movements  are  lost  or  impaired 
along  with  those  of  voluntary  origin. 
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reflex  centre,  emotional  movements  are  often  uncontrolled,  and  with  little 
provocation  the  patient  betrays  in  his  face  degrees  of  mirth  or  distress  which 
he  is  very  far  from  feeling.  This  condition  can  be  distinguished  from  true 
bulbar  palsy  by  the  preservation  of  the  nutrition  and  the  normal  electrical 
excitability  of  the  muscles,  and  by  the  absence  of  accompanying  atrophic 
paralysis  of  the  tongue,  masseters,  etc. 

Reference  must  be  made  to  the  occurrence  of  cases,  the  result  of  mid-brain 
lesions,  in  which  the  emotional  movements  are  lost  and  the  voluntary  movements 
are  preserved  on  one  side  of  the  face.  Asymmetry  is  then  noticeable  only  when 
the  patient  smiles  or  cries. 

Finally,  it  must  not  be  forgotten  that  in  long-standing  cases  of  infailtile  hemi- 
plegia, facial  weakness  may  be  associated  with  spontaneous  athetoid  movements 
similar  to  those  observed  in  the  arm  and  leg. 

2.  Naetoar  Paralysis. — Lesions  of  the  facial  nucleus  may  be  slight  or  severe, 
and  the  resulting  facial  paralysis  may  consequently  be  partial  or  complete.  As  a 
rule,  all  the  muscles  supplied  by  the  nerve  are  more  or  less  equally  affected,  and 
the  impairment  of  movements  obtains  whether  they  are  voluntary,  emotional, 
or  reflex  in  origin.  In  cases  of  complete  nuclear  palsy,  certain  additional  effects 
are  produced.  The  inabiUty  to  close  the  eye,  and  the  drooping  of  the  lower  Ud, 
lead  to  imperfect  protection  of  the  eyeball,  and  to  the  overflow  of  tears  on  to  the 
cheek  (epiphora).  Conjunctivitis  and  blepharitis  may  result.  Paralysis  of  the 
lip  muscles  allows  of  ^iliva  escaping  from  the  corner  of  the  mouth,  and  may 
interfere  materially  with  the  articulation  of  labial  consonants.  Paralysis  of 
the  stapedius  muscle  disorganizes  the  control  of  tympanic  tension,  so  that  the 
patient  suffers  from  excessive  sensitiveness  to  deep  tones  (hyperacusis)  and 
perhaps  from  tinnitus. 

Unlike  supranuclear  paralysis,  the  nuclear  form  is  accompanied  by  atrophy 
and  alteration  in  the  electric  excitability  of  the  facial  muscles.  In  slow  de- 
generative (usually  bilateral)  processes  affecting  the  facial  nucleus,  the  electrical 
response  shows  a  quantitative  modification  ;  in  acute  destructive  (usually 
unilateral)  lesions  of  the  nucleus,  the  facial  paralysis  is  followed  rapidly  by  the 
reaction  of  degeneration. 

Owing  to  the  situation  of  the  facial  nucleus  in  the  pons,  unilateral  nuclear  palsy 
may  be  associated  with  paralysis  of  the  external  rectus  muscle  of  the  same  side 
and  paralysis  of  the  opposite  arm  and  leg  (**  crossed  *'  paralysis). 

3.  Peripheral  Paralysis. — The  cUnical  picture  of  a  peripheral  facial  paralysis 
resembles  in  its  most  important  details  that  which  has  already  been  described 
under  the  heading  of  nuclear  paralysis.  All  the  muscles  supplied  by  the  nerve 
are  affected  in  more  or  less  equal  degree,  and  the  palsy  is  associated,  within  a 
short  time  of  its  onset,  with  atrophy  and  alterations  in  electrical  excitability  of 
the  muscles  concerned.  The  diagnosis  between  the  two  types  dep>ends  chiefly 
upon  the  presence  of  additional  symptoms  resulting  from  interference  with  the 
function  of  neighbouring  tissues,  and  this  varies  again  with  the  exact  site  of  the 
lesion  in  the  peripheral  course  of  the  nerve. 

A  lesion  affecting  the  fibres  within  the  pons  is  hkely  to  produce,  in  addition 
to  the  facial  paralysis,  external  rectus  palsy,  together  with  other  symptoms  in 
proportion  to  the  extent  of  the  destructive  process. 

A  lesion  between  the  surface  of  the  pons  and  the  internal  auditory  meatus 
will  probably  interfere  with  the  vestibular  and  cochlear  parts  of  the  8th  nerve, 
and  so  give  rise  to  vertigo  and  impairment  of  hearing. 

At  the  level  of  the  geniculate  ganglion,  the  chorda  tympani  is  unlikely  to 
escape,  and  the  taste  fibres  coming  from  the  anterior  two-thirds  of  the  tongue 
lose  their  function.  At  the  same  time,  irritation  of  the  ganglion  may  provoke  an 
herpetic  eruption  on  the  auricle  and  around  the  external  auditory  meatus. 


PARALYSIS.    LARYNGEAL 


is  Stronglv,  although   involuntarily,  refracted  Fig,   hi.— Hcmuiirophy  of  the  left 

at  the  same  time.     Similarly,  on  asking  the        "^ 'dtnon"  fs't!l'n'i'iiSa''mi^ken^M 
patient  to  show  his  teeth,  he  can  only  do  so        facial  palsy, 
slowly  and  ivith  effort,  white  the  eye  is  almost 

closed  on  the  same  side  by  a  powerful  associated  contraction  of  the  orbicularis 
palpebne.  The  only  complaint  of  a  girl  suffering  from  a  slight  degree  of  this 
contracture,  was  to  the  effect  that  she  was  unable  to  smile  without  at  the  same 
time  giving  the  impression  that  she  was  winking. 

Hysterical  facial  ifiasm  is  another  condition  which  may  suggest  weakness  of 
the  opposite  side  of  the  face,  but  the  nature  of  the  defect  will  be  made  obvious 
when  the  whole  face  is  put  into  action. 

Facial  himiatrophy  often  simulates  facial  paralysis  (Fig.  141)  ;  it  may  be 
differentiated  by  the  fact  that  not  only  the  muscles,  but  all  the  tissues  of  the 
face  on  the  affected  side,  undergo  atrophic  changes.  £.  Fatquhat  Baaari. 

PARALYSIS,  LARYNGEAL.— Laryngeal  paralysis  is  to  be  distinguished 
from  interference  with  the  vocal  cords  by  inflammatory  or  ulcerative  lesions, 
fixation  of  the  arytenoid  joints,  and  other  affections  which  mechanically  prevent 
free  movements  of  the  cords.  The  distinction  can  scarcely  be  made  without 
careful  examination  of  the  parts  with  the  laryngoscope. 

In  some  cases,  especially  when  bilateral  abductor  paralysis  comes  on  suddenly, 
the  symptoms  may  be  urgent  and  extreme  ;  in  others,  there  may  be  no  definite 
symptoms  at  all,  particularly  if  there  is  but  partial  paralysis  of  one  vocal  cord, 
the  other  being  freely  movable  and  able  to  cross  the  middle  line  so  as  to  meet 
its  fellow  for  purposes  of  speech  or  coughing.  In  most  cases  the  symptoms 
which  paint  to  the  presence  of  paresis  or  paralysis  of  a  vocal  cord  are  a  definite 
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change  in  the  character  of  the  patient's  voice,  as  noticed  by  himself  and  his 
friends,  and  a  greater  difi&culty  in  coughing  effectually  when  need  arises, 
the  act  of  coughing  being  sometimes  associated  with  a  peculiar  sound  described 
by  the  terms  "  brassy  cough  "  or  "  bovine  cough."  For  purposes  of  differential 
diagnosis  laryngeal  paralysis  may  be  divided  into  three  main  groups,  namely  : 
(i)  Functional ;    (2)   Unilateral  organic  ;    (3)  Bilateral  organic. 

1.  Functional  Paralysis  of  the  Vocal  Cords  has  for  its  main  symptom  aphonia 
without  pain  or  discomfort,  the  patient  nearly  always  being  a  young  woman, 
or  a  girl  over  the  age  of  puberty,  who  complains  that  she  has  almost  suddenly 
become  quite  unable  to  speak  otherwise  than  in  a  hoarse  whisper.  There  may 
or  may  not  have  been  other  functional  nerve  symptoms,  the  commonest  being 
perhaps  difficulty  in  swallowing  owing  to  globus  hystericus.  This  form  of  loss 
of  speech  is  due  to  functional  adductor  paralysis  during  vocalization ;  but  when 
the  patient  is  asked  to  cough  she  does  so  with  perfect  ease,  and  thus  demonstrates 
that  the  adductor  paralysis  is  not  real,  for  one  cannot  cough  properly  without 
adducting  the  vocal  cords.  If  the  larynx  is  examined  with  the  laryngoscope 
the  cords  will  be  seen  to  move  perfectly  well  both  with  respiration  and  when  the 
patient  retches,  though  they  may  remain  in  the  abductor  position  if  the  patient 
is  asked  to  make  any  particular  voice  sound.  The  condition  always  gets  well, 
and  it  may  pass  off  almost  instantaneously  as  the  result  of  local  electrical  applica- 
tion or  of  treatment  by  suggestion. 

2.  Unilateral  Organic  Affection  of  a  Vocal  Cord  is  obvious  on  laryngoscopic 
examination  ;  it  may,  however,  be  due  to  more  than  one  cause.  It  is  nearly 
always  the  result  of  interference  with  the  corresponding  recurrent  laryngeal 
nerve,  and  owing  to  anatomical  differences  between  the  two,  the  left  is  more 
commonly  affected  than  the  right.  It  may  be  paralyzed  by  pressure  from,  or 
infiltration  by,  an  intra-thoracic  aortic  aneurysm  ;  a  mediastinal  new  growth  ; 
secondary  deposits  in  the  deep  cervical  or  mediastinal  lymphatic  glands,  for 
instance  in  a  case  of  squamous-celled  carcinoma  of  the  oesophagus  ;  lymph- 
adenoma  ;  gumma  ;  or  mediastinal  fibrosis,  particularly,  though  not  very  com- 
monly, in  association  with  S5rphilis,  or  with  fibrotic  phthisis  affecting  the  upper 
part  of  the  left  lung.  The  differential  diagnosis  between  these  various  condi- 
tions will  be  found  discussed  elsewhere  ;  ;ir-ray  examination  of  the  thorax  may  be 
helpful.  In  the  absence  of  special  indications,  paralysis  of  the  left  vocal  cord 
due  to  interference  with  the  left  recurrent  laryngeal  nerve  in  a  man  of  about 
forty-five  years  of  age  is  always  suggestive  of  an  aneurysm  of  the  distal  portion 
of  the  arch  of  the  aorta,  particularly  if  the  patient  has  had  syphilis,  has  not  been 
an  abstainer,  and  has  undergone  strenuous  ph3rsical  exertion. 

3.  Bilateral  Affections  of  the  Vocal  Cords  are  seldom  due  to  thoracic  aneurysm, 
but  any  of  the  other  diseases  mentioned  in  the  preceding  paragraph  may  extend 
far  enough  up  into  the  root  of  the  neck  on  the  right  side  to  reach  and  involve 
the  right  recurrent  laryngeal  nerve  as  it  passes  beneath  the  right  subclavian 
artery,  as  well  as  the  left  recurrent  laryngeal  nerve  as  it  turns  round  the  arch  of 
the  aorta  to  the  left  of  the  left  subclavian  artery.  Careful  examination  of  the 
chest  for  evidence  of  new  growth  or  of  syphilitic  or  tuberculous  fibrosis  is 
necessary,  therefore,  before  one  is  in  a  position  to  diagnose  the  more  common 
cause  for  bilateral  paralysis  of  the  vocal  cords,  namely  degeneration  of  the  nerve 
cells  in  the  vagus  centres  in  the  medulla  oblongata.  It  should  also  be  remembered 
that  some  enlargements  of  the  thyroid  gland,  particularly  those  of  a  malignant  type, 
and  also  secondary  deposits  in  the  deep  cervical  lymphatic  glands,  or  even  extensive 
infiltratioa  of  the  latter  by  tuberculous  processes,  may  involve  both  recurrent 
laryngeal  nerves  as  they  lie  on  either  side  in  the  sulcus  between  the  trachea  and 
oesophagus,  and  thus  cause  bilateral  paralysis  of  the  vocal  cords.  When  the 
paralysis  is  due  to  central  degeneration  in  the  vagal  nuclei  there  is  generally 


clinician  to  find  signs  pointing  to  a  bilateral  affection  when  the  patient  is 
only  aware  of  disability  affecting  one  lower  extremity.  A  notable  and  common 
example  of  this  is  afforded  by  many  cases  of  disseminated  sclerosis.  The  patient 
complains  of  weakness  in  one  leg,  and  the  physician  finds  exaggeration  of  both 
knee-jerks  as  well  as  extensor  plantar  responses  on  both  sides,  and  is  led  to  the 
conclusion  that  both  pyramidal  tracts  are  affected,  although  one  may  be  damaged 
more  severely  than  the  other. 

The  various  types  of  crural  monoplegia  may  be  divided  roughly  into  two 
classes,  one  of  which  includes  those  cases  without  muscular  atrophy,  and  the 
other  those  which  present  greater  or  less  degrees  of  muscular  wasting. 

Parallels  ot  One  L«g  wltbont  lliuciil«  Atrophy. — The  cases  in  this  class  may  be 
sub-divided  into  two  groups, the  first  comprising  those  in  which  the  pyramidal  tract 
is  affected,  and  the  second  those  in  which  there  is  no  evidence  of  pyramidal  affection. 

Spastic  paralysis  of  one  leg  may  result  from  a  lesion  of  the  pyramidal  tract 
in  any  part  of  its  course,  but  lor  anatomical  reasons  it  is  more  likely  that  the 
paralysis  will  be  confined  to  one  side  when  a  lesion  affects  the  opposite  cerebral 
hemisphere  above  the  pons,  that  is  to  say,  above  the  level  at  which  the  two 
pyramidal  tracts  run  in  close  proximity.  Spastic  paralysis  of  one  leg  may, 
however,  result  Irom  a  lesion  at  any  level,  and  the  diagnosis  ot  the  level  must 
be  made  from  a  consideration  of  other  symptoms.  In  all  cases  the  condition  ol 
the  leg  is  qualitatively,  if  not  quantitatively,  the  same.  A  spastic  leg  is  charac- 
terized by  a  certain  amount  of  weakness,  a  certain  amount  of  rigidity,  by  an 
exaggeration  of  the  knee-  and  ankle-jerks,  and  by  the  presence  of  the  extensor 
type  of  plantar  response.  It  is  useful  to  remember  that  the  weakness  in  a  spastic 
leg  does  not  affect  all  the  movements  to  the  same  extent.  If  the  movements 
at  the  various  joints  are  tested  against  the  observer's  resistance,  it  will  geoerally 
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be  found  that  dorsiflexion  ot  the  ankle  and  flexion  of  the  knee  are  more  profoundly 
affected  than  other  movements.  It  is  for  this  reason  that  the  patient  tends 
to  drag  his  toes  more  on  the  affected  side  than  on  the  other,  and  evidence  oi 
this  is  often  forthcoming  in  the  fact  that  he  tends  to  wear  away  the  toes  of  his 
boot.  The  muscles  of  a  spastic  leg  show  no  locaUzed  wasting,  and  present  no 
alteration  from  the  normal  in  their  response  to  electrical  stimulation. 

In  the  attempt  to  diagnose  the  level  of  the  lesion  which  gives  rise  to  spastic 
paralysis  of  one  leg,  certain  considerations  are  of  particular  importance.  If 
the  lesion  is  situated  immediately  above^the  lumbar  enlargement  of  the  cord, 
the  abdominal  reflexes  can  be  obtained.  If  the  lesion  is  situated  at  the  level 
of  the  loth  dorsal  segment,  the  lower  abdominal  reflex  on  that  side  will  be  absent, 
while  the  epigastric  reflex  remains  intact.  A  lesion  of  any  of  the  upper  dorsal 
segments  causes  abolition  of  all  abdominal  reflexes  on  the  corresponding  side. 
A  lesion  above  the  cervical  enlargement  will  lead  probably  to  some,  even  if 
sUght,  weakness  in  the  corresponding  upper  extremity,  in  which  the  tendon- 
jerks  will  be  found  exaggerated.  In  the  same  way,  a  lesion  of  the  higher  part  of 
the  pons  or  of  any  level  between  the  pons  and  the  cerebral  cortex  will  produce 
some  as3rmmetry  in  the  facial  movements  as  well  as  weakness  in  the  arm  and  leg. 

Disseminated  sclerosis  has  been  mentioned  already  as  a  disease  in  which 
spastic  paralysis  of  one  leg  may  result  from  a  lesion  situated  in  the  spinal  cord. 
In  all  probabiUty  evidence  of  other  patches  of  disease  will  be  discovered  in  such 
cases  if  a  careful  examination  is  made.  Some  intention  tremor  in  one  or  both 
hands,  nystagmus,  diplopia,  optic  atrophy,  and  sphincter  troubles  are  among 
the  signs  which  may  be  forthcoming.  Less  commonly,  a  one-sided  affection  of 
the  spinal  cord  above  the  lumbo-sacral  enlargement  is  due  either  to  some  intra- 
medullary disease,  such  as  a  patch  of  myelitis,  a  gumma,  or  a  new  growth.  When 
this  occurs  there  may  arise  a  symptom-complex  to  which  the  term  Brown- 
Siquard  paralysis  is  applied.  In  this  condition  there  is  spastic  paralysis  of  the 
leg  on  the  same  side  as  the  lesion,  together  with  loss  of  sensibility,  especially 
of  thermal  and  painful  sensibility,  in  the  opposite  leg.  The  physical  signs  in 
Brown.S6quard  paralysis  are  represented  in  greater  detail  in  the  accompanying 
diagram : — 

Zone  of  Hyperaesthesia 


Local 
Effects 
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\  Painful  and  Thermal  Loss 

i  Loss  of  all  Reflexes 


No  Local  Effects 
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No  paralysis 
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Fig^.  142. — Diagrammatic  representation  of  the  results  of  a  one-sided  lesion  of  the  spinal  cord — 

Brown-S^uard  Paralysis. 


n  of  the  limb  may  show  little  that  is  abnormal.  Some  slight  paresis 
and  some  slight  stiffness  in  response  to  passive  movements  may  be  detected, 
but  no  alteration  in  the  character  of  the  reflexes  will  be  observed.  The  diagnosis 
must  depend  more  upon  the  general  aspect  and  the  attitude  and  gait  of  the 
patient.  Some  loss  of  facia]  expression,  the  general  slowness  of  his  movements, 
and  the  tendency  to  shuffle  with  the  affected  leg,  are  points  which  may  lead  the 
observer  to  form  a  correct  opinion. 

Pumlrsb  of  On*  Lag  with  MoscoUr  Atrophy. — In  any  case  which  presents 
the  signs  of  atrophic  palsy  of  one  leg,  the  first  essential  point  for  making  a 
diagnosis  is  to  ascertain  the  exact  distribution  of  the  atrophied  muscles,  and  to 
review  this  distribution  in  the  light  of  what  we  know  with  regard  to  the  central 
and  peripheral  innervation  of  the  muscles  of  the  lower  limb.  The  reader's 
memory  on  this  point  can  be  refreshed  by  reference  to  the  table  on  p.  541. 

Single  nerve  palsies  in  the  lower  extremity  arc  not  so  common  as  similar 
affections  in  the  upper  extremity,  but  they  may  occur,  especially  as  the  result 
of  injurj'.  Isolated  paralysis  of  the  anterior  crural  nerve  and  oi  the  obluralor 
nerve  are  quite  uncommon,  and  when  they  do  occur  are  generally  the  result  of 
compression  of  the  nerve  within  the  abdominal  cavity,  either  by  growths  or 
during  the  act  of  parturition.  In  aficctions  of  the  anterior  crural  nerve,  the 
movements  of  flexion  of  the  thigh  on  the  trunk  and  extension  of  the  leg  upon  the 
thigh  may  both  be  impaired  or  lost.  Wasting  of  the  anterior  thigh  muscles, 
and  diminution  or  loss  of  the  knee-jerk,  are  other  obvious  signs  oi  this  condition. 
When  the  obluralor  nerve  is  injured,  the  patient  can  flex  his  hip  but  cannot 
adduct  the  thigh,  and  so.  when  sitting,  he  can  raise  his  knee  but  cannot  throw  it 
across  the  other  leg.  He  can  walk  about  with  no  obvious  disturbance  of  gait,  but 
he  cannot  rotate  the  thigh  either  outwards  or  inwards,  with  any  degree  of  force. 
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Table  showing  the  Muscles  to  which  the  various  Nerves  of  the  Lumbar  and 

Sacral  Plexuses  are  distributed. 

Nerve.  Muscle, 


Obturator 

(L.  2,  3,  4) 


Anterior  crural 
(L.  2,  3,  4) 


Sciatic  nerve 
(L.  4,  5, 


S.  I,  2,  3) 


External  popliteal 
(L.  4,  5,  S.  I, 


2) 


Internal  popliteal 
(L.  4,  5,  S.  I, 


2,  3> 


Internal  plantar 


External  plantar 


Nerve  of  the  quadratus  femoris 
(L.  5,  S.  I) 

Nerve  of  the  obturator  intemus 
(L.  5,  S.  I,  2) 

Nerve  of  the  pyriformis 

Superior  gluteal  nerve 
(L.  4,  5,  S.  I,  2) 

Inferior  gluteal  nerve 
(L.  5,  S.  I,  2) 


.Adductor  longus 

Gracilis 
1  Adductor  brevis 

Obturator  extemus 
^Adductor  magnus 

niiacus 
I  Pectineus 
I  Sartorius 
VQuadriceps  extensor 

{Semitendinosus 
Biceps 
Semimembranosus 

/Tibialis  anticus 

I  Extensor  proprius  hallucis 

Extensor  longus  digitorum 
H  Peroneus  tertius 

Extensor  brevis  digitorum 

Peroneus  longus 
V  Peroneus  brevis 

/Gastrocnemius 

Plantaris 

Soleus 
4  Popliteus 

Tibialis  posticus 

Flexor  longus  digitorum 
\  Flexor  longus  hsdlucis 


Flexor  brevis  hallucis 
Abductor  hallucis 


i 

1  Flexor  brevis  digitorum 
list  lumbrical 

/Accessorius 

Abductor  minimi  digit! 

Flexor  brevis  minimi  digiti 
•"  Interossei 

Adductor  obliquus  hallucis 

Adductor  transversus  hallucis 

Outer  3  lumbricals 

r  Quadratus  femoris 
\Lremellus  inferior 

r  Obturator  intemus 
(Gemellus  superior 

Pyriformis 

r  Gluteus  medius 
<  Gluteus  minimus 
vTensor  vaginae  femoris 

I  Gluteus  maximus 


Paralysis  of  the  main  trunk  of  the  sciatic  nerve,  which  would  include  paralysis 
of  all  the  muscles  supplied  by  the  internal  and  external  popliteal  nerves  as  weU, 
points  to  some  form  of  disease  or  injury  affecting  the  pelvis.  It  may  be  brought 
about  by  a  fracture  of  the  pelvis  or  of  the  upper  end  of  the  femur,  or  by  injuries 
to  the  hip  joint ;  on  the  other  hand,  the  sciatic  nerve  may  be  compressed  by 
tumours  or  inflammatory  masses  within  the  pelvis.  The  result  of  such  an 
extensive  palsy  has  a  considerable  effect  on  the  patient's  gait,  as  he  is  unable 
to  flex  the  knee,  and  consequently  has  to  use  the  leg  as  a  stifi,  extended  support. 
Moreover,  the  disability  is  increased  by  the  complete  absence  of  all  movements 
at  the  ankle  joint.     The  sensory  loss  in  such  a  condition  includes  the  outer  side 
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of  the  leg  and  the  whole  of  the  foot,  except  a  small  area  on  its  inner  and  upper 
aspect. 

Palsy  of  the  external  pof^iteal  nerve  is  certainly  the  most  common  isolated 
nerve  palsy  in  the  lower  extremity.  Not  only  is  it  particularly  exposed  to 
injury  in  its  course  through  the  popliteal  space,  and  as  it  winds  round  the  fibula, 
but  a  primary  neuritis  of  it  is  by  no  means  uncommon,  especially  in  cases  of 
diabetes  mellitus  and  lead  poisoning.  Isolated  paralysis  of  the  external  popliteal 
nerve  has  been  observed  frequently  in  cases  of  tabes  dorsalis.  The  most  obvious 
result  of  this  form  of  paral3rsi8  is  the  dropped  foot  to  which  it  gives  rise,  and  the 
high-stepping  gait,  which  is  necessary  if  the  patient  is  to  clear  the  ground  with 
his  toes. 

Injury  to  the  internal  popliteal  nerve  is  very  much  less  common,  but  of  course 
it  may  be  involved  by  tumours  or  the  products  of  inflammation  in  the  upper  part 
of  the  leg.  Paralysis  of  the  calf  muscles  is  the  chief  consequence,  preventing 
the  patient  from  extending  his  foot  and  standing  on  tip-toe.  or  from  tnailring 
any  kind  of  springing  movement  in  the  attempt  to  walk  or  run.  The  paralysis 
of  the  interossei  and  the  unopposed  contraction  of  the  long  extensors  may  lead 
to  the  production  of  Claw-foot  {q.v.). 

Table  showing  the  Muscles  Innervated  by  the  different  Roots  op  the 

Lumbar  and  Sacral  Plexuses.* 

L.  I,  2.  Iliopsoas.  QMadratiis  lumborum.  Sartorius.  Cremaster.  Quadri- 
ceps. 

L.  3.  Quadriceps.  Sartorius.  Quadratus  lumborum.  Adductores  femoris. 
Obturator  eztemus. 

L.  4.  Adductores  femoris.  Quadriceps.  Sartorius.  Tensor  fascia 
femoris.  Tibialis  anticus.  Extensor  communis.  Extensor 
hallucis. 

L.  5.  Tibialis  anticus.  Extensor  communis  digitorum.  Extensor  hallucis. 
Peronei.  Abductors  and  external  rotators  of  the  hip. 
Gastrocnemii.      Long  flexors  of  the  toes.     Hamstrings.     Glutei. 

S.  I.  Gastrocnemii.  Hamstrings.  Long  flexors  of  the  toes.  Peronei.  Ab- 
ductors and  external  rotators  of  the  hip.     Glutei. 

S.  2.  Glutei.  Intrinsic  muscles  of  the  foot.  Gastrocnemii.  Hamstrings. 
Long  flexors  of  the  toes. 

•^-  3»  5>  The  musculature  of  the  perineum  connected  with  defacaiton,  micturition^ 
etc. 
*  The  muscles  which  afford  the  most  useful  landmarks  are  printed  in  italics. 

In  addition  to  these  peripheral  nerve  palsies  of  the  lower  limb,  we  have  to 
take  into  consideration  those  forms  of  paralysis  which  are  due  to  lesions  of  the 
roots  leaving  the  lumbo-sacral  region  of  the  cord,  and  other  forms  resulting 
from  disease  of  that  part  of  the  spinal  cord  itself  (see  table  above)  :  atrophic 
palsy  of  one  leg  is  not  commonly  the  result  of  spinal  caries,  although  this  may 
occur  when  the  caries  affects  the  lower  lumbar  or  sacral  region.  On  the  other 
hand,  paralysis  of  one  leg,  generally  associated  with  acute  pain  of  root  distri- 
bution, is  not  a  very  rare  early  symptom  of  malignant  disease  of  the  lower  part 
of  the  vertebral  column.  In  the  absence  of  any  obvious  deformity,  the  diagnosis 
in  such  cases  is  often  difficult,  and  much  may  depend  on  the  use  of  skiagraphy. 
In  some  cases  a  good  deal  may  be  learnt  from  observing  loss  of  the  natural 
spinal  lumbar  curve,  and  from  a  suggestion  of  shortening  in  the  stature  of  the 
patient,  and  particularly  by  noticing  the  diminished  interval  between  the  lower 
ribs  and  the  iliac  crests.  These  are  signs  of  collapse  on  the  part  of  the  softened 
vertebrae,  and  constitute  a  condition  to  which  the  name  "  entassement  "  is 
sometimes  applied. 

Syphilitic  meningitis,  involving  the  roots  of  the  lumbo-sacral  cord,  is  another 
not  very  uncommon  source  of  crural  monoplegia.     The  diagnosis  depends  upon 
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the  history  of  syphilia,  a  positive  Wassermann  serum  reaction,  the  results  of  an 
ex^minatiaii  of  the  cerebrospinal  fluid,  and  the  fact  that  both  the  motor  palsy 
and  the  sensory  loss  fallow  a  root  distribution. 

Probably  more  common  than  any  other  cause  for  atrophic  paralysis  of  one 
leg  is  the  disease  known  as  acute  poliomyetiiis.  The  history  of  an  acute  onset 
with  constitutional  disturbances  of  more  or  less  severity,  and  the  absence  of  any 
sensory  loss  or  of  any  permanent  aSectioa  of  the  sphincters,  arc  important  points 
in  the  diagnosis.  It  is  well  to  remember,  too.  that  the  paralysis  in  these  cases 
is  generally  more  widespread  during  the  early  days  of  the  disease  than  the 
permanent  results  suggest.     Consequently,  it  is  not  unusual  to  bear  that,  in  a 


case  whore  there  is  permanent  atrophic  palsy  of  one  leg  {iti/antile  paralysis), 
the  onset  of  the  trouble  was  characterized  by  a  paraplegia  or  palsy  of  both  legs. 
Tumours  of  the  spinal  cord  and  syringomyetia  are  very  much  rarer  causes  of 
this  paralysis  of  the  iowcr  extremity,  although  the  possibility  of  their  occurrence 
may  sometimes  need  to  be  taken  into  consideration.  Various  forms  of  pro- 
gressive muscular  atrophy,  either  of  spinal  or  primary  muscular  origin,  are  more 
important  causes  of  Paraplegia  {q.v.)  than  of  unilateral  paralysis.  As  a  general 
rule  they  arc  symmetrical,  or  approximately  symmetrica),  in  their  onset  and 
progress,  but  every  now  and  then  one  may  meet  with  cases  in  their  earliest 
stage,  when  the  complaint  of  the  patient  is  referred  to  one  limb  only.  A  good 
example  of  such  an  occurrence  is  aSorded  by  the  case  of  a  lad  who  was  brought 
to  me  an  account  of  some  weakness  in  one  foot  which   had  appeared  quite 
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iosidiou^y  and  was  tending  to 
showed  atrophic  palsy  of  the  loi 
mu9clc9.  The  diagnosis  of  ptrm 
appearance  of  similar  physical  aij 
addition  to  their  early  symmetric 
diseases  can  be  distinguished  fro 
envelopments  by  th«  absence  of  p 

PABALTSIS   W    THE    BZTB 

strictly,  would  refer  only  to  thoa 
the  whole  or  any  pdrt  of  the 
"  paralyns,"  however,  has  come,  t 
and,  in  fact,  to  embrace  all  varii 
in  this  sense  that  the  word  will  be 
interpretation  would  be  of  value  ii 
always  depends,  not  upon  the  de{ 
tioQ,  and  associated  ^Knomena. 
diagnosis  is  most  difficult,  altboui 
view  of  successful  treatment,  wt 
only  of  slight  degree. 

Before  entering  upon  a  discussi 
in  the  upper  extremity,  some  refi 
which  are  important  in  the  propei 
to  use  an  arm. 

The  medical  man  must  not  be 
has  lost  power  or  that  he  is  weak  i 
to  ascertain  whether  this  is  real 
of    flexion,  extension,   pronation 

necessary  their  power  measured  against  the  observer's  resistance.  It  may  be 
found  that  the  grasp  is  powerful  in  a  patient  who  is  unable  to  use  his  hand  on 
account  of  loss  of  control  over  the  finger  movements.  In  sucb  a  case  there  is 
not  paralysis,  but  inco-ordination  or  ataxy  (see  Ataxy).  Similarly,  there  is 
certain  to  be  difficulty  in  carrying  out  delicate  movements  if  there  is  loss  of 
cutaneous  sensibility.  Without  tactile  sense  it  is  impossible  to  handle  a  pen 
in  a  proper  manner.  Sometimes  a  patient  will  complain  of  loss  of  power,  when 
investigation  shows  that  the  ability  to  execute  movements  is  inhibited  by  the 
pain  in  a  muscle  or  joint  evoked  by  the  attempt.  In  other  instances,  mechanical 
limitation  of  movement  by  arthritic  changes,  without  pain,  may  lead  the  patient 
to  believe  that  there  is  loss  of  power.  He  finds  he  cannot  lift  his  arm,  and 
ascribes  the  disability  to  paralysis  instead  of  to  ankylosis  of  the  shoulder  joint. 
On  the  other  hand,  it  must  be  remembered  that  pain  and  loss  of  power  may  be 
associated  in  some  forms  of  neuritis,  if  the  patient  says,  "  My  arm  is  so  painful 
that  I  cannot  lift  it,"  examination  must  be  directed  to  ascertain  whether  the 
inability  is  due  only  to  painful  inhibition  or  to  real  paralysis  in  addition. 

Stress  must  be  laid  upon  the  necessity  for  obtaining  a  careful  history,  and 
especially  an  accurate  account  of  the  duration  of  the  trouble,  whether  its  onset 
was  sudden,  rapid,  or  slow  and  progressive,  and  whether  the  loss  of  power  was 
accompanied  or  preceded  by  pain,  numbness,  or  tingling.  The  family  and 
previous  history  must  not  be  neglected.  In  examining  the  paralyzed  arm,  care 
should  be  taken  that  the  whole  of  both  upper  limbs,  as  well  as  the  neck,  upper 
part  of  thorax,  anil  shoulders  are  stripped,  so  as  to  be  inspected  easily  and  the 
two  sides  compared.  It  will  also  be  necessary,  in  the  large  majority  of  instances, 
to  investigate  Ihe  functions  of  the  cranial  nerves  and  the  reflexes,  etc.,  of  the 
'trunk  and  lower  extremities.     This  is  often  imperative  even  when  no  complaint 
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is  made  of  loss  of  jxjwer  or  other  symptoms  in  any  part  of  the  body  except  one 
upper  limb.  The  importance  of  this  full  examination  is  perhaps  obvious,  but 
it  may  be  illustrated  by  reference  to  two  points.  A  lesion  of  one  internal  capsule 
may  give  rise  to  paralysis  of  the  opposite  arm,  but  it  will  be  likely  to  cause,  in 
addition,  some  alteration  in  the  abdominal  and  leg  reflexes  of  the  corresponding 
side.  Similarly,  a  lesion  of  the  8th  cervical  or  ist  dorsal  spinal  segments,  or  of 
their  corresponding  spinal  roots,  will  also  affect  the  fibres  leaving  the  cord  at 
that  level  and  passing,  vid  the  cervical  sympathetic,  to  the  eye  of  the  same  side. 
In  this  way  atrophic  paralysis  of  the  muscles  of  one  hand  may  be  associated 
with  a  small  pupil  and  a  small  palpebral  fissure  on  the  same  side,  a  coincidence 
which  at  once  points  to  the  cord  or  roots  as  the  site  of  the  lesion,  and  acquits 
the  peripheral  nerves  of  being  concerned  in  the  production  of  the  palsy.  In 
such  a  case  the  further  investigation  of  the  abdominal  reflexes,  the  knee-jerks, 
and  plantar  responses,  will  help  to  decide  whether  the  lesion  is  intramedullary 
or  extrameduUary ;  in  the  former  event  the  abdominal  reflex  on  the  same  side 
would  be  absent,  the  knee-jerk  would  be  increased,  and  the  plantar  response 
would  be  of  the  extensor  type,  while  in  the  latter,  unless  the  lesion  exerted  con- 
siderable pressure  on  the  cord,  the  reflexes  below  the  arm  would  be  normal. 

Any  attempt  to  enumerate,  let  alone  discuss,  all  the  possible  lesions  which 
can  give  rise  to  paralysis  in  the  upper  extremity,  is  out  of  the  question,  and  we 
must  be  content  to  consider  the  broad  principles  of  diagnosis  in  connection  with 
the  more  familiar  instances  of  brachial  palsy.  For  this  purpose  a  classification 
based  chiefly  on  the  presence  or  absence  of  muscular  atrophy  will  be  adopted. 
This  will  be  of  practical  use  because  the  mere  inspection  of  a  paralyzed  limb 
generally  enables  the  observer  to  detect  whether  a  case  belongs  to  the  one 
category  or  the  other. 

Paralysis  without  Muscular  Atrophy. 

This  heading  embraces  cases  in  which  there  may  be  general  impairment  of 
nutrition,  and  perhaps  muscular  wasting,  due  to  disuse,  but  in  which  there  is  no 
localized  muscular  atrophy  and  no  alteration  in  the  response  of  the  muscles  to 
electrical  stimulation.  The  cases  may  be  divided  into  two  groups :  (i)  Those 
in  which  there  is  some  affection  of  the  upper  motor  neuronic  system  (pyramidal 
lesions),  and  (2)  Cases  without  lesion  of  the  pyramidal  tract. 

I.  Paralysb  due  to  Pyramidal  Tract  Lesions. — The  most  familiar  example 
of  this  group  is  afforded  by  cases  of  brachial  monoplegia  due  to  a  vascular 
lesion  (thron^osis,  htBtnorrhage,  or  embolism)  in  the  internal  capsule  or  other 
part  of  the  pyramidal  tract  in  its.  course  through  the  brain.  In  the  dia- 
gnosis of  this  condition  the  points  of  importance  are :  The  presence  of  some 
cardiovascular  condition  capable  of  producing  the  lesion,  such  as  disease  of 
the  heart,  kidneys,  or  arteries ;  the  sudden  or  rapid  onset  of  the  symptoms,  with 
or  without  loss  of  consciousness  or  other  cerebral  disturbance.  The  arm  retains 
its  natural  contours,  and  the  muscles  are  not  atrophied,  although  they  may 
appear,  after  some  time  has  elapsed,  to  be  smaller  than  those  of  the  other  arm. 
The  paralysis  may  affect  the  whole  limb  and  include  inability  to  shrug  the 
shoulder ;  or  the  movements  of  the  hand  and  fingers  may  be  more  impaired  than 
those  of  the  elbow  and  shoulder.  There  is  a  tendency  for  the  arm  to  exhibit 
more  and  more  resistance  to  passive  movement,  that  is  to  say,  to  develop 
spasticity.  At  the  same  time,  if  left  to  itself,  the  limb  will  adopt  a  fixed  position, 
which  includes  adduction  of  the  upper  arm  to  the  trunk,  flexion  and  pronation 
of  the  forearm,  and  flexion  of  the  wrist  and  fingers.  If  any  movements  are 
possible,  they  will  be  those  of  flexion  rather  than  of  extension  at  the  various 
joints.  The  muscle  tone  is  increased,  and  the  tendon-jerks,  such  as  the  biceps 
and  supinator  jerks,  are  exaggerated  when  compared  with  those  of  the  opposite 


increased  intracranial  pressure  are  not  always  present,  and  that  the  presence 
ot  a.  tumour  may  always  be  suspected  wben  a  spastic  paralysis  ol  one  limb  comes 
on.  in  a  slow  and  progressive  manner.  Some  tumours  grow  at  the  expense  of 
neighbouring  tissues  in  such  a  way  that  pressure  is  raised  but  little  or  not  at 
all.  Encephalitis  wilt  need  to  be  considered  when  there  is  a  history  of  acute 
constitutional  disturbance,  with  fever,  vomiting,  headache,  and  perhaps  convul- 
sions preceding  or  attending  the  onset  of  the  paralysis.  The  latter,  however, 
is  not  progressive.  It  reaches  its  maximum  within  a  lew  hours,  and  shows  a 
general  tendency  to  improve  after  the  acute  symptoms  have  passed  off. 

Disseminated  sclerosis  is  another  disease  in  which  a  spastic  monoplegia  of  the 
arm  is  not  uncommon.  The  diagnosis  is  easy  if  it  occurs  as  a  late  manifestation 
in  the  disease,  when  nystagmus,  optic  atrophy,  spastic  paraplegia,  and  sphincter 
trouble  are  already  present,  or  if  there  is  a  history  of  previous  transient  palsies 
affecting  other  limbs.  When,  however,  paralysis  of  one  arm  is  the  first  symptom 
of  the  disease,  as  it  may  be.  the  diagnosis  may  present  difficulties.  The  rapid 
onset  of  the  palsy  in  a  healthy  young  adult  without  constitutional  disturbance, 
severe  headache,  or  vomiting,  and  perhaps  the  discovery  of  absent  abdominal 
reflexes  and  an  extensor  plantar  response,  should  direct  suspicion  to  the  possi- 
bility of  a  patch  of  disseminated  sclerosis  being  responsible  for  the  trouble. 

Diseases  of  the  pons,  medulla,  and  that  part  of  the  spinal  cord  which  lies  above 
the  cervical  enlargement,  whether  of  vascular,  inflammatory,  or  neoplastic  origin, 
may  cause  spastic  palsy  of  the  upper  limb,  but  it  is  rarely  a  monoplegia.  The 
arm  and  leg  on  one  side  or  both  arms  and  both  legs  (double  hemiplegia)  are 
much  more  likely  to  be  involved  simultaneously,  and  the  site  of  the  lesion  is 
inferred  from  the  knowledge  that  the  two  pyramidal  tracts  are  in  close  proximity 
in  those  regions. 
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2.  Paralysis  without  Lesions  of  the  Pyramidal  Tract. — It  has  not  been 
uncommon,  in  the  writer's  experience,  for  a  patient  in  the  earliest  stage  of 
paralysis  agitans  to  complain  of  loss  of  power  in  one  arm.  This  has  sometimes 
led  to  a  wrong  diagnosis,  the  trouble  being  described  vaguely  as  due  to  neuritis, 
or  even  regarded  as  hysterical.  This  mistake  will  be  avoided  if  notice  is  taken 
of  the  fact  that  the  limb  is  not  only  weaker  than  its  fellow,  but  that  it  is  somewhat 
stiff  and  conspicuously  slow  in  canying  out  movements.  A  lack  of  expression 
in  the  face,  or  tendency  to  carry  the  arm  in  a  flexed  position  across  the  trunk, 
and  perhaps  some  hesitancy  in  the  gait,  should  guide  the  observer  to  a  correct 
diagnosis  even  if  tremor  is  absent,  as  it  often  is  at  this  stage  of  the  malady.  It 
must  be  remembered  that  this  form  of  paralysis  is  unattended  by  changes  in 
the  reflexes. 

Children  suffering  from  chorea,  and  especially  hemichorea,  are  often  brought 
to  a  doctor  with  the  mother's  complaint  that  he  or  she  has  lost  the  use  of  an  arm. 
Examination  will  show  that  there  is  really  some  weakness  of  the  affected  limb, 
which  is  demonstrated,  not  so  much  by  the  poorness  of  the  grasp,  as  by  the  fact 
that  the  child  is  unable  to  maintain  a  steady  pressure.  He  will  grasp  the 
observer's  fingers,  but  quickly  release  the  pressure,  although  urged  to  continue 
the  squeeze.  In  the  same  way,  when  asked  to  put  out  his  tongue  he  will  do  so, 
but  withdraw  it  at  once.  When  required  to  extend  his  arm  in  front  of  him 
with  the  palm  of  the  hand  facing  downwards,  it  will  generally  be  noticed  that 
the  wrist  is  slightly  flexed  although  the  fingers  are  extended.  These  are  points 
which  may  be  useful  in  coming  to  a  right  conclusion  when  choreic  movements 
are  not  conspicuous  ;  but  attention  must  also  be  paid  to  the  condition  of  the 
heart  and  to  any  history  of  rheumatism.  No  information  of  value  can  be 
obtained  from  the  state  of  the  reflexes  unless  the  choreic  form  of  the  knee-jerk 
is  present. 

Hysterical  Paralysis. — A  brachial  palsy  of  hysterical  origin  may  resemble 
one  which  is  due  to  a  pyramidal  lesion  in  presenting  a  marked  amount  of  rigidity, 
or,  on  the  other  hand,  the  whole  limb  may  be  flaccid  and  limp.     Some  general 
fi;  wasting  of  the  muscles  may  be  present,  but  there  is  no  alteration  in  their  electrical 

reactions.  Organic  pyramidal  lesions  must  be  excluded  by  an  examination  of 
the  reflexes.  The  supinator,  biceps,  and  triceps  jerks  may  be  tried,  but  they  will 
not  be  appreciably  more  brisk  than  those  of  the  opposite  limb.  The  abdominal 
and  leg  reflexes  will  be  natural  in  t>T)e.  If  the  limb  is  rigid  the  observer  will 
probably  be  able  to  overcome  the  rigidity  by  steady  pressure,  and  to  extend  the 
arm.  forearm,  hand,  and  fingers  into  one  straight  line.  When  the  patient  is 
asked  to  perform  a  certain  movement,  the  observer  can  often  see  that  in  the 
effort  to  carry  it  out  the  antagonistic  muscles  are  put  into  action  rather  than, 
or  as  well  as,  those  which  are  necessary  for  its  execution.  Thus  the  triceps  will 
contract  as  well  as  the  biceps  when  the  patient  is  requested  to  flex  the  elbow, 
with  the  result  that  the  forearm  is  moved  very  little  or  not  at  all.  This  may 
also  be  demonstrated  when  the  observer  resists  the  movement  of  flexion  by 
grasping  the  wrist  and  then  unexpectedly  relaxes  his  resistance.  In  an  organic 
palsy  this  will  be  followed  by  further  uncontrolled  flexion  at  the  elbow,  whereas 
in  an  hysterical  patient  the  contraction  of  the  triceps  maintains  the  forearm  in 
its  former  position. 

There  is  another  point  of  importance  in  distinguishing  a  palsy  of  cerebral 
origin  from  one  which  is  hysterical.  In  the  organic  case,  even  when  no  voluntary 
movement  whatever  can  be  carried  out  by  the  fingers,  the  latter  may  be  observed 
to  move  involuntarily  in  association  with  energetic  movements  in  the  opposite 
limb.  Thus,  when  the  patient  is  asked  to  grasp  some  object  as  tightly  as  he 
can  with  the  sound  hand,  flexion  of  the  fingers  may  be  detected  in  the  paralyzed 
side.     The  same  phenomenon  is  seen  in  connection  with  involuntary  movements, 


ilSFif  will  also  fail  to  elicit  a  contraction,  or  will  give  rise  only  to  an  abnormally 
slow  contraction.  Muscles  which  are  undergoing  atrophy  may  also  exljibit  - 
line  fibrillary  contractions  of  a  spontaneous  kind,  but  these  are  seen  only  when 
the  disease  afiects  the  nerve  fibres,  and  not  when  the  muscles  themselves  are 
primarily  affected.  That  it  is  to  say,  these  fibrillations  are  very  rarely  seen 
in  the  group  of  muscular  atrophies  to  which  the  name  of  "  myopathy  " 
is  given. 

For  the  purpose  of  making  a  diagnosis  of  the  site  of  the  lesion  in  cases  o£ 
atrophic  brachial  paralysis,  it  is  absolutely  essential  to  analyze  carefully  the 
distribution  of  the  atrophied  muscles.  This  must  be  done  in  order  to  answer 
the  questions  :  Are  all  the  atrophied  muscles  supplied  by  one  peripheral  nerve, 
or  are  they  innervated  by  one  or  more  spinal  segments,  or  by  one  or  more 
anterior  spinal  roots  ?  The  diagnosis  will  be  comparatively  simple  when  it  is 
found,  for  instance,  that  all  the  atrophied  muscles  are  supplied  by  the  musculo- 
spiral  nerve,  and  that  all  the  muscles  supplied  by  that  nerve  are  atrophied  and 
paralyzed.  A  lesion  of  that  nerve  can  then  be  diagnosed  and  its  nature 
inferred  from  other  data,  such  as  the  use  of  a  crutch  or  the  history  of  a  fractured 
humerus,  with  the  detection  of  callus  involving  the  nerve  at  the  site  of  the 
fracture. 

Let  us  now  consider  briefly  some  of  the  various  conditions  giving  rise  to 
atrophic  palsy  of  the  upper  extremity,  and  the  features  which  are  most  character- 
istic for  the  purpose  of  their  diagnosis. 

In  cases  of  neuritis  there  may  be  paralysis  of  the  muscles  supplied  by  one 
ner\'c  only,  or  of  muscles  supplied  by  several  ner\'es  (multiple  neuritis).  In 
the  former  case  the  correct  diagnosis  of  the  lesion  depends  on  a  knowledge  of 
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the  muscles  innervated  by  each  of  the  chief  brachial  nerves,  and  this  may  be 
gleaned  from  the  following  list : — 


Nerve 

Posterior  scapular 

(C.  5) 

Long  thoracic 

{C.  5,  6,  7) 
Suprascapular 

(C.  5,  6) 

Anterior  thoracic 

(C.  5,  6,  7,  8,  D.  I) 

Musculocutaneous 
(C.  5,  6) 

Median 

(C.  6,  7,  8,  D.  I) 

forearm 


Muscles 


f  Levator  anguli  scapuls 
]  Rhomboideus  minor 
i  Rhomboideus  major 


{ 


Serratus  magnus 


band 


Ulnar 


/  Supraspinatus 
\  Inh-aspinatus 

/Pectoral is  major 
\Pectoralis  minor 

[  Biceps 

-|  Brachialis  anticus 

tCoraco-brachialis 

/  Pronator  radii  teres 
I  Flexor  carpi  radialis 

Palmaris  longus 
•<  Flexor  sublimis  digitorum 

Flexor  longus  poUicis 

Pronator  quadratus 

Flexor  profundus  digitorum  (outer  half) 

TAbductor  pollicis 

J  Opponens  pollicis 

I  Flexor  brevis  pollicis  (superficial  head) 

vTwo  outer  lumbricals 

/Flexor  carpi  ulnaris 


^^  forearm       -'  ^^^cxor  carpi  umaris 

(C.  8,  D.  I)    lorearm        (^  Flexor  profundus  digitorum  (inner  half ) 


hand 


Circumflex 
(C.  5,  6) 

Musculospiral 
(C.  6,  7,  8) 


upper  arm 


Palmaris  brevis 

Flexor  brevis  minimi  digiti 

Abductor  minimi  digiti 
i  Opponens  minimi  digiti 
<  Interossei 
{ Two  inner  lumbricals 

Adductor  obliquus  pollicis 
I  Adductor  transversus  pollicis 
\  Flexor  brevis  pollicis  (deep) 

/Deltoid 
(Teres  minor 

C  Triceps 

J  Anconeus 

I  Supinator  longus 

V  Extensor  carpi  radialis  longior 


forearm 
(posterior  inter- 
osseus  branch) 


r  Extensor 
Supinator 
Extensor 
Extensor 
-{  Extensor 
Extensor 
Extensor 
Extensor 

L  Extensor 


carpi  radialis  brevior 
brevis 

communis  di^torum 
minimi  digiti 
carpi  ulnaris 
ossis  metacarpi  pollicis 
longus  pollicis 
brevis  pollicis 
indicis 


Subscapular 

(C.  5,  6,  7,  8^ 


Subscapularis 
Teres  major 
Latissimus  dorsi 


When  several  nerves  are  involved  in  neuritis,  the  condition  is  one  of  multiple 
neuritis  and,  being  generally  due  to  some  toxic  cause,  tends  to  be  bilateral  and 
symmetrical.  Multiple  neuritis  is  further  characterized  by  the  facts  that  the 
peripheral  muscles  are  more  affected  than  the  proximal,  that  the  extensors  of 
the  wrist  and  fingers  suffer  out  of  proportion  to  the  flexors,  and  that  there  is 


trouble  arises  from  tbe  fact  that  the 

scapula    is    no    longer    held    against 

the    thoracic    wall,    and    cannot    be 

rotated  in  accordance  with  the  move-         Xiro^y. 

mcnts  of  the  hmb.     The  origin  of  this 

disability  may  be  overlooked  il  the  arm  only  is  examined.     If,  however,  the 

position  of  the  scapula  is  observed  when  the  arm  is  moved  in  different  directions, 

the  correct  diagnosis  can  be  arrived  at.    When  the  arm  hangs  at  test  by  the  side, 

the  scapula  is  seen  to  be  slightly  raised  and  displaced  outwards,  with  the  inferior 

angle  inclining  towards  the  vertebral  column  and  perhaps  somewhat  separated 

from  the  chest  wall.     When  the  arm  is  raised  forward  to  the  horizontal  position 

and  pressed  against  some  resistance,  the  inner  border  of  the  scapula  projects 

backwards  and  presents  a  "  winged  "  appearance.     Thia  deformity  ought  always 

to  suggest  paralysis  of  the  serratus  magnus. 

The  movements  of  the  upper  limb  are  also  hampered  somewhat  in  cases  of 
neuritis  or  injury  to  the  suprascapular  nerve,  and  the  patient  may  complain  of 
difficulty   or   fatigue   in   writing.     Examination    will    show   flattening   of   the 
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infraspinous  fossa  and  weakness  in  rotating  the  humerus  outwards  against 
resistance.  The  infraspinatus  muscle  may  be  tested  electrically  and  show  the 
reaction  of  degeneration,  but  the  supraspinatus  is  not  accessible,  being  covered 
by  the  trapezius. 

Adhesions  within  the  shoulder  joint  with  secondary  wasting  of  the  deltoid 
may  simulate  paralysis  in  the  distribution  of  the  circumflex  nerve,  owing  to  the 
difficulty  in  abducting  the  arm ;  but  a  little  care  in  examination  and  electrical 
testing  of  the  deltoid  muscle  will  suffice  to  make  a  diagnosis.  In  circumflex 
palsy,  moreover,  some  sensory  loss  may  be  found  in  the  skin  over  the  upper 
and  outer  aspect  of  the  arm. 

In  cases  of  musculospiral  paralysis  it  must  be  remembered  that  the  injury 
to  the  nerve  may  be  above  or  below  the  points  where  branches  leave  the  nerve 
to  supply  the  triceps  and  supinator  longus  muscles,  and  that  these  muscles  may 
therefore  escape.  Sensory  symptoms  are  often  absent,  but  some  anaesthesia 
is  sometimes  found  on  the  radial  border  of  the  hand. 

In  connection  with  traumatic  affections  of  the  median  nerve ^  the  distribution 
of  the  paralysis  also  depends  on  the  site  of  the  wound,  and  it  has  been  pointed 
out  that  the  branch  which  supplies  the  muscles  of  the  hand  may  leave  the  main 
nerve  in  the  forearm,  and  thus  escape  injury  when  the  wound  is  at  the  wrist. 

Ischamic  paralysis  of  the  hand  (Volkmann's  contracture)  must  not  be  for- 
gotten  in  cases  of  injury  to  the  forearm  when  there  is  a  history  of  the  patient 
wearing  a  splint,  and  the  condition  must  not  be  mistaken  for  ulnar  or  median 
paralysis.  The  diagnosis  depends  partly  upon  the  history,  but  chiefly  upon 
the  rigid  contracture  of  all  the  flexor  tendons  of  the  wrist  and  fingers  with  wasting 
of  the  muscles  and  other  trophic  changes  {Fig.  43,  p.  166).  The  electrical 
excitability  of  the  flexor  muscles  is  sometimes  impaired. 

Paralysis  of  one  arm  due  to  a  lesion  of  the  brachial  plexus  is  a  common  event, 
the  most  frequent  cause  being  some  form  of  injury.  When  the  whole  plexus 
is  damaged,  complete  brachial  palsy  with  atrophy  of  the  muscles  and  extensive 
sensory  loss  results.  The  diagnosis  of  such  a  lesion  is  simple,  because  it  would 
be  impossible  for  the  spinal  cord  to  be  damaged  sufficiently  to  bring  about  such 
a  paralysis  without  giving  rise  to  symptoms  of  atrophic  palsy  in  the  opposite 
arm  and  spastic  paralysis,  with  disturbances  of  sensibility,  in  the  trunk  and  lower 
extremities. 

In  addition  to  a  lesion  of  the  brachial  plexus  as  a  whole,  two  forms  of  partial 
palsy  are  not  uncommon,  and  have  received  special  names.  The  first  is  known 
as  Erb's  palsy,  and  is  due  to  a  lesion  of  the  upper  trunk  of  the  brachial  plexus, 
which  is  composed  of  fibres  from  the  5th  and  6th  cervical  roots.  The  paralyzed 
muscles  include  the  spinati,  deltoid,  biceps,  supinator  longus,  and  to  a  less  extent 
the  extensors  of  the  wrist  and  fingers.  The  arm  hangs  by  the  side,  and  the  forearm 
remains  in  the  pronated  position,  owing  to  the  weakness  of  the  supinator  muscles, 
and  especially  of  the  biceps.  There  is  sometimes,  but  not  always,  anaesthesia 
over  the  outer  aspect  of  the  forearm  and  hand.  This  form  of  palsy  is  usually 
produced  by  a  fall  on  the  shoulder  of  such  a  kind  as  to  separate  the  latter  forcibly 
from  the  head,  and  so  to  exert  sudden  and  severe  traction  on  the  upper  part 
of  the  brachial  plexus. 

A  similar  lesion  is  often  seen  in  infants  as  a  result  of  injury  during  birth, 
and  has  been  called  Duchenne's  palsy,  after  the  observer  who  first  described  it. 
In  both  Erb's  and  Duchenne's  palsy,  the  grouping  of  the  paralyzed  muscles 
resembles  that  which  may  follow  an  injury  to  the  5th  and  6th  cervical  segments 
of  the  spinal  cord,  but  in  the  latter  case  bilateral  symptoms  are  practically  certain 
to  be  present,  as  well  as  more  extensive  disturbances  of  sensation  of  the  trunk 
and  limb,  probably  of  the  dissociative  type.  (See  Sensation,  Some  Abnor- 
malities OF.)     In  spinal  cord  lesions,  moreover,  we  may  see  an  atrophic  paralysis 


and         (I     sa       ^m  n      a      only  by  its  limitation  to  one  upper  extremity,  but 

^>o  b      h      bsen  h      culo- pupillary  symptoms  which  are  nearly  always 

p       n     n    pn  ns         hat  level.     In  other  words,  a  lesion  of  the  spinal 

m  n       n    ha        g    n  of  the  corresponding  spinal  roots  in  their  intra- 

b  u        p    du       a  diminution  in  the  size  of  the  pupil  and  a  narrowing 

h    p    p  b         P      u        n  the  same  side.     Such  a  pupil  docs  not  dilate  to 

hdn         hnh      kn         he  neck  is  pinched,  nor  when  a  cocaine  solution  is 

d     pp  d    n        h  A   housh  the  presence  or  absence  of  oculo -pupillary 

mp    m      fid        po  n         differentiation  between  lesions  of  the  8th  cervical 

nd         d  rsa       gm  nta  he  spinal  cord,  or  of  their  corresponding  roots  on 

h      n    hand,    nd  n      the  lower  trunk  of  the  brachial  plexus  on  the  other, 

in  the  majority  of  cases,  it  must  be  remembered  that  in  verj-  severe  mjuries 
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to  the  neck  the  lower  roots  of  the  plexus  may  be  actually  torn  away  from  their 
connection  with  the  spinal  cord,  in  which  case  the  oculo-pupillary  symptoms 
mentioned  above  will  be  present. 

Amyotrophic  lateral  sclerosis  is  a  condition  which  is  dependent  on  a  gradual 
degeneration  and  disappearance  of  the  anterior  comual  cells  of  the  spinal  cord, 
associated  with  sclerosis  of  the  upper  motor  neuron  tracts.  The  muscular 
atrophy  begins  insidiously  and  progresses  gradually.  It  often  commences  in 
the  intrinsic  hand  muscles  (Aran-Duchenne  type),  less  commonly  in  the  shoulder 
and  upper  arm  muscles.  The  loss  of  power  is  in  proportion  to  the  amount  of 
atrophy.  The  alteration  in  electrical  reactions  is  usually  more  a  quantitative 
diminution  of  excitability  to  both  currents  than  a  true  reaction  of  degeneration. 
Fibrillary  contractions  are  common.  The  atrophy  usually  begins  in  one  limb 
before  the  other,  but  soon  becomes  more  or  less  symmetrical.  The  tendon-jerks 
of  all  muscles  which  are  not  atrophied  are  exaggerated.  The  abdominal  reflexes 
may  be  absent,  and  the  plantar  reflexes  may  be  of  the  extensor  type.  There  are 
no  pains,  no  sensory  loss,  and  no  oculo-pupillary  phenomena. 

In  syringomyelia  the  spinal  changes  frequently  begin  in  the  cervical  enlarge- 
ment of  the  cord,  with  the  result  that  atrophic  paralysis  is  first  noticed  in  the 
upper  extremity,  generally  in  the  intrinsic  muscles  of  the  hand  and  the  flexor 
muscles  on  the  ulnar  aspect  of  the  forearm.  The  onset  is  insidious  and  the 
progress  gradual.  One  limb  is  generally  affected  many  months,  perhaps  years, 
before  the  other.  Manual  deformities  are  common.  (See  Claw-hand,  Fig.  30, 
p.  127.)  The  electrical  reactions  vary  like  those  of  amyotrophic  lateral  sclerosis. 
The  knee-  and  ankle- jerks  are  increased  as  a  rule,  and  spastic  paralysis  of  the  lower 
extremities  usually  develops  in  the  later  stages,  with  extensor  plantar  responses. 
Pains  shooting  down  the  arms  from  the  neck  occur,  but  are  not  common.  Trophic 
changes  develop  in  the  skin,  subcutaneous  tissues,  and  joints.  There  is  sensory 
loss  of  a  dissociative  type,  i.e.,  loss  of  sensibility  to  pain,  heat,  and  cold,  with 
preservation  of  tactile  sensibility.  Oculo-pupillary  phenomena  and  nystagmus 
are  common.  Spinal  curvature,  in  the  form  of  a  dorsal  scoliosis,  is  another 
frequent  physical  sign. 

It  is  not  necessary  that  all  these  signs  and  syinptoms  should  be  present 
for  the  purpose  of  making  a  diagnosis.  The  combination  of  muscular 
atrophy,  dissociative  anaesthesia,  and  trophic  changes  in  the  skin  is  usually 
sufficient. 

Within  the  last  few  years  it  has  become  recognized  that  a  supernumerary 
cervical  rib  may  be  responsible  for  atrophic  palsy  in  the  upper  extremity. 
Paralysis  is  usually  preceded  by  pain,  chiefly  referred  to  the  inner  aspect  of  the 
arm,  and  sometimes  shooting  into  the  little  and  ring  fingers.  The  pain  is  worse 
after  exertion,  and  often  relieved  by  placing  the  hand  behind  the  head. 

Muscular  atrophy  begins  in  the  hand  muscles,  the  interossei,  thenar,  and 
hypothenar  eminences,  and  often  involves  the  flexors  of  the  wrist  and  fingers. 
It  develops  gradually  and  does  not  spread  beyond  the  distribution  just  described. 
There  is  often  sensory  loss  in  regions  corresponding  to  the  cutaneous  areas 
supplied  by  the  ist  dorsal  and  8th  cervical  spinal  roots.  The  loss  is  usually 
less  marked  to  touch  than  to  painful  thermal  stimuli.  The  atrophied  muscles 
show  the  electrical  reaction  of  degeneration.  There  are  no  oculo-pupillary 
phenomena  and  no  signs  of  disease  in  other  parts  of  the  body.  The  condition 
is  usually  one-sided,  occasionally  bilateral,  and  the  chief  point  in  diagnosis 
is  the  discovery  of  the  ribs  by  means  of  skiagraphy.  (See  also  Pain  in  the 
Extremity,  Upper;  and  Claw-hand.) 

Another  disease  in  which  atrophic  palsy  of  the  intrinsic  hand  muscles  is  a 
prominent  feature  is  so-called  Peroneal  atrophy.  As  the  name  suggests,  the 
muscular  atrophy  and  paralysis  generally  begin  in  the  lower,  before  they  affect 


seen  as  well  ia  cases  of  haMnatomyelLa  at  this  level.  Moreover,  it  is  obvious 
that  injuries  to  the  cord  result  in  bilateral  symptoms,  whereas  the  results  of  a, 
Ktumpkc's  palsy  arc  coilliaed  to  one  arm. 

Various  forms  of  root  palsies  may  be  caused  by  tuberculous  or  malignant 
disease  oj  the  vertebra,  and  also  by  pa/:hyrneningilis,  which  is  frequently  syphilitic 
in  origin.  The  diagnosis  of  the  nature  of  such  lesions  depends  on  the  results 
of  the  examination  of  the  vertebral  column  and  of  the  cerebrospinal  fluid. 
Here  again  the«sympton>s  are  more  often  bilateral  than  undateral,  and  may  be 
complicated  by  the  results  of  pressure  on  the  spinal  cord,  the  latter  leading  to 
spastic  paralysis  of  parts  below  the  level  of  the  disease. 

Tumours  originating  in  the  meninges  or  in  Ihe  spinal  cord  at  the  level  of  the 
cerx'ical  enlargement  are  rare,  but  they  may  produce  atrophic  paralysis  of  the 
arm  muscles,  with  spastic  paralysis  of  the  trunk  and  lower  extremities.  These 
phenomena  may  be  more  marked  on  one  side  at  first,  but  they  tend  to  become 
bilateral  with  the  gradual  growth  of  the  tumour. 

In  the  group  of  diseases  to  which  the  name  myopathy  or  muscular  dystrophy 
is  applied,  the  upper  extremity  is  often  more  or  less  completely  paralyzed. 
The  diagnosis  of  this  condition  depends  on  a  consideration  ot  various  factors. 
The  gradual  onset  and  the  bilateral  symmetry  of  the  at^ection,  the  marked 
involvement  of  the  shoulder  and  upper  arm  as  compared  with  the  forearm  and 
hand,  are  important  characteristics.  The  absence  of  fibrillary  contraction  and  of 
the  reaction  of  degeneration  are  also  to  be  noted,  while  the  history  of  a  similar 
affection  in  other  members  of  the  family,  and  the  presence  of  muscular  atrophy 
or  muscular  pseudo- hypertrophy  in  other  parts  of  the  body,  serve  to  confirm 
the  diagnosis. 
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Table  Showing  the  Muscular  Distribution  of  the  Various  Nerve  Roots 

OF  THE  Brachial  Plexus. 

C.  5.  Deltoid.  Spinati.  Teres  minor.  Rhomboids.  Diaphragm.  Biceps. 
Supinator  longus.  Serratus  magnus.  Pectoralis  major. 
Brachialis  anticus.     Coraco-brachialis. 

C.  6.  Biceps.  Coraco-brachialis.  Brachialis  ArUicus.  Supinator  longus. 
Deltoid.  Spinati.  Teres  major.  Serratus  magnus.  Pectoralis 
major.  Subscapularis.  Pronators  of  forearm.  Extensors  of 
wrist. 

C.  7.  Triceps.  Extensors  of  wrist  and  fingers.  Pronators  of  forearm. 
Pectoralis  major.    Subscapularis.    Latissimus  dorsi.   Teres  major. 

C.  8.         Flexors  of  wrist  and  long  flexors  of  fingers.     Interossei  and  lumbricales. 

Muscles  of  thenar  and  hypothenar  eminences. 

D.  I.        Muscles    of   the   thenar   and   hypothenar   eminences.     Interossei    and 

lumbricales.     Flexor  carpi  ulnaris.     Oculo-pupillary  fibres. 

A  glance  at  this  list  shows  that  nearly  all  muscles  derive  innervation  from 
more  than  one  spinal  segment,  generally  from  two  or  three.  The  table  does 
not  purport  to  give  a  complete  anatomical  list  of  all  the  muscles  of  the  arm, 
but  provides  a  guide  to  clinicians  in  their  endeavours  to  localize  spinal  or  root 
lesions  from  the  distribution  of  atrophic  muscular  paralysis.  Those  muscles 
which  clinical  experience  has  taught  us  to  regard  as  the  most  useful "  landmarks  " 
for  individual  segments  are  printed  in  italics.  e.  Farquhar  Buxxard. 

PARALYSIS  OP  THE  HAND. — (See  Paralysis  of  the  Extremity,  Upper  ; 
Claw  Hand  ;    Atrophy,  Muscular  ;    and  Hemiplegia.) 

PARAPLEGIA.  —  Paraplegia  is  a  term  arbitrarily  restricted  to  imply  partial 
or  complete  paralysis  of  both  legs,  with  or  without  part  of  the  trunk.  It  does 
not,  however,  include  inability  to  walk  owing  to  mechanical  defects,  such  as  old 
fractures,  joint  disease  and  so  forth ;  it  is  due,  as  a  rule,  to  changes  either  in  the 
brain,  the  spinal  cord,  the  peripheral  nerves,  or  in  the  muscles  themselves, 
though  sometimes  it  is  caused  by  errors  of  function  without  any  structural 
change  in  the  neuro-muscular  system. 

For  clinical  purposes,  although  naturally  a  paraplegia  that  has  arisen  in 
childhood  may  persist  into  adult  life,  and  thus  cause  overlapping  of  the  classifi- 
cation, paraplegia  in  children  may  be  discussed  separately  from  paraplegia  in 
adults. 

Let  us  suppose  that  the  patient  is  a  child,  and  that  the  chief  complaint  is 
weakness  or  paralysis  of  both  legs.  The  following  table  indicates  some  of  the 
causes  that  may  produce  this  condition. 

I. — The  Causes  of  Paraplegia  in  Children. 

(A).  Conditions  in  which  there  is  no  definite  local  disease^  though  there  may  be 
some  general  pathological  condition  : — 

(i)  Simple  delayed  walking;    (2)  Rickets;    (3)  Cretinism;    (4)  Idiocy. 

(B).  Paraplegia  associated  with  a  definite  nerve  lesion  of  the  upper  neurone 
type  : — 

1.  Infantile  diplegia  due  to  :    {a)   Congenital  defect  of  the  cortex  :   por- 

encephalus  ;  (6)  Infantile  encephalitis ;  (c)  Injury,  for  example  by 
forceps  at  delivery  ;  (d)  Superior  longitudinal  sinus  thrombosis  ; 
{e)  Meningitis ;  ( / )  Congenital  hydrocephalus  ;  (g)  Acquired  hydro- 
cephalus. 

2.  Congenital  malformation,  such  as  meningocele,  spina  bifida,  or   spina 

bifida  occulta. 
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3.  Spinal  caries,  with  compressioi]  oi  the  spinal  coid. 

4.  Friedreich's  ataxy. 

(C).  Parapltgia  ditt  to  a  lesion  0/  Oi»  lower  neurone  type  : — 

t.  Acute  anterior  poliomyelitis,  leading  to  iniantile  paralysis. 

i.  Tooth's  peroneal  type  of  progressive  muscular  atrophy. 

3.  Peripheral  neuritis. 
{D).  Paraplegia  of  the  primary  mnscular  type  : — 

I.  Pgendo-hypertrofjiic  muscular  paralysis. 

3.  The  infantile  type  of  primary  muscular  dvstronhv. 

3.  The  iuvenilo  type  of  p: 

In  arriving  at  the  diagnosis, 
the  case  will  belong  to  one  01 
those  that  have  never  been  abl 
have  lost  the  use  of  the  legs 
otherwise  use  them  efficiently. 

To  the  first  group  belong  all 
cephalus  or  meningocele,  and  n: 
any  of  these,  however,  it  is  oe 
simple  delayed  walking,  as  cat 
These  cannot  be  the  sole  dii 
hand,  or  if  there  is  spasticity 
how  deceptive  the  reflexes  ma 
child — bronchopneumonia  for 
the  Icnee-jerk  that  it  is  often 
is  restored  ;  the  plantar  reflex 
infants ;  ankle-clonus,  however, 
of  the  lateral  columns.  If  thi 
spasticity,  and  if  the  limbs  ar 

child  is  late  in  walking  by  no  means  necessarily  indicates  nerve  disease  ;  the 
delay  may  commonly  extend  to  the  second  year,  and  occasionally  even  to  the 
third  or  fourth.  The  main  factor  in  making  a  diagnosis  in  such  a  case  is  time, 
for,  until  with  the  lapse  of  time  the  little  patient  begins  to  walk,  it  may 
sometimes  be  difiicult  to  exclude  organic  paraplegia.  If  there  are  definite  signs 
of  rickets,  or  if  the  patient  is  a  cretin  or  an  idiot,  the  diagnosis  is  more  obvious. 
The  good  effects  of  giving  thyroid  extract  over  a  prolonged  period  may  be  the 
only  conclusive  means  of  distinguishing  cretinism  from  idiocy,  and  this  remedy 
should  be  employed  in  all  such  cases,  however  hopelessly  idiotic  the  infant  may 
seem  to  be.  If  there  is  congenital  optic  nerve  blindness,  the  case  is  one  of  idiocy 
and  not  cretinism. 

Having  excluded  the  above,  the  next  thing  to  consider  is  whether  there  is 
any  congenital  malformation  ol  the  biain  or  cord.  Cases  of  meningocele, 
myelocele,  or  spina  bifida  will  generally  be  obvious  enough  ;  even  spina  bifida 
occulta  will  often  suggest  itself  from  the  presence  of  a  pigmented  or  hairy  mole 
over  the  lower  part  of  the  lumbar  spinal  region,  and  the  diagnosis  may  be 
confirmed  by  careful  palpation  there.  Congenital  hydrocephalus  makes  itself 
evident  from  the  characteristic  enlargement  of  the  head,  which  in  extreme  cases 
can  be  mistaken  for  nothing  else,  and  which  in  lesser  degrees  can  be  distinguished 
from  the  enlargement  due  to  rickets  or  to  congenital  syphilis  by  the  fact  that 
it  is  more  uniform,  and  that  the  bones  are  fragile  and  thin,  and  separated  at 
the  sutures.  The  only  doubt  that  arises  in  a  case  of  infantile  hydrocephalus 
is,  as  to  whether  it  is  truly  congenital  or  was  caused  by  an  early  but  post-natal 
posterior  basal  meningitis.  There  is  increasing  evidence  to  show  that  the 
majority  ol  these  cases  are  not   really  congenital,  that   the   head  is  not  large 
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at  birth,  and  that  the  enlargement  follows  some  febrile  illness,  with  or  withoat 
convulsions — really  a  meningococcal  meningitis. 

Congenital  defect  of  the  cortex  would  suggest  itself  as  the  cause  of  infantile 
diplegia  in  a  case  in  which  delivery  had  taken  place  without  difficulty  and 
without  the  use  of  forceps,  the  head  and  spine  not  being  hydrocephalic  or 
deformed,  and  yet  the  limbs  being  paralyzed  from  birth  ;  they  may  be  flaccid 
or  they  may  be  spastic,  and  there  is  no  constant  type  of  reflex,  though  there  is 
a  tendency  to  increased  knee-jerk,  ankle-clonus,  and  extensor  plantar  reflex. 
Intelligence  will,  very  Ukely  be  defective  at  the  same  time.  In  rare  cases  the 
kidneys  may  be  so  large  and  cystic  that  they  can  be  palpated,  and  the  brain 
may  then  be  cystic  also — porencephalus. 

Paraplegia  due  to  injury  at  birth,  either  by  the  use  of  forceps  or  by  excessive 
compression  in  a  contracted  maternal  pelvis,  is  a  diagnosis  that  can  only  be  made 
when  there  has  been  an  unusual  amount  of  difficulty  at  birth,  for  it  is  remarkable 
to  what  extreme  degrees  the  child's  head  may  be  squeezed  and  altered  in  sha]>e 
without  apparent  detriment.  Seeing  that  it  is  the  lateral  aspects,  especially 
the  arm  areas  of  the  Kolandic  cortex,  that  will  be  most  affected  by  forceps, 
these  instruments  are  more  likely  to  cause  bilateral  arm  paralysis  than  ordinary' 
paraplegia.  Just  the  converse  of  this  is  true  of  superior  longitudinal  sinus 
thrombosis,  for  the  leg  areas  of  the  brain  lie  close  up  against  either  side  of  this 
sinus,  whilst  the  arm  areas,  being  more  distant  from  it,  are  likely  to  be  less 
affected.  The  symptoms  of  superior  longitudinal  sinus  thrombosis,  of  acute 
encephalitis,  and  of  meningitis,  may  be  so  similar  —  p>Texia,  general  head 
symptoms,  vomiting,  and  convulsions — that  it  is  almost  a  matter  of  guess- 
work to  choose  between  them  when  they  are  actually  in  progress ;  if  death 
occurs  in  a  few  days,  suppurative  meningitis  is  likely  ;  if  in  a  few  weeks, 
tuberculous  meningitis  ;  if  the  patient  lingers  for  many  weeks  before  dying, 
or  if  recovery  occurs  with  hydrocephalus,  posterior  basal  or  cerebrospinal 
meningitis ;  if  recovery  occurs  without  hydrocephalus,  it  may  be  almost 
impossible  to  decide  between  meningococcal  meningitis,  acute  encephalitis, 
and  superior  longitudinal  sinus  thrombosis  ;  nor  is  the  distinction  material, 
except  in  so  far  that  it  is  imp>ortant  to  remember  always  that  a  favourable  issue 
may  occur  even  in  a  case  that  seems  to  be  hopelessly  comatose  and  dying — 
a  diagnosis  of  meningitis  may  have  been  made  erroneously  when  the  condition 
was  really  one  of  acute  encephalitis  only.  If  it  seems  to  be  of  great  importance 
to  arrive  at  the  accurate  diagnosis  in  the  acute  stages,  it  may  be  justifiable 
to  perform  lumbar  puncture.  A  cytological  examination  of  the  cerebrospinal 
fluid  may  show  many  polymorphonuclear  cells  in  a  suppurative  case,  or  many 
lymphocytes  in  a  tuberculous  case.  Of  more  value  than  the  cytological  exami- 
nation, however,  is  the  bacteriological  test,  which  may  succeed  in  isolating 
the  causal  organism. 

If  one  is  able  to  exclude  the  infantile  diplegias,  and  the  conditions  which 
simulate  them,  the  probability  is  the  patient  will  have  shown  obvious  signs  of 
being  able  to  use  the  legs,  or  may  even  have  been  able  to  walk  before  the 
paraplegia  set  in.  In  that  case,  if  the  paralysis  is  of  the  upper  neurone  type, 
with  spasticity,  no  wasting  except  such  as  may  be  due  to  disuse  and  non- 
development,  no  reaction  of  degeneration,  increased  knee-jerks,  extensor  plantar 
reflexes,  ankle-clonus,  and  probably  bladder  and  rectal  trouble — especially  if 
there  is  anaesthesia  in  the  legs  at  the  same  time — by  far  the  commonest  cause 
for  the  condition  is  spinal  caries  with  compression  of  the  cord. 

If,  on  the  other  hand,  the  patient  develops  a  lower  neurone  t>'pe  of  paralysis, 
with  wasting  of  the  affected  muscles  and  reaction  of  degeneration,  the  chances 
will  be  greatly  in  favour  of  acute  anterior  poliomyelitis  followed  by  infantile 
paralysis,  particularly  if  diphtheria  can  be  excluded,  and  if  a  clear  history'  can 


occurrence  of  pain  or  other  sensory  symptoms  is  in  favour  of  peripheral  neuritis 
and  against  poliomyelitis,  but  this  is  not  really  the  case  ;  the  inflammation  in 
poliomyelitis  is  by  no  means  necessarily  restricted  to  the  grey  matter  of  the 
anterior  cornua,  and  the  acute  stage  of  the  disease  is  often  accompanied  by 
severe  pains  referred  to  the  peripheral  parts.  There  may,  however,  be  bacterio- 
logical or  other  evidence  of  the  patient's  having  had  diphtheria  during  the 
preceding  few  weeks,  in  which  case  peripheral  neuritis  would  be  diagnosed  ; 
if  there  is  paresis  of  the  soft  palate,  as  evidenced  by  the  regurgitation  of  fluids 
through  the  nose  when  the  patient  tries  to  swallow  them,  or  by  the  nasal  character 
of  the  voice,  then  diphtheritic  neuritis  would  almost  certainly  be  the  correct 
diagnosis. 

There  remain  for  discussion  the  following  causes  of  paraplegia  in  children  : 
Friedreich's  ataxy,  Tooth's  peroneal  type  of  progressive  muscular  atrophy, 
aod  the  primary  muscular  dystrophies,  particularly  pseudo- hypertrophic 
muscular  paralysis.  There  are  two  points  common  to  all  these,  namely,  that 
they  all  are  insidious  in  onset,  slowly  progressive  for  years  before  the  end  comes 
as  the  result  of  an  intercurrent  malady  :  and  that  they  are  familial  diseases, 
the  family  history  having  an  important  bearing  upon  their  diagnosis. 

Friedreich's  aiaxy  is  characterized  by  paraplegia,  often  associated  with 
deformity,  such  as  talipes  and  scoliosis,  owing  to  persistent  error  of  posture, 
without  wasting  except  such  as  may  be  due  to  disuse  or  non -development ; 
the  knee-jerks  are  absent ;  there  is  no  sphincter  trouble  unless  quite  late  ; 
ankle-ctonus  is  absent,  but  there  is  generally  a  remarkable  condition  of  hallux 
erectus,  which  amounts  to  a  sort  of  permanent  extensor  plantar  reflex ;  there  are 
no  sensory  disturbances ;  the  arms  may  not  be  affected  at  all,  or  they  may  present 
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some  degree  of  ataxy,  with  or  without  intention  tremors — that  is  to  say,  tremors 
which  are  increased  when  the  patient  tries  to  perform  voluntary  movements— 
sometimes  even  choreiform  movements  are  present ;  speech  is  monotonous, 
nystagmus  is  sometimes  present,  and  occasionally  there  is  optic  atrophy.  If 
progressive  paraplegia  develops  at  about  8  or  9  years  of  age  in  a  child  with  a 
family  history  of  similar  trouble  ;  if  the  knee-jerks  are  absent,  whilst  the  big  toes 
are  permanently  erect,  and  if  there  is  neither  atrophy  nor  pseudo-hypertrophy 
of  the  muscles,  the  diagnosis  is  in  all  probability  Friedreich's  ataxy.  The  patient 
may  survive  to  puberty  or  even  longer,  but  is  liable  to  death  from  phthisis, 
pneumonia,  or  other  intercurrent  malady — the  same  applying  to  all  the  fatiii'Hai 
diseases  now  under  discussion. 

Tooth's  peroneal  type  of  progressive  muscular  atrophy  is  apt  to  develop  after 
some  simple  specific  fever,  such  as  whooping-cough  or  measles.  The  first  point 
the  mother  notices  is  that  the  chUd — hitherto  normal — is  unable  to  bend  the  big 
toes  upwards  ;  a  condition  of  permanent  plantar  flexion  of  the  big  toes  ensues ; 
inability  to  extend  the  other  toes  follows  ;  and  presently  the  patient  cannot 
dorsiflex  the  ankles.  It  is  chiefly  the  muscles  supplied  by  the  external  popliteal 
nerve,  formerly  called  the  peroneal  nerve,  that  are  affected  ;  hence  the  name 
of  the  disease.  Talipes  may  result.  The  lesion  is  not  primarily  in  the  muscles, 
but  in  the  anterior  cornual  cells  of  the  lumbo-sacral  part  of  the  cord,  so  that 
reaction  of  degeneration  is  obtainable  in  the  wasted  muscles.  The  knee-jerks 
remain  normal  so  long  as  the  quadriceps  extensor  femoris  is  unaffected,  there 
is  no  ankle-clonus,  and  the  big  toe  may  not  move  at  all  when  the  sole  is  stimulated. 
A  brother  or  a  sister  is  very  likely  to  have  suffered  from  the  same  complaint 
(see  Figs.  8,  9,  p.  71). 

In  the  primary  muscular  dystrophies  the  nerves  are  normal,  so  that  there  is 
no  reaction  of  degeneration  ;    if  a  muscle  has  become  entirely  atrophied,  there 
will  be  no  reaction  in  it  at  all ;    but  as  long  as  any  reaction  is  obtainable  it 
is  of  the  normal  type.     The  same  applies  to  the  reflexes.     The  most  easily 
recognized   of   all   the   primary   muscular   dystrophies   is   pseudo-hypertrophic 
muscular  paralysis,  the  only  difficulty  being  when  no  family  history  is  obtainable, 
and  when  the  case  is  still  in  too  early  a  stage  to  be  typical.     Boys  are  affected 
more  often  than  girls,  but  it  is  generally  inherited  from  the  mother's  side.     It 
is  possible  for  some  members  to  have  presented  atrophic  myopathy,   whilst 
others  suffer  from  the  pseudo-hypertrophic  form.     When  fully  developed,  the 
most  striking  feature  of  the  case  is  the  marked  weakness  of  the  legs,  notwith- 
standing the  apparent  firmness  and  great  size  of  the  calves.     The  muscles  are 
really  atrophied,  their  apparent  enlargement  being  due  to  extensive  deposition 
of  intramuscular  interstitial  fat.     Ultimately,  if  the  patient  survives,  all  the 
muscles  in  the  body  become  wasted  and  fibrous ;   but  whereas  some  of  them 
atrophy  from  the  first,  others  exhibit  marked  pseudo-hypertrophy  before  they 
atrophy — particularly  the  gastrocnemii,  the  solei,  the  glutei,  the  deltoids,  the 
supra-  and  infra-spinati,  and  portions  of  the  triceps.     The  muscles  of  the  hands 
and  feet  are  generally  unaffected.     The  muscles  most  frequently  atrophied  are 
the  lower  half  of  the  pectoralis  major,  the  latissimus  dorsi,  the  serratus  magnus, 
the  biceps,  and  the  flexors  of  the  knee.      There  are  no  sensory  or  sphincter 
troubles.     When  the  case  is  well  advanced,  the  way  in  which  the  patient  gets 
up  from  a  lying  posture  is  very  characteristic  ;    it  is   generally  described  as 
•*  climbing  up  himself."     He  first  rolls  over  and  rests  on  his  hands  and  knees  ; 
then  puts  his  head  between  his  arms  and  raises  the  knees  from  the  ground,  so 
that  he  is  now  supported  on  his  hands  and  feet ;   he  next  brings  one  hand  nearer 
to  his  toes,  and  then,  swinging  his  body  over  first  to  one  side,  places  his  opposite 
hand  on  the  corresponding  knee,  straightens  that  leg,  and  repeats  the  performance 
on  the  other  side,  so  that  he  now  stands  with  his  legs  widely  separated  and  with 


the  line9  indicated  above.  It  is  also  passible  for  some  of  tbe  causes  of  paraplegia 
that  usually  affect  young  patients  not  to  do  so  until  they  have  grown  up.  The 
chief  causes,  however,  for  paraplegia  arising  for  the  first  time  in  adutt  life  arc 
as  follows  : — ■ 

(A).  Causes  of  the  lower  neurone  type  oj  paraplegia. 

1.  Peripheral  neuritis,  which  may  be  due  to  various  different  causes  (p.  72} 

2.  Anterior  poliomyelitis 

J.  A  pelvic  tumour  interfering  with  the  lumbo-sacral  plexus 
4.  A  tumour  affecting  the  eauda  equina 
;.  Compression  of  the  lumbar  enlargement  of  the  cord. 
(B).  Causes  of  Ike  upper  neurone  type  0/  paraplegia. 
Q).  Transverse  myelitis, 
(a).  Primary 

(6).  Due  to  compression  by  :  (i)  Spinal  caries  ;  (ii)  New  growth  id  the 
vertebra  or  meninges  ;    (iii)  Injury  ;    (iv)  Aortic  aneurysm 
2.  Disseminated  sclerosis 
'  3.  Amyotrophic  lateral  sclerosis 
'  4.  Primary  lateral  sclerosis 
J  5.  Ataxic  paraplegia 

6.  Combined  scleroses  of  the  cord 
■i'Q^  Syringomyelia 
^8.  Meningitis 
^  Haemorrhage  into  the  cord 
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10.  Cerebellar  tumour  or  abscess 

11.  Bilateral  cerebral  softening  or  hasmorrhage. 

(C).  Causes  not  conforming  either  to  the  lower  or  to  the  upper  neurone  type. 

1.  Locomotor  ataxy 

2.  General  paralysis  of  the  insane 

3.  Landry's  paralysis 

4.  Functional  paraplegia 

5.  Malingering. 

The  first  points  which  call  for  attention  in  making  a  diagnosis  are  the  history 
and  progress  of  the  case.  In  only  a  few  of  the  above  conditions  is  the  onset 
sudden  ;  these  are  certain  cases  of  acute  anterior  poliomyelitis,  transverse 
myelitis,  meningeal  haemorrhage,  Landry's  paralysis,  functional  paraplegia, 
and  malingering.  If  the  paraplegia  is  of  sudden  onset,  of  the  upper  neurone 
t)rpe,  and  not  the  result  of  injury,  it  is  almost  certainly  due  to  some  form  of 
transverse  myelitis.  The  great  majority  of  cases  of  paraplegia,  however,  have 
an  onset  that  is  not  absolutely  acute,  and  generally  it  is  quite  gradual. 

There  are  certain  conditions  that  can,  as  a  rule,  be  either  diagnosed  or  excluded 
at  once.  If  the  patient  has  Argyll  Robertson  pupils  and  no  knee-jerks,  loco' 
motor  ataxy  can  be  diagnosed  at  once.  It  is  necessary  to  remember,  however, 
that  the  pupil  may  react  neither  to  light  nor  to  accommodation  in  some  cases 
of  peripheral  neuritis,  so  that,  if  care  be  not  exercised,  the  reaction  may  be 
mistaken  for  the  Argyll  Robertson  type  of  locomotor  ataxy,  the  latter  being 
diagnosed  when  peripheral  neuritis  is  the  lesion  really  present.  The  converse 
mistake  is  also  possible,  especially  if  the  actual  strength  of  the  leg  muscles  be 
not  tested  ;  in  both  conditions  there  may  be  patches  of  impaired  sensation, 
but  in  peripheral  neuritis  with  absent  knee-jerks,  there  is  absolute  wasting,  loss 
of  power,  and  reaction  of  degeneration,  whilst  in  locomotor  ataxy  there  is  no 
trophic  wasting,  and  often  no  great  loss  of  power  in  individual  muscles,  though 
there  is  apparent  weakness  owing  to  the  action  of  opposing  muscles  being  inco- 
ordinate, and  there  is  no  reaction  of  degeneration. 

Another  difficulty  in  connection  with  locomotor  ataxy  arises  in  anomalous 
cases  in  which  either  the  pupil  reaction  has  not  yet  become  typical,  or  else  the 
knee-jerks  are  not  yet  gone.  If  the  reaction  of  the  pupil  is  of  the  Argyll 
Robertson  type,  locomotor  ataxy  may  sometimes  be  diagnosed  even  in  the 
presence  of  knee-jerks,  if  there  is  an  obvious  history  of  other  concomitants  of 
the  disease,  such  as  lightning  pains,  gastric  crises,  or  any  of.  the  rarer  crises — 
laryngeal,  rectal,  urethral,  vesical,  renal,  general  abdominal,  or  sweating — 
marked  ataxy,  a  history  of  syphilis,  perforating  ulcer  of  the  foot,  a  Charcot's 
joint,  or  bladder  or  rectal  trouble,  particularly  If  the  patient  be  a  male  who  has 
had  much  brain  wear.  The  tendo  Achillis  jerks  may  disappear  before  the  knee- 
jerks  do,  and  they  should  be  carefully  tested.  There  is  also  in  many  cases  a 
remarkable  deficiency  or  even  complete  absence  of  deep  tenderness  in  such 
organs  as  the  testis,  tongue,  larynx,  or  mamma. 

If  the  paraplegia  is  obviously  of.  the  lower  neurone  type,  with  deficiency  or 
abse|\pe  of  the  superficial  and  deep  reflexes,  atrophy  of  the  muscles,  and  reaction 
of  degeneration,  with  or  without  paraesthesia,  the  probabilities  are  that  it  is  due 
to  one  of  the  many  different  causes  of  peripheral  neuritis  that  are  discussed  on 
page  72.  If  the  onset  has  been  sudden,  however,  and  if  the  paralysis  rapidly 
b^an  to  clear  up  again,  except  possibly  in  one  group  of  muscles  in  one  leg,  there 
would  necessarily  be  a  suspicion  of  acute  anterior  poliomyelitis  which  occasionally 
occni:?  in  adults. 

It  is  important  in  all  cases  of  suspected  peripheral  neuritis,  to  make  a  rectal 
examination,  lest  there  should  be  some  pelvic  mass,  malignant  or  otherwise. 


indicate  the  diagnosis.  Aeuir  meningilis,  whether  tuberculous,  suppurative, 
posterior  basal,  or  cerebrospinal,  seldom  causes  complete  paraplegia  until  a 
late  stage  of  the  illness  is  reached,  by  which  time  the  nature  of  the  malady 
will  generally  be  indicated  by  the  cerebral  symptoms,  particularly  headache, 
vomiting,  convulsions,  strabismus,  and  ophthalmoscopic  changes  such  as  optic 
neuritis  or  choroidal  tubercles.  Bacteriological  investigations  of  the  fluid 
obtained  by  lumbar  puncture  may  assist  the  diagnosis  materially.  There  is  a 
chronic  form  of  meningitis,  however,  of  which  the  diagnosis  is  not  so  easy,  and 
that  is  the  chronic  hypertrophic  h/smorrhagic  pachymeningitis  which  aflects 
chiefly  the  vertex  and  the  cervical  portion  of  the  cord.  The  condition  is 
generally  caused  by  chronic  alcoholism  in  syphilitic  subjects,  especially  if  there 
has  also  been  some  injury  ;  the  diagnosis  is  difficult,  but  it  may  be  suggested 
by  the  history,  and  by  the  degree  of  pain  referred  to  the  nerves  that  are  involved 
in  the  meningeal  thickening— the  chief  difficulty  being  to  exclude  spinal  caries 
in  cases  involving  the  cord.  In  syringomyelia — a  very  slowly  progressive  disease 
that  is  by  no  means  always  associated  twith  paraplegia — the  nature  of  the 
symptoms  depends  upon  the  degree  to  which  the  central  canal  of  the  cord  and 
the  gelatinous  substance  around  it  are  affected,  and  also  upon  the  level  in 
the  cord  at  which  the  changes  occur.  The  diagnostic  symptom  is  that,  in 
some  region  or  another,  the  skin  will  be  found  to  have  lost  its  power  of  distin- 
guishing heat  from  cold  and  pain  from  touch,  though  it  still  retains  ordinary 
cutaneous  sensibility.  It  is  apt  to  give  rise  to  skin  lesions  in  the  parasthetjc 
parts  (Morvan's  disease),  and  also  to  acute  painless  swelling  of  the  joints,  with 
deformity  from  destruction  of  the  ends  of  the  bones — Charcot's  joints — precisely 
similar  to  those  that  may  occur  in  locomotor  ataxy. 
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If  the  patient  has  marked  impairment  of  all  kinds  of  sensation  in  both  legs, 
with  paraplegia  of  the  upper  neurone  type,  and  no  paralysis  of  the  arms,  the 
lesion  is  almost  certainly  transverse  myelitis  of  some  kind.  The  absence  of 
sensory  disturbance,  however,  does  not  exclude  transverse  myelitis,  for  when 
the  conductivity  of  the  spinal  cord  is  interfered  with,  without  being  entirely 
inhibited,  the  sensory  columns  are  able  to  transmit  impulses  longer  than  the 
pyramidal  tracts,  so  that  paralysis  appears  before  anaesthesia.  The  same 
applies  to  a  transverse  myelitis  that  is  getting  better,  the  patient  recovering 
sensation  in  his  legs  before  he  is  able  to  move  them.  The  chief  difficulty  will 
be  to  determine  the  nature  of  the  transverse  myelitis.  There  are  two  main 
types :  (i)  That  due  to  causes  outside  the  cord  compressing  it — esi>ecially 
spinal  caries,  secondary  growth,  the  effects  of  such  injuries  as  fractures  of  the 
spine,  bullet  wounds  and  stabs,  or  more  rarely  erosion  of  the  bones  by  an 
aortic  aneurysm ;  and  (2)  That  due  to  softening  from  thrombosis  of  a  spinal 
artery,  the  result  of  syphilis,  or  a  fever  such  as  enteric  or  scarlet.  One  of  the 
first  points  to  attend  to  is  the  presence  or  absence  of  pain.  Lesions  such  as 
thrombosis,  which  affect  the  cord  but  not  its  posterior  nerve  roots,  are  painless, 
whereas  swellings  which  compress  the  cord  from  without  almost  always  produce 
pain,  sometimes  a  typical  girdle  pain,  on  account  of  their  irritating  the  posterior 
nerve  roots.  If,  therefore,  there  is  or  has  been  any  pain  in  the  back  other  than 
what  may  be  due  to  a  known  injury,  it  is  probable  that  transverse  myelitis 
is  not  primary  but  due  to  compression.  If  the  spine  presents  an  obvious  Pott's 
curvature,  or  if  the  patient  has  other  evidence  of  peripheral  tuberculosis,  such 
as  enlarged  or  caseating  glands  in  the  neck  ;  hip,  knee,  or  other  joint  disease, 
a  psoas  abscess,  lupus  vulgaris,  and  so  on,  especially  in  a  young  person 
who  has  been  in  the  habit  of  drinking  much  milk,  compression  by  spinal  caries 
is  fairly  certain.  The  main  difficulty  arises  when  the  cord  becomes  compressed 
without  deformity  of  the  spinal  column,  and  with  no  other  tuberculous  lesion 
apparent.  Local  tenderness  over  one  or  more  vertebral  spines  will  help  to  suggest 
the  diagnosis,  especially  if  local  pain  is  complained  of  in  the  same  region,  and  if 
the  pain  is  increased  by  any  jarring  of  the  spine.  Growth  is  fortunately  much 
rarer,  and  it  is  to  be  excluded  by  a  routine  examination  of  all  the  viscera,  most 
cases  of  spinal  new  growth  being  secondary  to  a  neoplasm  elsewhere,  especially 
of  the  breast ;  primary  growths  of  the  spine  are  so  rare  that  they  are  generally 
taken  for  caries  at  first,  and  the  correct  diagnosis  is  not  always  arrived  at  before 
post-mortem  microscopical  examination  has  been  made.  Aortic  aneurysm 
is  a  still  rarer  cause  of  compression  myelitis  ;  if  there  is  a  distinct  pulsatile 
tumour  along  the  course  of  lie  aorta,  the  nature  of  the  case  may  be  obvious  ; 
more  often,  however,  an  aneurysm  which  erodes  the  vertebrae  sufficiently  to 
bulge  into  the  spinal  canal,  does  not  at  the  same  time  enlarge  forward  to  produce 
a  tumour  that  can  be  recognized  easily  by  palpation.  The  patient  will  generally 
be  a  man  in  the  prime  of  life  who  has  had  sjrphilis,  who  is  not  a  life  abstainer, 
and  who  has  worked  hard.  Apart  from  a  pulsatile  tumour,  the  symptoms  will 
be  very  Uke  those  of  paraplegia  from  spinal  caries. 

The  relationship  of  injury  to  transverse  myelitis  is  not  always  quite  straight- 
forward. If,  for  example,  a  patient  who  has  syphilitic  endarteritis  of  his  spinal 
vessels  receives  a  kick  in  the  back  from  a  horse,  he  may  find  that,  by  next  day, 
he  is  unable  to  move  his  legs ;  it  may  at  first  seem  obvious  that  the  kick  has 
been  the  sole  cause  of  the  paraplegia,  when  the  real  cause  is  syphilis — the  kick 
having  been  the  final  factor  which  led  to  thrombosis  in  a  diseased  spinal  artery. 
Transverse  myeUtis  due  to  syphilis  is  exactly  comparable  in  its  mode  of  origin 
to  the  hemiplegia  which  results  from  endarteritis  obliterans  in  a  middle  cerebral 
artery.  There  is  no  pain  and  no  deformity  of  the  spine,  but  in  other  respects 
the  paraplegia  presents  the  same  features  as  does  that  which  is  due  to  com- 


nature  of  the  malady  becomes  obvious.  In  some  patients  a  central  scotoma 
may  develop  early,  leading  to  peculiar  symptoms,  such  as  the  inability  to 
distinguish  a.  sovereign  from  a  shilling  if  the  light  is  not  good,  or  the  lia.bility 
to  run  into  people  without  seeing  them  when  cycling.  If  ataxy  is  marked,  the 
staggering  gait  may  lead  to  a  suspicion  of  alcoholism  ;  the  patient  staggers 
alternately  to  either  side  in  disseminated  sclerosis,  whereas  in  tumours  of  one 
cerebellar  hemisphere  the  tendency  is  to  stagger  constantly  to  the  same  side. 
Bladder  and  rectal  troubles  are  not  common  in  either  case,  and  yet  they  may 
be  prominent.  Paresthesia  may  also  develop  in  disseminated  sclerosis,  although 
as  a  rule  there  is  no  sensory  disturbance  at  all. 

If  a  patient  has  the  symptoms  of  spastic  paraplegia  and  ataxy,  witbout 
anaesthesia,  nystagmus,  or  changes  in  the  voice,  a  diagnosis  of  ataxic  paraplegia 
will  usually  be  made.  There  is  really  no  difference  between  this  and  what  has 
been  called  combined  scleroses  oj  Ike  cord  ;  in  both  conditions  there  is  degenera- 
tion of  the  posterior  columns,  the  crossed  pyramidal,  and  the  cerebellar  tracts. 
Some  observers  use  the  term  combined  scleroses  only  for  syphilitic  cases, 
reserving  ataxic  paraplegia  for  similar  non -syphilitic  cases. 

Ptimary  lateral  sclerosis  was  a  relatively  common  diagnosis  until  it  was  found 
that  the  more  careful  the  examination  the  greater  was  the  likelihood  that 
more  than  simple  degeneration  of  the  crossed  pyramidal  tracts  would  be  found. 
Partial  compression  of  the  cord  produces  spastic  paraplegia  without  anaesthesia, 
and  thus  simulates  primary  lateral  sclerosis  as  described  above.  Disseminated 
sclerosis  may  do  so  likewise,  and  so  on.  Primary  lateral  sclerosis  should  never 
be  diagnosed,  therefore,  till  all  the  other  affections  in  which  the  lateral  columns 
may  be  affected  have  been  excluded.     There  is  such  a  disease  as  primary  lateral 
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Fig,  147. — Diaeram  of  localiza- 
tion of  reflex  centres  in 


\gs  1^6.  —  Diagram    of  sensory 
localization  in  the  spinal  cord. 

the  spinal  cord. 

{From  diagrams  Ire^artd  hf  the  late  Dr,  J.  H,  Bryant.) 


Functional  paraplegia  asd  malingering  should  never  be  diagnosed  until  oil 
organic  causes— particalarly  disseminated  sclerosis  and  spinal  caries — have 
been  excluded.  Malingering  may  be  suggested  by  the  particular  circumstances 
of  the  case — the  patient  may  be  a  nervous,  self-conscious  girt  who  desires  to 
attract  sympathy,  or  an  out-of-work  who  wants  to  get  a  night's  shelter  in  a 
hospital  ;  careful  observation  generally  leads  to  the  detection  of  the  fraud. 
Functional  paraplegia  is  less  easy  to  be  sure  of ,  and  in  many  patients  that  which 
may  at  first  be  regarded  as  functional  ultimately  turns  out  to  be  organic  ;  this 
is  esfiecially  true  in  the  case  of  disseminated  sclerosis.  The  paraplegia  is  never 
of  the  primary  muscular,  or  the  lower  neurone  type,  there  being  no  wasting  and 
no  R.D.  The  muscles  remain  of  good  bulk  as  they  do  in  the  upper  neurone  type 
of  paraplegia,  but  although  the  knee-jerks  may  be  unduly  brisk,  the  plantai 
reflexes  remain  flexor,  and  there  is  no  maintained  ankle-clonus.  If  there  ia 
anxsthesia,  the  distribution  of  the  latter  is  sometimes  obviously  functional ; 
it  may,  for  instance,  start  sharply  at  the  knee  and  cease  suddenly  at  the  ankle, 
or  in  some  other  way  indicate  that  it  corresponds  neither  to  the  segments 
of  the  spinal  cord  nor  to  the  distribution  of  the  peripheral  nerves.  It  is 
by  anomalies  of  this  kind,  which  make  it  impossible  to  fit  in  the  case  with 
any  organic  lesion,  that  functional  paraplegia  is  dif^nosed  by  a  process  of 
exclusion.  Habert  French. 

PARASITES,  INTESTINAL. —  Tape-worms.  —  The  commonest  symptom  o( 
the  existence  of  a  tape-worm  is  the  pass^e  of  the  detached  terminal  segments 
per  rectum  in  longer  or  shorter  tape-like  strips.  The  only  condition  for  which 
these  might  be  mistaken   is  muco- membranous  colitis,  in  which  long,  narrow, 
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white  mucous  casts  of  the  bowel,  a,  foot  or  more  in  length,  may  be  passed 
with  the  motions  (Fig.  123,  p.  444).     It  is  easy  to  distinguish  these,  however, 
if  the  suspected  material  is  floated   in  water,  for  in  the  case  of  a  cast  of  the 
bowel,  a  central  lumen  will  be  found  which  is  not  present  in  the  tap>e-wonn. 
There  is,  moreover,  no  regular  segmentation  in  the  case  of  muco- membranous 
colitis,  whereas  tape-worms  are  obviously  segmented.     If  any  doubt  remains, 
examination  with  a  lens  will  show  the 
glandular   structure  of    the   uterus  in 
the  tape-worm  segments,  and  no  such 
structure    in    the   strips   of   mucns  in 
muco-membranous  colitis.      It  is  some- 
times stated   that  picking  of  the  nose 
and  a  voracious  appetite  are  symptoms 
of  the  presence  of  some  kind  of  intes- 
tinal parasite  ;   but  this  is  hardly  ever 
the   case  ;   if  constitutional  symptoms 
develop  at  all,  they  take  the  form  of 
deficiency  of-  appetite,   with    more   or 
less  aniemia,  which  may  become  pro- 
found ;     there    is    often    considerable 
EosiNOPHiiiA  (?.».).     The  three  forms 
of      tape- worm     that     occur     in     the 
human   intestine  are  Tisnia  iolium,  T, 
fir.  iis  —Head  of  Tnua  solium  ■  showing      tncdiocanellota,      and      Bothriaeepkaius 
our  sucking   diKs    and    thiriy-rour    hooklei^,       laius,  the  commonest  in  Great  Britain 
*^■™'a*'JA".»,™V^X'  fMmilm  P^Mr.      l*'°S  ^^^  ^-  mtdiocanellata,  the  cystic 
PiilUcktr.  A-™,  Bind  sirrrt,  W.)  stage    of   whlch    is    Spent    io    cattle. 

T.  solium  is  derived  chiefly  from  pig- 
meat,  whilst  Boikriocephalus  latus  occurs  mainly  in  those  who  live  much  on 
fresh-water  fish.     It  may  be  possible  to  make  the  diagnosis  of  T.  mediocanellaia 


(Low  liiwcr^"  (From 


middle  water-channel  giving  the  name  to  the  parasite.  The  ultimate  proof 
of  the  nature  of  the  tape-worm,  however,  is  afforded  by  the  characters  of  the 
head,  that  of  T.  solium  having  four  sucking  discs,  with  a  rostrellum  surrounded 
by  thirty-four  booklets  (Figs.  148,  149}  ;  that  of  T.  mediocanellaia  four  circular 
sucking  discs  and  no  booklets   (Fig.   150)  ;   whilst  that  of  the  Bolhrioctphaius 
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lotus  has  a  more  or  less  conic^  head,  with  two  elongated  lateral  soddng  disca 
and  no  hooklets  (fig.  iji).  The  degree  of  ana-mia,  chlorotic  in  type,  ia 
usnally  greatest  with  Botkriocephaius  lotus,  least  with  T.  mediocatuUata,  and 
the  same  also  applies  to  the  degree  of  eoainophilia.  The  eggs  of  the  tape-wonn 
are  nnmistakable  (Ftg.  151)  ;  they  are  spherical,  with  a  dark-brown  central 
portion,  and  a  Ughter  striated  broad  capsule. 


/j.™i&/.'../aw'^''(Highpo"n')  ^^^''  relatively  large  size,  oval  shape,  and  irregular 
^^^Iom  fwrncb's  ,Wi.iiciti i.aitrr-  membranous  envelope  outside  the  chitinous  shell. 
"'"^  'Mli^l'-i  This  worm  does  not  produce  eosinophiUa  as  a  rule, 

but  in  eiiceptiona.1  cases  it  may  do  so. 

Thread-worms.  —  Oxyuris  vcrmUularis,  if  present  at  all,  usually  occurs  in 
hundreds,  and  can  be  detected  immediately  by  examination  of  the  faeces  with 
the  naked  eye.  Each  parasite  is  rather  more  than  }  in.  in  length,  without  any 
colour ;  its  extremities  project  from  the  fxcal  mass,  and  move  about  slowly,  like 
threads  waving  in  the  air.  These  parasites  produce  no  eosinophiUa.  The 
patients  are  nearly  always  children,  and  there  may  be  no  symptoms  at  all ;  but 
more  often  there  is  considerable  irritation  around  the  anus,  and  in  young  girls 
about  the  vulva.  Gonorrhoea  has  before  now  been  suspected  when  the  vulvar 
infection  was  really  due  to  the  Oxyuris  vcrmicularis. 

The  Whip-worm  [Trichocephalus  dispar)  is  in  itself  an  entirely  unimportant 
parasite  occurring  in  the  ca;cum  and  large  intestine,  and  producing  no  symptoms 
whatever.  The  worm  with  its  tail  is  about  li  in.  in  length,  and  it  is  often 
coiled    up   watch- spring  wise.      Its   appearances  are   unmistakable  ;    its   ovum 
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{Fig.  154)  looks  more  or  less  like  a  running-cork,  and,  with  its  deep-brown 
central  parts  and  clear  ends,  it  is  quite  characteristic.  Whip- worms  are  present 
to  the  extent  of  nearly  10  per  cent  of  all  the  inhabitants  of  some  cities.  They 
produce  no  eosinophilia,  blood-changes,  or  sympton^s. 

The  Hook-worm  (Ankylostomum  duodenale). — This  is  not  a  general  parasite  in 
Great  Britain,  but  has  affected  many  persons  in  certain  districts  as  the  result 

of  introduction  from  abroad,  particularly  amongst 
lead-miners  in  Cornwall.     Outbreaks  also  occurred 
in  the  workers  in  the  St.  Gothard  tunnel,  and  the 
disease  is  prevalent  in  many  parts  abroad,  especi- 
ally in  India,  Egypt,  Brazil,  and  Jamaica.     The 
infection  is  carried  from  faeces  to  soil,  from  the 
Ft^  134-— Ovum  of  THckocrjAa-      goil  to  the  hands,  thence  to  the  mouth,  and  so  to 
FnncwT'  Afd^c^T^T^^^      the  aUmentary  canal.     The  symptoms  are  for  the 
Methods.)  most    part    those    of    progressive    anaemia    and 

asthenia,  inabiUty  to  continue  with  work,  oedema 
of  the  lower  extremities,  shortness  of  breath,  and  the  occurrence  of  boil-hke 
skin  eruptions,  described  popularly  as  the  "  flowers "  of  the  disease.  The 
appearance  of  the  patient  may  suggest  pernicious  anaemia,  and  the  blood- 
count  may  sometimes  seem  to  coniirm  this  diagnosis  at  first;  for  whereas 
a  great  many  of  the  patients  have  a  severe  chlorotic  tjrpe  of  anaemia,  some 
have  a  marked  reduction  of  the  red  corpuscles  and  a  sUghtly  less  reduction 
of  the  haemoglobin,  so  that  there  is  a  high  colour-index  such  as  is  characteristic 
of  pernicious  anaemia.  There  is  generally  no  leucocytosis,  but  the  differential 
leucocyte-count  may  suggest  the  diagnosis  at  once,  for  nearly  all  the  patients 
present  a  considerable  degree  of  eosinophiha.  The  administration  of  anthelmintics 
such  as  thymol  may  lead  to  the  evacuation  of  the  mature  worms,  which  may 
be  recognized  in  the  faeces  (Fig.  14,  p.  94),  each  being  from  J  in.  to  }  in.  in 
length.  The  ova  (Figs.  15  and  16,  p.  94)  are  oval,  with  a  clear  transparent  shell 
and  coiled-up  embryo  parasite.  Melaena  is  another  symptom,  which  may  be 
prominent  in  some  of  these  cases. 

The  two  intestinal  parasitic  affections  which  produce  the  most  serious 
anaemias  and  other  toxic  effects  in  man  are  Ankylostomum  duodenale  and 
Bothriocephalus  lotus.  Herbert  French. 

PARESIS. — (See  Paralysis.) 

PERISTALSIS,  VISIBLE.— The  importance  of  visible  peristalsis  lies  in  the 
fact  that  it  is  always  pathological  except  in  a  few  cases  in  which  its  unimportant 
nature  is  immediately  obvious.  The  two  chief  conditions  which  render  the 
normal  movements  of  the  bowels  visible  are  divarication  of  the  abdominal  recti 
muscles,  and  ventral  herniation  of  a  laparotomy  scar.  The  latter  is  obvious  at 
once  ;  the  former  is  best  detected  when  the  recumbent  patient,  who  is  generally 
a  multiparous  woman  with  a  soft  flabby  abdomen,  tries  to  raise  her  head  and 
thorax  from  the  couch  without  the  use  of  her  arms  ;  the  contracting  recti  come 
together  then,  and  close  over  the  gap  in  the  middle  line  in  which,  under  the 
stretched  and  unsupp>orted  skin,  the  bowel  movements  had  been  seen.  Under 
almost  all  other  circumstances  visible  peristalsis  is  pathological ;  it  may  then 
be  divided  into  two  types — gastric  and  intestinal. 

Gastric  Peristalsis  takes  the  form  of  a  comparatively  large  sweUing  in  the 
upper  part  of  the  abdomen,  coming  and  going,  generally  appearing  from  under 
the  region  of  the  left  ribs,  progressing  slowly  downwards  and  to  the  right,  where 
it  fades  away  and  disappears ;  it  corresponds  more  or  less  with  the  greater  curva- 
ture of  the  stomach.  It  is  often  stated  that  a  return  wave,  passing  along  the 
lesser  curvature  from  right  to  left,  can  also  be  made  out,  but  this  is  exceptional. 


PBRSPIRATION,  ABNORMALITIES  OF.— (See  Sweatino.) 

PHOBPHATDRIl This  is  a  term  the  precise  significance  of  which  is  by  no 

means  clear  ;  the  meaning  it  conveys  to  one  observer  is  not  always  that  which  it 
impUes  to  another.  Some  restrict  it  to  conditions  in  which  the  total  quantity 
of  phosphates  in  each  day's  urine  is  greater  than  the  average  maximum.  Others 
use  the  term  when  there  is  a  spontaneous"  deposit  of  phosphates  in  the  specimen 
glass.  Others  would  include  cases  in  which,  on  applying  the  hoiling  test  for 
albumin,  a  cloud  of  phosphates  comes  down.  So  loose  is  the  application  of  the 
word  phosphaturia  that  it  is  generally  used  whenever  anything  arises  to  remind 
the  observer  ocularly  of  the  fact  that  the  urine  contains  any  phosphates  at  all. 

What  is  really  required  is  a  series  of  different  terms  to  express  the  foUowing 
conditions  : — 

1.  Circumstances  under  which  a  greater  quantity  of  phosphates  is  habitually 
passed  in  the  urine  than  is  the  average  maximum  in  health, 

2.  The  spontaneous  deposition  of  phosphates  in  a  urine  that  has  stood  in  a 
specimen  glass  until  cold. 

J.  The  spontaneous  deposition  of  phosphates  in  the  bladder,  so  that  the  urine 
is  thick  and  milk-like  even  when  it  is  being  passed  per  urethram. 

4.  The  deposition  of  phosphates  as  a  w-hite  cloud  when  the  urine  is  heated. 

AbHlnte  PhoiptaatoFia.— The  phosphoric  acid  in  tbe  urine  is  chiefly  exo- 
genous, i.e.,  derived  from  phosphates  in  the  food.  It  is  chiefly  in  inorganic 
combination  as  salts  of  the  alkalies  and  alkaline  earths.  There  is  a  certain  small 
percentage  of  urinary  phosphorus  derived  from  the  katabolism  of  nuclein  and 
lecithin,  but  the  amount  derived  from  these  in  healthy  persons  is  very  slight  m 
compared  with  that  which  comes  direct  from  the  food,  so  that  tbe  phosphates 
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almost  disappear  from  the  urine  during  starvation.  There  are  wide  variations 
in  the  amounts  excreted  by  normal  persons  ;  the  average  is  3*5  grams  per  diem, 
but  the  healthy  limits  are  as  far  apart  as  i  gram  and  8  grams. 

It  has  been  asserted  that  persons  whose  business  entails  great  wear  and  tear 
of  the  nervous  system  excrete  more  than  the  average  amount  of  phosphates, 
and  the  same  has  generally  been  held  to  be  true  of  sufferers  from  certain  nervous 
disorders  of  the  hysterical  or  neurasthenic  type,  particularly  when  sexual  matters 
are  in  question.  There  is  very  little  evidence,  however,  to  show  that  there  is  any 
real  increase  in  the  urinary  phosphates  in  these  cases.  There  is  often  a  very 
abundant  deposit  of  phosphates  on  applying  the  heat  test  to  the  urine,  and  this 
may  give  the  impression  that  the  total  quantity  of  phosphates  present  must  be 
above  the  normal ;  but  the  impression  has  not  been  confirmed  by  exact  analysis. 

There  is  only  one  well-defined  condition  in  which  there  is  absolutely  and 
persistently  more  phosphate  in  the  urine  than  healthy  limits  would  allow,  and 
that  is  phosphatic  diabetes — a  very  rare  condition  of  which  the  main  features  are 
thirst,  emaciation,  aching  in  the  loins  and  back,  and  polyuria  without  sugar  but 
with  an  absolute  excess  of  phosphates  in  the  urine. 

Physiolp^  of  Phosphatic  Deposits. — In  nearly  every  case  the  deposition  of 
phosphates  is  a  purely  physiological  process.  A  molecule  of  phosphoric  acid. 
HgPO^,  contains  three  hydrogen  atoms.  Each  of  these  can  be  separately 
replaced  by  an  atom  of  any  monobasic  metal,  such  as  sodium.  Three  types  of 
salts  are  formed,  according  as  one,  two,  or  three  of  the  hydrogen  atoms  have  been 
replaced,  as  in  the  following  examples  : — 

NaH,P04     •         •     Sodium  dihydric  phosphate 
Na,HP04     ■        *    Sodium  monohydric  phosphate 
NajPO^        •        -    Sodium  phosphate 

These  salts  may  all  be  present  in  the  same  urine,  the  proportions  of  each 
varying  with  the  amount  of  phosphoric  acid  present,  on  the  one  hand,  and  the 
total  amount  of  bases  (i.e..  sodium,  potassium,  etc.),  and  the  total  quantities  of 
other  acids  present  in  the  form  of  chlorides,  sulphates,  and  so  forth,  on  the 
other.  The  greater  the  quantity  of  chlorides  and  sulphates,  the  greater  will  be 
the  amount  of  the  metallic  bases  required  to  form  them,  and  consequently  the 
less  will  be  the  amount  of  bases  left  to  combine  with  phosphoric  acid  ;  the 
result  must  then  be  a  relative  excess  of  NaHgPO^.  Conversely,  the  scantier  the 
chlorides  and  sulphates,  and  the  more  abundant  the  bases,  the  greater  will  be 
the  proportion  of  NagHPO^  and  Na^PO^. 

Now  the  three  sodium  salts  differ  from  one  another  in  at  least  two  physical 
respects — their  action  upon  litmus,  and  their  solubility  in  water.  Sodium 
dihydrogen  phosphate  (NaHgPO^)  turns  blue  Utmus  red — in  other  words,  it  is 
an  acid  phosphate.  The  acidity  of  ordinary  urine  is  mainly  due  to  it.  Sodium 
monohydrogen  phosphate  (NagHPO^)  is  also  an  acid  salt  technically  speaking, 
and  there  are  some  colour  tests  which  exhibit  the  acid  reaction  along  "w4th  it ; 
litmus,  however,  is  not  one  of  these,  for  NaoHPO^  turns  red  litmus  blue.  When  a 
given  urine  contains  more  NagHPO^  than  NaHgPO^,  the  reaction  of  that  urine 
to  litmus  is  alkaline  ;  that  is  to  say,  it  turns  red  litmus  blue  and  does  not  turn 
blue  litmus  red.  Some  urines  have  what  is  known  as  an  amphoteric  reaction — 
they  turn  red  litmus  bluish  and  blue  litmus  reddish — a  different  thing  from 
neutrality  of  reaction,  in  which  neither  red  litmus  nor  blue  is  turned  in  colour  at 
all.  The  cause  of  the  amphoteric  reaction  of  a  urine  is  the  even  balance  in  that 
urine  of  the  NajjHPO^  on  the  one  hand  and  of  the  NaHgPO^  on  the  other. 

Now  the  dihydrogen  phosphate  is  much  more  soluble  in  water  than  is  the  mono- 
hydrogen  phosphate,  whilst  the  tribasic  phosphates  are  as  a  rule  far  less  soluble 
still.     When  it  is  stated,  therefore,  that  phosphates  are  more  soluble  in  acids 
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than  they  ore  in  alkalies,  it  mnst  be  remembered  that  it  is  not  a  qnestioti  of  & 
diSerence  of  solDtulitiea  of  the  same  salt  of  phosphoric  acid,  but  of  an  acid  uiine 
contaioiog  the  bulk  of  its  phosphates  in  a  sail  difftnnt  from  the  one  present  in  an 
aUcalioe  niioe.    The  very  fact  of  a  urine  being  alkaline  me&n*  that  there  ia 
relatively  little  oi  the  more  soluble  NaH^POj  present,  and  relatively  mnch  of  the 
less  soluble  Na^H^^  and  Na^PO^.     Conveiwly,  the  fact  that  a  niine  ia  acid 
imphes  that  the  phoephates  are  relatively  more  abiindant  in  the  solnble  NaH,PO^ 
form  than  they  are  either  as  Na^HPO^  or  Na,PO^.    Ai  a  matter  of  fact,  the 
three  degrees  of  phosphates  of  sodium,  potassium,  and  ammoniniiL  are  all  so 
soluble  that  they  practically  never  become  spontaneously  precipitated,  nor  do 
they  take  part  in  fonning  c: 
that  form  precipitates,  but 
equally  to  calcium  and  m. 
more  will  the  less  soluble  v 
derate,  and  it  is  on  this  acci 
rather  than  in  acid  urines. 
Again,  it  is  often  stated  t 
are  in  cold,  and  this  is  giver 
that  so  often  forms  when  t 
however,  does  not  expnes 
precipitate  the  same  phos] 
formation  of  a  different, 
hydrogen  phosphate  dissoc 
calcium  phosphate  ;   it  ia  tl 


miky  Opine. — The  urine  of  many  healthy  people,  especially  children,  and 
eaters  of  large  public  dinners,  is  sometimes  milk-like  when  it  is  passed  soon  after 
a  full  meal.  Many  a  person  has  become 
alarmed  at  the  sight,  and  has  feared  some 
grave  disorder  of  the  sexual  organs  or 
functions,  especially  either  gonorrhcea  or 
spermatorrhnea.  The  condition  is  physio- 
logical. It  results  from  increased  quantities 
ol  hydrochloric  acid  being  required  in  the 
stomach  at  the  time,   increased  quantities 

ol  bases  being  passed  in  the  urine  in  conse- 

<iucnce.    The  result  of  this  is  that  the  urine 

temporarily  contains  such  an  abundance  of 

ba.ses  in  proportion  to   acids  that  the  less 

soluble   monohydrogen   phosphates   exceed 

the    more   soluble   di hydrogen   phosphates, 

and  they  may  become  precipitated  even  in 

the  urine  that  is  still  within  the  bladder.         ^''f-  '  ^^",1"}'' of  hi^j","  "1'"=''- 

The  commonest  salt  to  come  down  is   cal. 

cium  monohydrogen  phosphate.  CaHPO,,  which  is  either  amorphous,  or  else 

assumes  the  form  familiar  as  "  stellar  phosphate."     MgHPO^  may  come  down 

with  it  in  the  form  of  amorphous  particles,  or  as  needles. 

Kmrnonio-magneainm  Phoiphate. — This,  generally  known  as  triple  phosphate, 

MgXH^POj.  is  comparatively  insoluble,  and  when  precipitated  it  nearly  always 

assumes    the   form    of   prisms — the   famihar    "  knife-tester  "    or    "  coffin-lid  " 

crystals    {Fig.   155).       It   is   clear  that   these  will  only  come   down  when  the 
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urine  contains  ammonia.  The  latter  may  of  course  have  been  produced  by 
ammoniacal  decomposition  of  urea  after  the  urine  was  passed.  If  minary 
decomposition  after  passage  can  be  excluded,  however,  it  is  usually  stated 
that  the  presence  of  ammonio-magnesic  phosphate  crystals  indicates  a  purulent 
lesion  in  the  urinary  tracts,  especially  in  the  bladder.  It  is  quite  true 
that  ammoniacal  urines  from  cases  of  cystitis  often  abound  in  crystals  of 
triple  phosphate.  The  diagnosis  is  given  by  the  pus  cells  and  so  forth, 
however,  and  not  by  the  triple  phosphate  crystals.  It  is  important  to 
remember,  moreover,  that  each  day's  urine  normsilly  contains  enough  ammonia 
for  ammonio-magnesic  phosphate  crystals  to  occur  in  an  absolutely  healthy 
urine,  even  apart  from  decomposition  on  standing.  This  fact  detracts  very 
greatly  from  the  value  formerly  attributed  to  the  detection  of  triple  phosphate 
crystals  in  the  urine.  Indeed,  the  importance  of  phosphates  in  the  urine  lies 
almost  entirely  in  the  fact  that  errors  of  interpretation  may  arise  unless  their 
physiological  behaviour  is  clearly  understood.  Microscopically  they  are  often 
amorphous,  but  the  three  well-defined  forms  of  crystals  shown  in  Fig.  155 
may  be  recognized  microscopically.  The  chief  chemical  test  is  the  addition  of 
dilute  acetic  acid,  which  causes  a  precipitate  of  phosphates  to  clear  up.  The  main 
importance  of  recognizing  them  correctly  is  to  avoid  mistaking  them  for  pus  in 
the  case  of  a  spontaneous  deposit,  for  spermatozoa,  or  gonorrhoea,  when  the  urine 
comes  milky  from  the  urethra,  and  for  albumin  in  the  case  of  the  boiling  test  for 
the  latter.  Herbert  French. 

PHOTOPHOBIA  may  occur  in  all  inflammatory  affections  of  the  conjunctiva, 
cornea,  or  iris.  It  is  most  extreme  in  children  suffering  from  corneal  affections, 
such  as  superficial  corneal  ulcers  or  interstitial  keratitis.  It  may  also  occur 
in  snow  blindness,  scurvy,  or  albinism,  and  in  normal  persons  after  staying  for 
long  periods  in  the  dark. 

It  has  no  special  diagnostic  significance  in  differentiating  between  various 
forms  of  ocular  inflammation.  Herbert  L.  Eason. 

PIGMENTATION  OF  THE  SKIN Anomalies  of  the   natural   pigmentation 

of  the  skin,  on  the  side  either  of  excess  or  deficiency,  may  be  due  to  irritation 
of  the  abdominal  sympathetic,  and  particularly  the  solar  plexus,  leading  to 
general  pigmentation,  or  to  the  exudation  or  extravasation  of  the  colouring 
matter  of  the  blood,  producing  local  pigmentation.  Local  pigmentation  may 
be  brought  about  by  the  action  of  irritants,  may  result  from  a  condition  of  hyper- 
semia,  or  may  be  a  sequela  of  skin  eruptions.  The  most  familiar  errors  of 
pigmentation  are  covered  by  the  term  chloasma.  This  may  be  either  idiopathic 
or  symptomatic.  Idiopathic  chloasma  is  usually  caused  by  counter-irritants, 
such  as  vesicants,  or  some  other  form  of  external  irritation,  especially  scratching, 
as  in  vagabond's  disease — phtheiriasis  ;  but  in  some  cases  it  is  impossible  to 
trace  the  cause.  Symptomatic  chloasma  is  a  sequela  or  an  accompaniment  of 
cutaneous  eruptions,  or  is  the  result  of  abnormal  conditions  of  the  uterus  or 
of  other  abdominal  viscera,  or  of  cachexia.  It  is  most  often  met  with  as  chloasma 
uterinum,  which  may  occur  not  only  in  connection  with  pregnancy,  but  also  in 
association  with  any  form  of  uterine  irritation.  The  smooth  yellowish-brown 
patches  arc  seen  most  commonly  on  the  forehead,  but  almost  the  entire  face 
may  be  involved,  and  also  the  trunk  and  limbs.  Somewhat  similar  irregularities 
of  pigmentation  occur  in  rheumatoid  arthritis,  pernicious  anamia,  Hodgkin's 
disease,  Graves'  disease,  abdominal  tuberculosis,  and  other  disorders  of  the 
abdominal  viscera,  and  in  cases  in  which  arsenic  has  been  given  over  long  periods. 
In  Addison's  disease  there  is  a  general  bronzing  of  the  skin,  together  with  pigment 
deposits  in  the  mucous  membranes  of  the  mouth,  anus,  vulva,  and  urethra ; 


may  spread  until  large  areas,  and  even  the  whole  surface  of  the  body,  ate 
affected. 

Leucodermia  has  in  its  turn  to  be  distinguished  from  sclerodennia,  morphcea, 
macular  leprosy,  pigmentary  syphilide,  and  partial  albinism.  The  skin  is  Dot 
stiS  and  thickened  as  it  is  in  scletodetmia.  The  edges  are  not  streaked  with 
small  dilated  vessels,  making  a  pink  or  violet  border,  as  in  morphcea,  nor  is  tbere 
any  intermingling  of  atrophic  stria;.  The  patches  are  not  destitute  of  sensation 
as  in  nerve-UpTosy ,  nor,  though  it  has  been  styled  "  white  leprosy."  has  leuco- 
dermia any  other  resemblance  to  that  affection  save  the  colour  of  the  patches. 
Doubt  as  between  leucodermia  and  a  congenital  condition  like  partial  albinisM 
could  only  arise  by  disregarding  the  history.  Of  albinism  itself,  whether 
partial  or  universal,  nottiing  more  need  be  said  here  ;  for  though  it  is  an 
abnormality  of  pigmentation,  its  true  character  can  never  be  in  question. 
Nor  need  I  speak  of  jaundice,  for  that  condition  forms  the  subject  of  a 
separate  article. 

Discoloration  of  the  skin  may  be  due  to  the  prolonged  administration  of 
drugs.  Thus  picric  acid  may  turn  the  skin  and  the  conjunctivae  yellow,  arsenic 
may  cause  a  peculiar  greyish,  brownish  or  freckle-like  pigmentation,  nitrate  of 
silver  may  set  up  the  condition  known  as  argyria,  in  which  the  integument  and 
the  mucous  membrane,  particularly  in  situations  exposed  to  light,  take  on  a 
bluish-grey  or  greyish-black  colour,  especially  on  the  face  and  the  ilexor  aspects 
of  the  limbs.  This  condition  may  closely  resemble  hiemochromatosis  and 
similar  abnormalities,  but  the  history  of  protracted  use  of  the  drug  will  make 
the  diagnosis  clear.  Since,  however,  arsenic  may  be  derived  from  some  un- 
suspected source,  as  was  the  case  in  the  peripheral  neuritis  epidemic  in  and 
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around  Manchester  due  to  beer  containing  it  as  an  impurity,  chemical  analysis 
of  the  hair  should  be  made,  which  will  serve  to  prove  or  disprove  a  suspicion 
that  the  patient  has  been  ingesting  arsenic,  as  the  latter  becomes  stored  up  in 
the  hair  that  grows  whilst  the  arsenic  is  being  taken.  Malcolm  Morris. 

PLANTAR  REFLEX,  EXTENSOR.— (See  Babinski's  Sign.) 

PNEUMATURIA — or  the  passage  of  gas  per  urethram,  either  along  with  or 
independently  of  urine — ^is  a  rare  symptom,  but  when  it  does  occur  it  is  a  very' 
striking  one,  particularly  in  males. 

It  may  be  due  to  one  or  other  of  two  entirely  distinct  groups  of  causes,  namely  : 

1 .  Communication  between  the  rectum,  caecum,  vermiform  appendix,  or  other 
part  of  the  alimentary  canal  and  the  bladder,  ureter,  or  renal  pelvis  ;  either 
directly,  or  viA  an  intermediate  gas-containing  abscess  cavity. 

2.  Infection  of  the  bladder  or  other  part  of  the  urinary  tract  by  micro- 
organisms that  produce  gas,  without  there  necessarily  being  any  breach  of 
surface  of  the  mucosa. 

When  the  cause  lies  in  the  first  group,  the  patient  is  very  liable  to  pass 
faecal  material  at  the  same  time  as  the  gas,  and  the  differential  diagnosis 
between  the  various  possible  lesions  will  be  found  discussed  under  F^ces 
PASSED  PER  Urethram.  It  should  be  added,  however,  that  the  passage  of 
gas  without  faeces  per  urethram  by  no  means  excludes  there  being  a  fistulous 
communication  between  some  part  of  the  alimentary  canal  and  the  urinar>' 
tract ;  the  fistula  may  be  tortuous,  so  that  gas  gets  along  it,  but  not  faeces. 
It  may  happen,  moreover,  that  a  lesion  such  as  appendicitis  has  led  to  the 
formation  of  a  local  abscess  which,  owing  to  its  infection  by  the  Bacillus  coU 
communiSf  contains  gas ;  this  abscess  may  open  into  the  bladder  and  cause  the 
discharge  of  pus  and  gas,  but  no  faeces,  per  urethram.  The  same  applies-  to 
other  abscesses  which,  though  not  arising  primarily  in  connection  with  the  bowel, 
nevertheless  occasionally  contain  gas  from  infection  by  the  B.  coli  communis — 
a  suppurating  ovarian  dermoid  cyst,  for  instance,  a  suppurating  hydatid  cyst, 
or  a  pyosalpinx. 

Sometimes  there  may  be  serious  doubts  as  to  whether  the  gas  is  finding  its 
way  into  the  urinary  passages  from  some  external  source,  as  above,  or  whether 
it  is  being  produced  in  situ.  In  the  absence  of  any  rectal  or  other  pelvic  or 
abdominal  evidence  of  disease  outside  the  bladder,  it  will  be  remembered  that 
iteveral  different  organisms  are  able  to  produce  gas  when  they  grow  in  urine  ; 
notably  the  Bacillus  coli  communis y  and  in  glycosuric  cases,  various  yeasts, 
including  the  common  yeast.  The  urine  will  be  examined  for  sugar,  and  if 
it  be  present,  a  catheter  specimen  will  be  obtained  to  see  if  saccharomyces 
are  present  in  the  bladder-urine  ;  if  so,  and  if  there  is  no  pus  or  evidence  of 
infection  by  other  micro-organisms,  the  nature  of  the  pneumaturia  will  be  clear  ; 
as  a  rule,  in  these  cases  the  patient  voids  urine  that  is  bubbly  rather  than 
distinct  and  separate  from  the  gas.  If,  on  the  other  hand,  no  sugar  is  present,  a 
catheter  specimen  will  be  cultivated  to  find  out  whether  the  B.  coli  communis 
is  present,  and  if  so,  in  what  quantity.  If  it  is,  and  if  no  sign  of  any  fistulous 
communication  between  any  part  of  the  bowel,  or  a  gas-containing  abscess 
cavity,  and  the  urinary  tracts,  can  be  made  out,  then  there  will  be  a  presump- 
tion  that  the  pneumaturia  is  due  to  coli  bacilluria,  although  the  latter  is 
far  commoner  without  than  with  pneumaturia.  The  urine  in  these  cases  may 
contain  very  little  obvious  pus  and  only  a  trace  of  albumin  ;  it  may  be  acid, 
and  not  foul  smelling  or  ammoniacal ;  on  the  other  hand,  it  may  sometimes 
be  so  foul  and  faeculent  as  to  cause  serious  suspicions  of  a  communication 
between  the  colon  and  the  bladder,  even  when  there  is  none.    A  cystoscopic 


decree  than  when  the  pneumothorax  is  complete.  The  x-rays  show  an  abnormal 
clearness  corresponding  to  the  air  in  the  pleural  cavity.  It  is  not  sufficient, 
however,  merely  to  diagnose  pneumothorax  ;  its  cause  has  to  be  determined 
Iram  amongst  the  following  :— 

Phthisis  :    (o)  early,  (6)  late. 

Rupture  of  an  emphysematous  bleb. 

Gangrene  of  the  lung  with  necrosis  of  the  pleura. 

Empyema  ruptured  through  the  lung. 

Instrumental :  e.R,  after  tapping  a  pleural  effusion. 

Stabs,  or  gunshot  wounds  of  the  chest  wall. 

Epithelioma  of  the  cesophagus  ulcerating  into  the  pleura. 

Gastric  ulcer  or  carcinoma  ventriculi,  leaking  so  as  to  produce  a  gas- containing 
sub-diaphragmatic  abscess,  which  in  its  turn  may  perforate  the  diaphragm  and 
cause  a  pneumothorax. 

Infection  of  the  pleural  cavity  by  gas-producing  organisms,  such  as  the 
Bacillus  colt  communis. 

The  commonest  cause  by  far  is  phthisis  ;  and  when  the  occurrence  of  the 
pneumothorax  does  give  rise  to  symptoms,  it  is  generally  due  to  comparatively 
early  phthisis  ;  indeed,  when  a  sudden  acute  attack  of  pain  in  one  side  of  the 
chest,  associated  u-ith  rapid  shallow  breathing,  and  cyanosis  with  or  without 
hxmoptysis  develops  in  a  young  adult  without  apparent  cause,  it  is  almost  certain 
that  the  patient  has  a  tuberculous  focus  at  one  apex,  even  though,  as  frequently 
happens,  there  have  been  no  abnormal  symptoms  previously,  such  as  cough  or 
night  sweats,  and  even  though  absolutely  no  abnormal  physical  signs  can  be 
detected  at  the  apex  of  the  other  lung.  There  may  be  a  little  sputum,  and  in 
this  tubercle  bacilli  may  be  detected. 
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When  pneumothorax  is  attributed  to  rupture  of  an  emphysematous  bleb,  there 
must  always  remain  in  the  physician's  mind  a  serious  doubt  as  to  whether  it 
is  not  really  due  to  a  bleb  in  the  immediate  neighbourhood  of  an  undiagnosable 
tuberculous  deposit,  and  the  case  should  be  treated  as  one  of  potential  phthisis. 

If  the  tuberculous  process  in  the  lung  has  made  considerable  advance  pneumo- 
thorax is  far  less  common,  because  there  will  almost  certainly  have  been  pleurisy 
with  thickening  and  adhesions  sufficient  to  prevent  pneumothorax  occurring ; 
nevertheless,  in  some  such  cases  pneumothorax  does  develop,  and  the  diagnosis 
of  its  cause  is  easy  both  on  account  of  the  abnormal  physical  signs  and  of  the 
sputum  with  the  tubercle  bacilli  in  it.  In  a  later  stage  still,  the  occurrence  of 
pneumothorax  may  cause  very  little  additional  disturbance,  on  account  of  the 
extent  of  lung  already  diseased,  and  although  its  cause  would  be  obvious  enough, 
the  occurrence  of  the  pneumothorax  often  escapes  detection. 

When  the  patient  has  had  a  pleuritic  or  pleural  effusion  tapped,  the  detection 
of  air  free  in  the  pleural  cavity  upon  the  next  day  is  by  no  means  an  uncommon 
occurrence  ;  it  does  not  follow  that  this  air  has  leaked  in  through  the  tapping 
instrument,  for  it  is  quite  as  commonly  derived  from  the  rupture  of  the  super- 
ficial alveoli  which  have  been  re-expanded  rather  too  rapidly  in  the  withdrawal 
of  fluid  by  the  aspirator.  The  air  generally  becomes  re-absorbed  in  a  few 
days,  and  the  temporary  pneumothorax  is  of  Uttle  significance. 

Similar  escape  of  air  into  the  pleural  cavity,  as  the  result  of  cuts,  stabs, 
fractured  ribs,  or  gun-shot  wounds,  is  remarkably  rare  ;  this  rarity  deptends 
upon  the  fact  that  the  two  layers  of  pleura  tend  to  cohere  in  a  way  similar  to 
that  which  makes  two  thin  sheets  of  Indian  paper  difficult  to  separate,  so  that 
when  an  injury  from  outside  penetrates  one  layer,  it  nearly  always  perforates 
both,  and  air  from  within  the  lung  escapes  into  the  subcutaneous  tissues  instead  of 
into  the  pleural  cavity,  and  produces  surgical  emphysema  instead  of  pneumo- 
thorax. It  rarely  happens  that  an  injury  separates  a  sufficient  area  of  the 
two  layers  of  pleura  one  from  the  other  to  cause  a  pneumothorax. 

All  the  remaining  causes  of  pneumothorax  in  the  list  above  are  uncommon, 
and  none  of  them  will  arise  without  there  having  been  other  symptoms  to 
indicate  the  nature  of  the  malady.  It  is  possible  for  an  empyema  to  rupture 
into  a  bronchus,  and  so  lead  to  the  sudden  expectoration  of  much  foul  pus, 
without  any  pneumothorax  arising,  or  at  least  none  of  any  extent,  because  for 
such  an  empyema  to  rupture  into  the  lung  it  must  have  been  shut  off  all  round 
by  firm  pleural  adhesions.  Gangrene  of  the  lung,  such  for  instance  as  that  which 
may  follow  upon  a  foreign  body  becoming  impacted  in  a  bronchus  ;  septic 
bronchopneumonia  due  to  inhalation  of  particles  from  a  cancerous  tongue  or 
to  septic  emboU  from  thrombosis  of  a  lateral  sinus  and  jugular  vein  in  connec- 
tion with  otitis  media ;  growth  of  the  lung  breaking  down,  or  lobar-pneumonia 
becoming  entirely  necrotic — these  are  only  the  terminal  factors  of  an  already 
serious  disease,  and  pneumothorax  due  to  these  causes  may  even  pass  without 
recognition  on  account  of  the  severity  of  the  symptoms  already  existing  in 
the  case.  Gas-containing  abscesses  bejieaih  the  diaphragm,  such  as  may  either 
perforate  directly  into  the  pleural  cavity  or  lead  to  infection  of  that  cavity  by 
the  Bacillus  coli  communis  or  other  gas-forming  organism,  never  arise  suddenly, 
but  are  preceded  by  a  simple  or  malignant  ulceration  of  either  the  stomach, 
duodenum,  or  colon,  the  symptoms  of  which  will  generally  have  existed  for  days, 
weeks,  or  months ;  so  that  if  the  possibility  of  gas  appearing  in  the  pleural  cavity- 
in  this  way  is  borne  in  mind,  the  diagnosis  of  its  origin  need  not  be  difficult.  The 
;r-ra3rs  may  serve  to  show  a  large  gas  bubble  below  the  diaphragm  as  well  as 
gas  in  the  pleural  cavity,  and  that  the  gas  bubble  is  not  intragastric  may  be 
demonstrated  by  filling  the  stomach  with  a  bismuth  meal  and  finding  that  the 
gas  bubble  does  not  become  blackened.  Herbert  French. 


,  and  upwards  towards  the  second  left  lib,  indicating  increased 
size  of  the  right  auricle  and  ventricle  ;  and  in  most  cases  there  is  either  a 
loud  rumbling  or  blattering  systolic  bruit  oi  pulmonary  stenosis,  heard  loudest 
in  the  second  left  space  close  to  the  sternum,  but  also  audible  over  the  greater 
part  of  the  precordial  region,  and  often  over  both  sides  of  the  chest  in  front  and 
behind  ;  or  else  a  very  similar  universal  systolic  bruit,  differing  chiefly  in  having 
its  maximum  intensity  either  behind  the  sternum  between  the  two  fourth  riba, 
ot  else  in  the  fourth  left  intercostal  spaces  close  to  the  sternum,  indicative  o£ 
patent  septum  ventriculorum.  These  two  lesions  may  both  be  present  in  the 
same  patient,  and  they  are  the  commonest  cause  in  cases  of  morbus  ca:ruleus 
that  survive  infancy.  The  red  corpuscles  seldom  number  less  than  6,000,000 
per  c.mm,,  and  in  some  cases  they  have  been  no  fewer  than  14,000,000  per  c.mm. 
The  percentage  o£  hiemoglobin  is  also  greatly  increased,  but  usually  to  a  less 
degree  than  are  the  red  cells,  so  that  the  colour  index  falls  below  i .  This  applies 
to  nearly  all  causes  of  polycythemia.  There  is  no  simultaneous  increase  in 
the  number  of  leucocytes  per  c.mm,.  and  the  differential  leucocyte  count  falls 
within  the  normal  limits.  It  is  noteworthy  that  cases  of  persistent  ductus 
arteriosus  seldom  present  either  cyanosis,  clubbed  fingers,  or  polycythaemia. 

Residence  at  high  altitudes  often  causes  polycythaimia.  The  increase  is 
seldom  extreme,  but  the  ted  cells  not  infrequently  reach  6,000,000  or  more 
per  c.mm.  This  rule  is  not  by  any  means  universal,  however,  though  upon  the 
whole  the  higher  the  altitude  the  higher  the  normal  average  number  of  red  cells 
per  c.mm.,  particularly  in  those  who  have  resided  long  and  continuously  in  the 
mountains.  The  individuals  ate  not  ill  ;  it  is  merely  that  their  red  cells  stand 
at  a  higher  figure  normally  than  do  those  of  dwellers  nearer  sea  level. 

Quite  apart   from   the  presence  or  absence  of  anasarca,   patients   sufferii 
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from  chronic  lesions  which  tend  to  produce  dyspnoea  are  also  very  apt  to  have 
polycythaemia,  particularly  when  the  lesion  causes  marked  redness  of  the  lips. 
This  is  very  well  seen  in  many  cases  of  mitral  stenosis  when  there  has  been  a 
tendency  for  some  time  past  for  failure  of  compensation  to  ensue.  There  is  no 
similar  polycythaemia  in  aortic  cases  unless  mitral  disease  is  present  as  well, 
and  the  red  cells  are  much  less  increased  in  mitral  regurgitation  than  in 
mitral  stenosis.  In  the  latter  they  often  reach  6,000,000  or  even  7,000,000 
per  c.mm.,  and  it  would  seem  to  be  an  attempt  on  nature's  part  to  try  and 
compensate  for  the  failing  circulation  by  distributing  the  haemoglobin  over 
a  larger  corpuscular  area.  The  same  explanation  probably  accounts  for  the 
similar  polycythaemia  due  to  morbus  caeruleus,  and  to  high  altitudes,  and  to 
certain  cases  of  fibroid  lung^  bronchiectasis ^  emphysema^  chronic  bronchitis^  renal 
disease  with  chronic  dyspnoea,  and  spasmodic  asthma^  in  which  some  degree 
of  polycythzemia,  though  not  the  rule,  is  sometimes  met  with,  just  as  it  is  in 
mitral  stenosis.  The  colour  index  is  less  than  i,  for  although  the  haemoglobin 
is  increased,  it  is  less  so  than  are  the  red  cells.  The  leucocytes  remain  unaltered. 
The  polycythaemia  will  seldom  if  ever  be  the  most  prominent  symptom  in  the 
case,  so  that  the  diagnosis  will  nearly  always  have  been  made  upon  other  grounds 
— the  presystolic  bruit  at  the  impulse  ;  the  displacement  of  the  heart  towards 
that  side  where  the  lung  presents  an  impaired  note,  with  or  without  crackling 
rAles  and  bronchial  breathing  ;  and  so  on.  The  maintenance  of  the  pK>ly- 
cythaemia  is  important,  however,  and  therapeutic  measures  should  be  directed 
to  this  end,  for  many  cases  of  mitral  stenosis  with  5,000,000  red  cells  per  c.mm. 
are  relatively  anaemic  ;   they  should  have  6,000,000  or  more. 

The  effect  of  cholera,  ptomaine  poisoning,  arsenic,  summer  diarrhoea  of  infants, 
severe  thirst  that  cannot  be  assuaged,  the  toxcsmia  of  pregnancy,  and  so  on,  in 
concentrating  the  blood  by  withdrawing  or  withholding  fluid  from  it,  and  thus 
producing  some  degree  of  polycythaemia,  is  an  acute  condition  which  is  to 
be  counteracted  by  continuous  saline  infusion  or  some  similar  method  of 
restoring  fluid  to  the  tissues.  The  polycythaemia  seldom  reaches  any  marked 
degree  except  in  quite  early  stages,  for  instance,  in  cholera ;  later,  the  red  cells 
in  the  blood  disintegrate  more  rapidly  than  they  are  replaced,  and  the  poly- 
cythaemia is  thereby  masked.  In  measuring  the  concentration  of  the  blood  in 
these  conditions,  it  is  of  less  value  to  count  the  red  cells  than  to  measure  the 
specific  gravity.  This  is  most  readily  done  by  the  chloroform  and  benzene 
method.  The  specific  gravity  of  chloroform  is  high,  that  of  benzene  is  low, 
and  by  mixing  the  two  in  different  proportions  it  is  possible  to  obtain  fluids  of 
every  intermediate  specific  gravity.  A  mixture  of  the  two  of  the  normal  specific 
gravity  of  the  blood,  viz.,  1056,  is  made,  and  poured  into  a  specimen  glass  of 
sufficient  depth  to  allow  a  urinomcter  to  float  in  it.  For  strict  accuracy,  certain 
corrections  in  the  readings  of  the  ordinary  urinometer  are  required,  but  for 
emergency  use  the  instrument  will  serve.  The  lobule  of  the  patient's  ear  is 
pricked,  a  large  drop  of  blood  is  allowed  to  fall  into  a  suitable  small  cup  or 
other  receiver  containing  some  of  the  chloroform-benzene  mixture,  and  thence 
transferred  to  the  main  bulk  of  the  fluid  in  the  specimen  glass.  If  the  blood - 
drop  sinks,  more  chloroform  must  be  added  ;  if  it  floats,  more  benzene  ; 
ultimately  a  point  is  reached  at  which  the  blood-drop  neither  sinks  nor  floats  ; 
the  specific  gravity  of  the  chloroform-benzene  mixture  is  then  the  same  as  that 
of  the  blood.  In  cases  of  collapse  from  loss  of  fluid,  there  is  a  rise  in  the  specific 
gravity  of  the  blood,  even  when  there  is  no  polycythaemia, — and  the  greater  the 
rise,  the  greater  the  need  for  infusion. 

Splenomegalic  polycythemia  is  a  somewhat  rare  condition  that  is  also  termed 
erythremia,  or  erythrocythamia.  Its  name  suggests  its  main  features,  which 
are  :    Enlargement  of  the  spleen,  increase  in  the  red  cells  up  to  as  many  as 


3on,  6i)ci.  or  more,  per  diem. 

In  arriving  at  the  differential  diagnosis  of  the  cause  in  any  given  case,  ooe  of 
the  first  points  to  note  is  whether  the  polyuria  is  persistent ;  ot  whether,  even 
ii  recurrent,  it  is  transient.  Any  of  the  causes  that  usually  give  persistent 
polyuria  may  in  some  individuals  produce  the  symptom  intermittently,  but 
upon  the  whole  one  may  classily  the  causes  of  polyuria  as  follows  :— 

I. — Causes  of  Transient  Polyuria. 
I.  After  drinkine  abundance  of  water  or  other  fluid. 
■2.  Alter  drinking  fluids  containing  diuretic  principles,  such  as  alcohol  (beer, 

gin,  whisky,  hock)  ;  caffeine  (tea,  cocoa,  coflee)  ;  citrates  or  tartrates 

(artificial  lemonades). 

3.  As  the  result  of  nervousness,  or  of  nervous  attacks,  such  as  : — 

(a)   Medical  examination  for  life  assurance 

(6)   Preparation  for  some  physical  or  mental  competition 

[c)  Hysteria,  especially  during  recovery  from  an  acute  outburst 

(d)  Neurasthenia 

(«)   After  an  epileptic  attack 

(/)   After  migraine 

(g)  Alter  an  asthmatic  attack 

[k)   After  an  attack  of  angina  pectoris 

(t)   Periodic  polyuria,  apparently  without  cause. 

4.  Hydronephrosis,  with  periodic  emptying  of  the  renal  sac,  especially  with 

movable  kidney  or  with  renal  calculus. 
3.  The  cold  stage  of  a  malarial  attack. 
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6.  In  some  cases  of  convalescence  from  a  febrile  illness,  such  as  enterica  or 

pneumonia. 

7.  As  the  result  of  the  clearing  up  of  extreme  oedema  or  serous  efiusions, — 

for  instance,  during  recovery  from  acute  nephritis  ;    mitral  stenosis, 

with  heart  failure  ;    cirrhosis  of  the  liver,  and  so  on  ;    especially  if 

the  fluid  clears  up  quickly  after  giving  diuretic  remedies,  such  as  blue 

pill,    digitalis,   calomel,   copaiba   resin,    potassium   salts,    uva   ursi, 

broom  tops,  or  dwarf  elder. 

When- the  cause  lies  in  Group  I  its  nature  is  generally  obvious,  though  it  is 

essential  to  examine  the  urine  carefully  for  sugar,  albumin,  and  renal  tube-casts, 

for  purposes  of  exclusion.     Nevertheless,  the  diagnosis  may  be  in  doubt  until 

the  course  of  the  symptom  has  been  watched  for  a  while.     For  instance,  polyuria 

may  seem  to  be  due  to  profuse  drinking,  when  really  the  kidneys  are  granular 

and  contracted  ;  or  in  a  life  insurance  case,  nervousness  may  seem  to  be  the 

cause,  when  there  has  really  been  a  bout  of  drinking  ;  or,  again,  the  drinking 

may  be  secondary  to  the  extreme  thirst  produced  by  diabetes  insipidus. 

Exeesslve  Drinking. — When  due  to  drinking  water,  tea,  wine,  spirits,  or  artifi- 
cial lemonades,  the  polyuria  ceases  when  the  drink  in  question  is  limited  or 
avoided. 

Nervousness.  — The  history  and  circumstances  of  the  case,  together  with  the 
absence  of  signs  of  gross  disease  of  heart  or  kidneys,  will  be  the  main  factors  in 
deciding  whether  the  polyuria  is  caused  by  excitement,  nervousness,  hysteria, 
or  neurasthenia. 

Epilepsy. — The  character  of  the  convulsive  seizures,  their  recurrence  at  inter- 
vals, and  the  influence  of  bromides  upK)n  them,  will  serve  to  diagnose  epilepsy, 
for  polyuria  in  association  with  the  latter  nearly  always  follows  immediately 
after  an  attack  of  grand  mal.  It  may,  however,  be  associated  with  petit  mal,  or 
even  be  the  chief  phenomenon  in  some  cases  of  epilepsy. 

Hlgralne. — The  diagnosis  of  migraine  depends  on  the  history  of  the  case  and 
the  absence  of  optic  neuritis  and  other  evidence  of  gross  intracranial  disease. 

Asthma. — Asthma  is  sometimes  easy  to  diagnose,  sometimes  very  difficult  ; 
it  may  be  mistaken  for  recurrent  bronchitis,  cardiac  dyspnoea,  renal  dyspnoea 
or  uraemic  "  asthma,"  mediastinal  new  growth,  thoracic  aneurysm,  thymic 
"  asthma,"  lar3mgeal  papilloma  or  fibroma,  foreign  body  in  the  air-passages, 
syphilitic  stenosis  of  a  bronchus,  goitre,  or  hysteria.  It  so  frequently  develops 
into  emphysema  and  bronchitis  that  one  is  apt  to  forget  that  the  essential  sym- 
ptom of  asthma  is  dyspnoea,  and  not  cough.  To  diagnose  a  difficult  case  it  may 
be  necessary  to  examine  the  chest  with  the  ;r-rays  to  exclude  aneurysm  and  new 
growth  ;  to  examine  the  larynx  and  vocal  cords,  the  heart,  the  retina?,  and  the 
urine ;  to  exclude  renal  and  cardiac  mischief  ;  and  even  then,  doubt  may  remain 
unless  there  is  a  clear  and  typical  account  of  the  nature  of  the  earlier  attacks  in 
a  patient  who  has  had  recurrences  for  years,  and  who  is  relieved  by  cocaine 
sprays  to  the  nose,  by  ethereal  tincture  of  lobelia,  by  inhalations  of  stramonium 
fumes,  or  by  other  anti-asthmatic  remedies  ;  it  may  sometimes  be  of  assistance 
to  know  that  Eosinophilia  {q.v.)  is  more  likely  to  be  found  during  an  attack  of 
asthma  than  as  the  result  of  any  of  the  other  conditions  that  may  simulate  it. 
The  polyuria  occurs  in  by  no  means  every  case  ;  when  it  does  so,  it  generally 
follows  immediately  after  an  attack,  and  this  applies  also  in  cases  of  angina 
pectoris,  the  diagnosis  of  which  is  not  difficult  when  the  acute  attacks  of  precordial 
pain  radiate  upwards  and  outwards  to  the  left  shoulder  and  down  the  left  arm, 
and  when  there  is  evidence  of  an  aortic  lesion,  or  of  atheroma,  and  arterio- 
sclerosis with  high  blood -pressure. 

Periodic  Polyuria,  apparently  without  cause,  is  a  condition  which  is  regarded 
by  some  as  a  clinical  entity  ;  the  diagnosis  must  always  be  difficult  to  be  sure  of 


the  diagnosis  is  not,  as  a  rule,  difficult.  If  the  polyuria  is  due  merely  to  the 
excretion  of  accumulated  fluid,  it  will  cease  when  there  is  no  longer  any  cedema ; 
whilst  if  it  is  due  to  granular  kidney,  or  other  underlying  malady,  it  will  continue 
even  alter  the  cedema  has  gone. 

II. — Causes   of  Continued   Polyuria. 

1.  Diabetes  melUtus. 

z.  Red  granular  contracted  kidneys. 

3.  Arteriosclerosis. 

4.  Pale  granular  contracted  kidneys. 

5.  Lardaceous  or  amyloid  kidneys. 

6.  Cystic  kidneys. 

7.  Diabetes  insipidus  : 

(a)  Due  to  no  gross  nervous  lesion 

(b)  Due  to  tumour  or  injury  of  the  medulla  oblongata. 
3.  Incorrigible  drinking  of  beer  or  spirits. 

9.   Fhosphatic  diabetes. 


s  oC  a 


Dlibatei  H«UI(i». — A  very  important  step  in  the  diagnosis  is  to  examine  tlie 
urine  carefully.  If  sugar  is  present,  a  diagnosis  of  diabetes  mellitus  will  be  made, 
especially  if  diacetic  acid  and  acetone  are  also  present,  and  the  specific  gravity 
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is  between  1035  and  1045.  Some  authorities  distinguish  in  kind  as  -well  as  in 
degree  between  what  they  term  true  diabetes  mellitus  on  the  one  hand,  and 
alimentary  glycosuria  on  the  other,  though  others  hold  that  these  differ  only 
in  degree  ;  it  is  chiefly  in  severe  diabetes  of  young  people  that  polyuria  is  marked, 
something  between  100  and  600  ounces  of  urine  being  passed  per  diem ;  in 
elderly  people  with  glycosuria  the  polyuria  is  often  sUght ;  in  these  cases  the 
specific  gravity  need  not  be  above  the  normal,  and  diacetic  acid  and  acetone 
are  generally  absent.  If  no  sugar  is  present  upon  one  occasion  it  may  be  on 
another,  so  that  several  examinations  may  be  required. 

Albiiminarla. — If  sugar  is  persistently  absent,  diabetes  mellitus  can  be 
excluded,  and  special  attention  should  be  devoted  to  testing  for  albumin.  If 
this  is  present,  and  the  polyuria  cannot  at  once  be  attributed  to  anything 
so  obvious  as  the  clearing  up  of  oedema  or  the  administration  of  a  diuretic, 
the  next  thing  is  to  make  a  very  careful  microscopical  examination  of  the 
centrifugalized  deposit  for  renal  tube-casts  ;  if  the  latter  are  absent,  and  if  the 
patient  is  a  young  adult  male,  who  seems  to  be  in  good  health,  whose  heart  and 
other  organs  present  no  abnormal  physical  signs,  and  whose  polyuria  troubles 
him  chiefly  at  times  of  excitement,  for  instance  when  he  is  in  for  an  examination, 
the  diagnosis  is  very  likely  to  be  that  of  "  functional  "  or  "  physiological  " 
albuminuria,  in  which  case  repeated  tests  will  show  that  the  urine  is  often  quite 
free  from  albumin,  especially  the  first  thing  in  the  morning,  and  the  blood-pressure 
would  not  be  raised.  If,  on  the  other  hand,  more  than  an  occasional  renal  tube- 
cast  was  found,  and  the  albumin  and  polyuria  were  persistent,  the  diagnosis  of 
one  or  other  of  the  following  renal  lesions  would  suggest  itself :  red  granular 
contracted  kidney,  arteriosclerosis,  pale  granular  contracted  kidney,  lardaceous 
kidney,  or  cystic  kidney.  The  differential  diagnosis  between  these  is  discussed 
under  Albuminuria  {q.v,). 

Diabetes  Insipidus. — If  neither  albumin  nor  sugar  is  found,  even  on  repeated 
testing,  and  if  the  polyuria  is  extreme  and  persistent,  whilst  the  specific  gravity 
of  the  urine  is  constantly  low  (1004  to  1008),  a  diagnosis  of  diabetes  insipidus 
will  suggest  itself,  and  it  will  probably  be  correct.  Before  this  diagnosis  is 
finally  made,  however,  precautions  must  be  taken  to  determine  that  the  patient's 
thirst  and  polyuria  are  not  due  to  habits  of  drinking  to  excess  :  it  may  be  difficult 
to  decide  this  in  cases  in  which  alcoholic  beverages  are  consumed  ;  but  when 
the  patient  is  a  water-drinker,  and  yet  cannot  do  with  less  than  8  or  10  pints  a 
day,  the  drinking  is  probably  a  necessity,  and  not  a  habit ;  and  diabetes  insipidus 
is  the  probable  diagnosis.  In  cases  of  doubt,  the  difficulty  can  be  decided  by 
restricting  the  intake  of  fluid  and  determining  the  specific  gravity  of  the 
blood.  This  should  be  about  1056,  and  in  a  case  where  polyuria  is  due  to 
drinking  habits,  restriction  of  fluids  will  not  materially  alter  it ;  in  a  case  of 
diabetes  insipidus  with  restricted  intake  of  fluids,  how^ever,  the  drain  of  the 
latter  from  the  blood  still  goes  on,  and  the  specific  gravity  rises  to  1060,  or  1065, 
unless  the  patient  is  allowed  fluid  by  the  mouth  again. 

Phosphatic  and  Azotic  Diabetes. — Another  point  that  needs  investigation  in 
a  case  suspected  to  be  diabetes  insipidus,  is  the  amount  of  solids  excreted  daily 
in  the  urine.  In  ordinary  diabetes  insipidus  the  total  solids  are  normal,  the 
only  increase  being  in  the  water.  There  are  rare  cases  in  which,  in  addition  to 
polyuria,  there  is  a  great  increase  in  the  total  soUds  in  the  urine  also — so-called 
haruria.  Rare  though  these  cases  are,  they  have  been  divided  into  two  types, 
namely,  those  in  which  the  inorganic  salts  are  most  increased — phosphatic 
diabetes  (p.  572),  and  those  in  which  the  nitrogenous  constituents  are  mainly 
augmented — azotic  diabetes.  The  diagnosis  here  depends  mainly  on  quantita- 
tive estimation  of  the  various  urinary  substances. 

There  are  two  groups  of  diabetes  insipidus,  according  as  there  is,  or  is  not,  a 


they  will  nearly  always  lead  to  a  speedy  diagnosis.  Two  in  particular  merit 
special  mention,  however.  The  first  of  these  is  priapism  in  elderly  men.  The 
marriage  a(  old  men  with  relatively  young  wives  is  often  spoken  ot  as  foolish, 
and  doubtless  in  most  instances  this  adjective  is  deserved ;  but  in  the  case  of 
some  old  men  who  are  widowers  or  unmarried,  it  becomes  a  matter  of  physical 
necessity  for  the  relief  of  priapism  which  is  most  troublesome,  and  which  yet 
cannot  be  called  pathological.  In  some  such  cases  there  may  be  enlargement 
of  the  prostate,  or  local  inflammation  such  as  gouty  urethritis,  but  in  many  other 
cases  the  priapism  seems  to  occur,  without  pathological  cause,  as  a  sort  of  final 
outburst  of  sejtual  energy  before  the  onset  ot  senile  impotence. 

The  other  special  condition  under  which  priapism  may  be  exceedingly  trouble- 
some is  after  injury  to  the  upper  dorsal  region  ot  the  spinal  cord.  The  damage 
may  be  so  serious  as  to  have  produced  a  fracture  dislocation  of  the  spine  with 
paraplegia,  in  which  case  the  diagnosis  will  be  obvious  ;  short  of  this,  however, 
there  may  have  been  only  a  minor  degree  of  injury,  with  contusion  and  perhaps 
multiple  small  hasmorrhages  into  the  substance  of  the  cord,  in  association  with 
which  priapism  may  in  some  instances  be  very  pronounced  and  last  for  weeks 
or  months  before  recovery  occurs. 

For  the  rest,  the  causes  of  priapism  may  be  summarized  briefly  according 
to  age  periods,  the  chief  being  : — ■ 

Priapism  in  infancy  : — 

Phimosis  |     Balanitis 

Oxaluria  Posthitis 

Worms,  especially  oxyuris  Calculus,  urethral  or  vesical 

\     Certain  conditions  of  mental  deficiency. 
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Priapism  at  puberty  : — 

The  changes  in  the  genital  organs  associated  with  the  onset  of  puberty. 

Priapism  in  young  adult  life  : — 

Sleeping  on  the  back  Fracture  of  the  dorsal  spine 

Non-emptying  of  the  bladder  I     Transverse  myelitis   of  the   upper 

when  full  i         dorsal  region 
Ill-fitting  trousers  Spinal  meningitis 

Sexual  excitement  '     Certain  aphrodisiac  drugs  : — 

Gonorrhoea  |         Cantharides 

Epilepsy  ;         Turpentine 

After  circumcision  Alcohol,  especially  port  wine  in 

Masturbation  some  persons,   champagne    in 

Convalescence  from  an  acute  !  others 

disease  .  I         Strychnine 

Tetanus  i         Cannabis  indica 

Hydrophobia  |         Camphor 

Leukaemia  1         Phosphorus 

I         Damiana. 
Priapism  in  older  men  : — 
The  male  menopause 
Local  irritation  as  the  result  of : — 

Gouty  urethritis  |         Haemorrhoids 

Enlarged  prostate  I         A  loaded  rectum. 

Haemorrhage  into  the  middle  lobe  of  the  cerebellum 
Lesions  of  the  pons  varolii. 

Very  seldom  indeed  will  priapism  be  the  only  symptom  in  the  case  ;  the 
diagnosis  will  be  made  from  the  history  and  from  the  other  symptoms. 

Herbert  French. 

PROLAPSE  OF  THE  UTERUS.— -As  a  matter  of  practical  fact,  the  uterus  only 
descends  as  a  result  of  a  much  wider  displacement  of  all  the  movable  structures 
which  go  to  make  up  the  pelvic  floor.  This  is  composed  of  a  movable  or  pubic 
portion,  and  a  fixed  or  sacral  portion,  and  it  is  descent  of  the  pubic  portion  which 
produces  the  actual  lesion  known  as  prolapse  of  the  uterus.  In  other  words, 
the  uterus  only  descends  because  it  is  a  part  of  the  pubic  portion  of  the  pelvic 
floor.  Modem  anatomical  research  has  shown  that  the  uterus,  bladder,  and 
anterior  vaginal  wall  are  normally  kept  in  position  chiefly  by  the  connective 
tissue  sheaths  which  accompany  the  blood-vessels  supplying  them,  and  that 
it  is  injury  and  stretching  of  this  connective  tissue  which  allows  of  descent  of 
the  organs  named.  There  is  no  doubt,  however,  that  injuries  to  the  fixed  portion 
of  the  pelvic  floor,  the  perineal  body,  and  levatores  ani  muscles  and  their  fasciae, 
will  contribute  something  to  the  facility  with  which  the  structures  mentioned 
may  descend.  In  practice,  therefore,  prolapse  of  the  uterus  and  descent  of  the 
pelvic  floor  lead  to  the  appearance  of  a  swelUng  at  the  vaginal  orifice.  There 
are  other  swellings  which  come  down  the  vagina  and  appear  at  the  vulva,  and 
from  them,  therefore,  prolapse  of  the  uterus  has  to  be  diagnosed.  These  swell- 
ings are  :  (i)  Hypertrophic  elongation  of  the  cervix  uteri ;  (2)  A  tumour  protrud- 
ing from  the  vagina  ;  (3)  Inversion  of  the  uterus  ;  (4)  Cystocele  and  rectocele  ; 
(5)  Extroversion  of  the  bladder  through  an  injury  in  its  floor. 

I.  Hypertrophy  of  the  Cervix. — The  hypertrophy  may  be  of  the  vaginal,  the 
intermediate,  or  the  supravaginal  portion.  The  first  is  always  congenital,  and 
consists  of  elongation  of  the  portio  vaginalis.  It  may  protrude  from  the  vaginal 
entrance,  but  the  vaginal  fornices  will  be  found  unaltered  at  their  usual  level, 
and  the  sound  will  pass  an  increased  distance  proportionate  to  the  length  of  the 


after  labour  as  an  acute  condition  which  could  hardly  be  mistaken  for  anything 
else,  except  perhaps  extrusion  of  a  fibroid  immediately  after  delivery.  In  the 
latter  ca^e  the  tumour  protrudes  through  the  cervix,  whilst  the  whole  uterus 
can  be  felt  above  it  bimanually,  whereas  in  inversion  the  uterus  turns  inside- 
out,  partially  or  completely,  a  cup-shaped  depression  is  felt  above  instead  of 
the  rounded  fundus,  and  a  linger  or  the  sound  will  only  pasa  a  short  way  by 
the  side  of  the  mass,  or  not  at  all  if  inversion  is  complete.  Both  conditions 
may  be  accompanied  by  hemorrhage,  but  that  with  inversion  may  be  exceed- 
ingly severe.  Acute  inversion  is  always  accompanied  by  great  shock,  whilst 
extrusion  of  a  fibroid  is  not. 

1  more  hkely  to  be  mistaken  for  prolapse  or  a  polypoid 
istinguished  from  prolapse  in  that  the  uterus  does  not 
s  a  whole,  the  cervical  ring  is  felt  high  up  in  its  usual 
position,  and  the  .sound  will  only  pass  a  short  distance  all  round  the  protruding 
mass,  according  to  the  degree  to  which  the  uterus  is  inverted.  A  cup-shaped 
depression,  instead  of  the  rounded  fundus,  is  lelt  in  the  vaginal  vault  by  a  hand 
on  the  abdominal  wall. 

4.  Crstocele  and  Raetl»«lfl  more  often  accompany  prolapse  of  the  uterus,  but 
may  occur  independently  of  it.  They  are  essentially  bulgings  of  the  anterior  or 
posterior  vaginal  walls  towards  or  through  the  vaginal  entrance,  the  bladder  or 
rectum  being  attached,  and  following  them  of  necessity.  A  sound  passed  into 
the  bladder,  or  a  finger  in  the  rectum,  will  directly  enter  the  bulging  vaginal  wall, 
whilst  the  uterus  will  be  felt  bimanually  above  in  its  normal  position. 

3.  ExIrOTartloD  ol  the  Bladdar  can  occur  either  through  a  congenital  defect 
in  its  wait,  or  through  an  injury  to  its  basal  portion.     For  instance,  in  removing  a 


588  PRURITUS 


growth  from  the  vaginal  wall,  a  gap  may  be  left  in  the  bladder  through  which 
extroversion  may  occur.  The  mucous  membrane  will  be  exposed  in  the  vagina, 
and  on  it  will  be  seen  the  two  orifices  of  the  ureters,  with  urine  issuing  by  inter- 
mittent jets.     The  uterus  in  such  a  case  may  have  its  normal  position. 

Thos.  G.  Stevens. 
PROPTOSIS. — (See  Exophthalmos.) 

PRURITUS. — Itching  may  be  a  substantive  affection,  associated  with  no 
visible  lesions  of  the  skin,  save  those  due  to  scratching,  or  a  subjective  symptom 
of  a  large  number  of  cutaneous  diseases.  It  is  to  the  former  condition  that 
the  word  "  pruritus  "  should  be  restricted  ;  but  in  this  article  the  subject  of 
itching  generally  will  be  dealt  with.  In  both  senses  of  the  term,  the  idiopathic 
and  the  symptomatic,  hyperesthesia  appears  to  be  the  most  important  pre- 
disposing cause.  The  diseases  of  which  itching  is  a  symptom  may  be  either 
neuroses,  such  as  hysteria,  hypochondriasis,  and  other  affections  of  the  nervous 
centres,  or  general  nutritive  disorders  affecting  the  nervous  system  secondarily, 
such  as  arthritism  and  diabetes  melUtus  ;  or  the  irritation  may  be  set  up  by  the 
attacks  of  parasites,  or  by  definite  skin  lesions.  Itching  varies  in  character: 
it  may  be  interpreted  by  the  patient  as  a  tingling,  or  pricking,  or  as  a  formication — 
a  feeling  as  of  insects  crawling  on  the  skin.  It  varies  also  in  degree,  from  a  mild 
sensation  which  is  welcome  to  the  patient  from  the  pleasure  he  finds  in  scratching, 
to  an  irritation  so  severe  and  persistent  as  to  endanger  his  life  from  sleeplessness, 
or  his  reason  from  the  nervous  irritability  which  it  sets  up.  The  affections 
in  which  itching  is  slight  are  seborrhoea,  erythema,  pityriasis  rubra  pilaris,  and 
pemphigus  ;  it  is  more  severe,  in  varying  degrees,  in  eczema,  prurigo,  some 
cases  of  psoriasis,  dermatitis  herpetiformis  and  dermatitis  gestationis,  lichen 
planus,  lichenization,  and  lichen  urticatus,  in  pityriasis  rubra,  mycosis  fungoides, 
and  sometimes  in  pityriasis  rosea,  cheiropompholyx  and  chilblain,  prickly  heat, 
tinea  marginata,  urticaria,  scabies,  the  various  kinds  of  pediculosis,  mosquito- 
and  bug-bites,  and  jellyfish  and  other  stings.  Even  in  the  affections  in  which 
it  is  usually  severe,  it  varies  much  in  degree  in  different  cases.  Itching  seldom 
has  any  distinct  diagnostic  value,  but  in  cases  in  which  the  cutaneous  lesions 
may  admit  of  more  than  one  interpretation,  its  presence  or  absence  may  suf&ce 
to  turn  the  balance. 

Pruritus  proper  is  an  affection  of  which  the  diagnosis  is  as  easy  as  the  etiology 
is  involved.  It  may  be  general  or  local.  Of  general  pruritus  there  are  four 
varieties — pruritus  universalis,  pruritus  hiemahs,  pruritus  senihs,  and  bath  pruri- 
tus. The  local  varieties  affect  chiefly  the  anus,  the  vulva,  and  the  scrotum,  but 
the  nares,  the  palms  of  the  hands,  and  the  soles  of  the  feet  may  be  the  seat  of  the 
irritation.  One  of  the  most  curious  forms  of  pruritus  is  that  which  is  associated 
with  bathing.  According  to  Stelwagon,  who  has  made  it  a  subject  of  special 
study,  it  most  commonly  affects  the  legs  from  the  hips  downwards ;  but  the  fore- 
arms also  may  be  involved,  and  it  may  have  even  wider  range.  It  is  an  affection 
of  adolescence  and  adult  life,  and  is  more  frequent  in  males  than  in  females. 

If  no  lesions  of  the  skin  are  present  save  those  which  can  be  accounted  for, 
directly  or  indirectly,  by  the  scratching,  the  diagnosis  of  pruritus  "  imposes 
itself."  Care  must,  however,  be  taken  to  exclude  all  possible  sources  of 
parasitic  irritation  ;  and  it  must  always  be  remembered  that  lice  and  acari 
sometimes  find  harbourage  in  the  most  unexpected  quarters.  If  the  scratches 
are  on  the  shoulders,  or  in  the  genital  region,  the  presence  of  Uce  must  be 
suspected  ;  if  on  the  wrists  and  between  the  fingers  the  burrows  of  the  Acarus 
scabiei  must  be  sought  for.  Only  when  careful  investigation  fails  to  reveal  any 
local  source  of  irritation  should  the  case  be  diagnosed  as  one  of  pruritus. 

Malcolm  Morris. 
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confused  with  the  inequahty  of  the  palpebral  apertures  sometimes  observed 
in  people  accustomed  to  screw  up  one  eye. 

It  is  usually  caused  by  paralysis  of  the  third  nerve^  in  which  case  it  may  also 
be  associated  with  paralysis  of  other  ocular  muscles,  either  external  or  internal 
(Pi^-  ^57)-  Sometimes  it  is  accompanied  by  paralysis  of  other  motor  cranial 
nerves,  the  7th  for  instance  {Figs.  158  and  159),  in  which  case  the  multiple 
cranial  nerve  paralyses  immediately  suggest  a  syphilitic  cause,  which  may  be 
verified  in  many  cases  by  means  of  Wassermann  's  serum  reaction. 

In  paralysis  of  the  cervical  sympathetic^  slight  ptosis  may  be  associated  with 
diminution  in  the  size  of  the  pupil  on  the  affected  side,  and  retraction  of  the 
eyeball  or  enophthalmos. .    It  may  also  occur  in  myasthenia  gravis. 

Ptosis  of  the  hds,  associated  with  much  oedema  and  infiltration  of  the  lids, 
is  also  found  in  all  inflammatory  affections  of  the  conjunctiva,  and  is  a  ver^*- 
constant  S3rmptom  in  trachoma. 

Congenital  ptosis  is  usually  bilateral,  and  associated  with  smoothness  of  the 
upper  lids  and  absence  of  all  the  usual  cutaneous  folds.  The  levator  palpebrx 
is  absent  or  ill-developed,  and  efforts  to  open  the  eye  are  made  by  the  occipito- 
frontalis  muscle.  Herbert  L.  Eason. 

PTYALISM. — Ptyalism  is  the  term  generally  employed  to  denote  excessive 
secretion  of  saliva.  It  is  not  easy,  however,  to  determine  in  every  case 
whether  there  is  really  any  excess,  or  whether  the  patient  is  not  merely 
allowing  the  normal  saliva  to  dribble  from  the  corners  of  the  mouth.  It  is 
difficult  to  draw  an  absolute  distinction,  therefore,  between  dribbUng  of  saliva 
and  ptyalism,  though  in  practice  the  nature  of  the  case  may  be  obvious  enough. 
One  has  but  to  consider  the  various  conditions  under  which  trouble  with  the 
saliva  may  arise,  to  see  how  in  some  cases  the  difficulty  is  solely  one  of  swallowing 
the  normal  secretion,  as  in  bulbar  paralysis  and  in  babies ;  how  in  others  there 
is  both  excess  of  secretion  and  difficulty  in  swallowing  it,  as  in  mercurial 
stomatitis  ;  and  how  in  others,  again,  there  is  too  much  secretion  but  no  difficulty 
in  swallowing  it.  as  in  functional  or  hysterical  cases  of  ptyaiorrhoea. 

When  a  case  is  being  investigated,  the  first  step  in  arriving  at  the  diagnosis 
of  the  cause  is  to  inquire  carefully  as  to  the  nature  of  any  medicine  or  drug  that 
the  patient  may  be  taking  orally  or  applying  externally,  especially  : — 


Mercury 

Pilocarpine 

Jaborandi 

Iodide 

Bromide 

Phosphorus 


Arsenic 

Antimony 

Aconite 

Chlorate  of  potash 

Cantharides 

Copper  salts. 


Mercury  is  the  most  important  of  these  ;  its  effects  are  most  serious  when  the 
mouth  is  not  kept  scrupulously  clean,  particularly  when  there  is  also  nephritis, 
as  is  not  uncommon  in  severe  secondary  syphilis. 

If  the  salivation  is  not  due  to  any  drug,  it  may  be  the  result  of  one  of  the  many 
forms  of  general  stomatitis  : — 


Aphthous 

Dyspeptic 

Septic 

Suppurative 

Ulcerous 

Malignant 

Variolous 

Diphtheritic 

Syphilitic 


Tuberculous 
Due  to  sprue 
„       scurvy 


pyorrhoea  alveolaris 
necrosis  of  the  jaw 
angina  Ludovici 
cancrum  oris         * 
p>ernicious  anaemia 
„      haemophilia. 


>» 
»> 


apparent  salivation,  for  instance  in  cases  of  :— 

Bulbar  paralysis  l     Hypoglossal  nerve  paralysis 

Pseudo- bulbar  paralysis  Diphtheritic  paralysis 

Bilateral  facial  paralysis  Paralysis  agitans 

Myasthenia  gravis.  |     Hydrophobia. 

The  differential  diagnosis  of  these  conditions  is  discussed  elsewhere,  and  of 
them  all  it  is  only  in  bulbar  and  pseudo-bulbar  paralysis  that  the  dribbling  of 
much  saliva  is  a  prominent  symptom.  The  sequence  of  events  that  is  sum- 
marized by  the  term  labio-glosso-pharyngo- laryngeal  paralysis  is  sufficiently 
characteristic  as  a  rule  ;  pseudo-bulbar  paralysis,  being  of  cortical  instead  of 
medullary  origin,  has  not  the  wasting  of  the  tongue  that  is  prominent  in  the 
latter. 

The  salivation  that  results  from  gaslric  or  hepatic  refiexts  ts  almost  physio- 
logical, though  sometimes  it  reaches  a  pathological  degree  in  certain  cases  of : — 

Dilatation  of  the  stomach        |     Gastric  carcinoma 

Gastric  ulceration  |     Bihousness 

Duodenal  ulcer  I     Hepatic  disorder 

Acute  dyspepsia  Pancreatitis. 

Acute  gastritis  | 

e  responsible  for  the 
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Finally,  there  is  sometimes  a  very  remarkable  degree  of  salivation  that  can 
be  attributed  to  nothing  but  functional  disorder — ptycUorrhcea.     It  can  scarcely 
be  called  hysterical,  because  it  may  occur  in  men  as  well  as  in  women,  generally 
in  later  life  rather  than  at  a  time  when  hysteria  is  commonest.     The  condition 
is  a  sort  of  salivary  neurosis,  which  may  come  on  suddenly  and  without  obvious 
cause,  or  as  the  result  of    some  worry,  shock,  or  mental  emotion.       It  may 
possibly  be  a  functional  affection  of   the  5th  nerve  analogous  to  the  far  more 
distressing  tic  douloureux.     It  is  sometimes  a  very  prominent  symptom  amongst 
the  neuroses  that  are  apt  to  accompany  pregnancy.     It  can  only  be  diagnosed 
when  a  careful  examination  has  served  to  exclude  any  likelihc>od  of  organic 
disease,  when  the  history  is  suggestive,  and  when  the  excessive  salivation  ceases 
after  a  time  almost  as  suddenly  as  it  began.     In   many  such  cases,  notwith- 
standing the  diagnosis  being  '*  functional,"  it  will  be  found  that  there  is  a  high 
systolic  blood-pressure,  with  other  signs  of  arteriosclerosis,  suggesting  that  there 
are  errors  in  the  circulation  which  may  involve  the  va.somotor  and  other  brain 
centres,  and  thus  produce  the  symptom.  Herbert  French. 

PULSATING  TUMOURS.— (See  Swelling,  Pulsatile.) 

PULSATION,  UNDUE  ABDOMINAL  AORTIC— Excessive  pulsation  of  the 
abdominal  aorta  may  occur  in  cases  of  aortic  regurgitation,  when  all  the  arteries 
throughout  the  body  may  pulsate  with  undue  violence.  Apart  from  aortic 
regurgitation,  however,  it  is  nearly  always  an  entirely  functional  disorder  of  the 
aorta.  It  occurs  much  more  frequently  in  women  than  in  men,  the  patients 
generally  being  unmarried  or  childless,  between  20  and  40  years  of  age.  They 
complain  of  pain  in  the  abdomen,  especially  in  the  epigastrium  ;  a  feeling  of 
discomfort  and  distress  ;  a  sensation  of  pulsation  and  throbbing  over  the  abdo- 
minal aorta  ;  nausea,  retching,  sickness,  and  constipation  ;  they  are  usually  thin, 
anaemic,  extremely  nervous,  often  hysterical,  and  sometimes  decidedly  hypochon- 
driacal. There  may  be  nothing  else  the  matter  with  them  at  all,  or  they  may  be 
suffering  from  some  other  complaint  of  which  much  nervousness  is  a  feature, 
exophthalmic  goitre  for  example.  The  condition  is  not  infrequently  associated 
with  movable  kidney  and  enteroptosis  ;  in  many  patients  the  s>Tnptonis  may 
suggest  some  organic  disease,  such  as  gastric  ulcer,  appendicitis,  or  ovaritis, 
without  any  of  these  being  present. 

On  palpation  of  the  abdomen  the  pulsation  may  be  found  to  be  forcible  ;  but 
the  normal  cyUndrical  outline  of  the  aorta  can  generally  be  felt  to  be  quite  free 
from  any  saccular  bulging  or  fusiform  dilatation  ;  there  is  no  thrill  over  it ;  on 
applying  a  stethoscope  lightly  to  the  pulsating  region,  no  murmur  wiU  be 
audible  ;  but  firm  pressure  of  the  stethoscope,  sufficient  to  compress  the  aorta 
slightly,  will  bring  out  a  systolic  bruit.  The  heart,  lungs,  and  urine  are  usually 
normal.  The  knee-jerks  are  apt  to  be  much  exaggerated,  though  the  plantar 
reflexes  remain  flexor,  and  there  is  no  ankle -clonus.  The  chief  importance  of  the 
condition  clinically  is  that  it  is  apt  to  be  mistaken  for  an  aneurysm  of  the 
abdominal  aorta.  Abdominal  aneurysm  is  so  extremely  rare  in  women,  however, 
that  it  should  never  be  diagnosed  unless  the  pulsation  can  be  made  out  to  be 
definitely  expansile,  or  unless,  in  addition  to  pulsation,  a  definite  tumour  can  be 
felt  attached  to  the  aorta.  Herbert  French. 

PULSE,  UNDULY  RAPID.— (S.e  Tachycardia.) 

PULSE,  UNDULY  SLOW.— (See  Bradycardia.) 

PULSES,  UNEQUAL. — Inequality  of  the  pulses  may  be  a  perfectly  natural 
phenomenon  ;  one  frequently  finds  that  the  radial  arteries  of  the  two  sidc^  arc 
not  of  the  same  calibre,  owing  to  variable  degrees  of  collateral  circulation  by 


and  hands. 

Embolism  of  one  or  other  radial  artery  will  rather  obliterate  it  altogether 
than  cause  it  to  be  less  in  size  than  that  of  the  other  side.  It  will  almost  always 
be  due  to  (ungating  endocarditis,  oi  which  there  will  be  other  evidence  in  the 
form  of  cardiac  bruits,  pyrexia,  progressive  anxmia,  enlargement  of  the  spleen, 
hemorrhages,  and  evidence  of  multiple  emboli. 

Alhetoma  of  the  brachial  or  subclavian  artery  on  one  side  might  cause  the 
corresponding  radial  pulse  to  be  less  than  that  on  the  other ;  but  this  very  rarely 
happens,  and  in  such  a  case  it  would  be  more  probable  that  atheroma  of 
the  aorta  with  an  aneurysmal  dilatation  would  be  diagnosed  than  atheroma 
restricted  to  the  vessels  in  the  upper  arm,  unless  the  x-rays  exhibited  no  trace 
of  aneurysmal  opacity  in  the  thorax.  Hcrberl  Frtnch. 

PDPIL,  ABNORHAUTIES  OF  THE.  —  Abnormalities  of  the  pupU  may  be 
classified  into; — -I.  Irregularities  in  shape;  II.  Irregularities  in  size. 

I.  ImgtiluUlm  In  Shape. — The  normal  pupil  is  circular  or  slightly  oval. 
Its  outline  may  become  irregular  owing  to  an  adhesion  between  the  iris  and 
the  lens,  the  result  of  old  iritis.  These  adhesions  are  most  evident  when  the 
pupil  is  dilated.  A  similar  irregularity  sometimes  occurs  with  the  ptrsislence 
of  a  pupillary  membrane — a  congenital  affection.  The  adhesions  due  to  thia 
cause  may  be  distinguished  from  inflammatory  adhesions  by  the  fact  that  they 
arise  from  the  anterior  surface  of  the  iris  at  a  slight  distance  from  the  pupil, 
and  not  from  the  posterior  surface  and  Ihe  extreme  edge. 

The  pupil  may  also  become  irregular  in  shape  as  the  result  of  injuries,  such  as 
rupture  of  the  sphincter,  and  tearing  of  the  root  of  the  iris  from  its  ciliary 
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adhesion  (iridodialysis)  ;  of  dislocation  of  the  lens ;  or  of  partial  adherence 
to  an  old  perforated  corneal  ulcer. 

II.  ImsulftritlM  In  Movemeiit  and  Slie. — Before  considering  the  irregularities 
in  the  movements  and  size  of  the  pupil,  it  is  desirable  to  remember  that  its 
normal  size  varies  during  life.  In  extreme  infancy  it  is  smalL  It  becomes 
larger  during  young  adult  and  middle  life,  and  ultimately  becomes  small  again 
in  old  age.  It  is  also,  as  a  general  rule,  small  in  hypermetropic,  and  large  in 
myopic  eyes. 

There  are  also  four  normal  pupillary  reflexes ;  (i)  The  light  reflex  ;  (ii)  The 
reflex  to  accommodation  ;  (iii)  The  reflex  to  sensory  stimulation  ;  (iv)  Psychic 
reflexes.  The  reflexes  to  Ught  and  to  accommodation  are  both  constrictive, 
the  constriction  in  accommodation  being  more  in  the  nature  of  an  associated 
muscular  action.  The  sensory  and  psychic  reflexes  are  both  dilatations,  the 
dilatation  being  caused  by  either  sudden  sensory  stimuli  or  some  sudden 
emotion,  such  as  fright  or  terror. 

The  pathological  variations  in  the  pupil  are  best  classified  after  Uhthofi  as 
foUows : — 

1.  Loss  of  the  Pupillary  Light  Reflex,  either  with  or  without  constriction  ot 
the  pupil,  constitutes  the  Argyll  Robertson  pupil.  The  pupil  is  constricted  in 
nearly  all  tabetic  cases,  and  the  affection  is  most  commoiUy  bilateral.  It  never 
occurs  in  healthy  individuals,  but  has  been  observed  most  frequently  in  loco- 
motor ataxia,  to  an  extent  varying  according  to  different  observers  from  70  to 
90  per  cent  of  all  the  cases.  The  condition  is  usually  permanent.  It  also  occurs 
in  general  paralysis  of  the  insane. 

2.  Loss  of  Convergent  Accommodation  Reflex  and  Retention  of  the  Light  Reflex, — 
This  condition  is  extremely  rare,  but  has  been  observed  in  syphilis,  basal  menin- 
gitis, myelitis,  and  tumour  of  the  corpora  quadrigemina. 

3.  Loss  of  the  Convergence  Pupillary  Reflex  may  be  unilateral  or  bilateral. 
It  occurs,  rarely,  in  locomotor  ataxia,  and  after  some  cases  of  diphtheria  and 
alcoholic  intoxication. 

4.  Loss  of  all  Reflex  Movements  of  the  Pupil. — In  this  condition  there  is  paralysis 
of  Ihe  sphincter  of  the  pupil  and  of  the  ciliary  muscle,  the  extrinsic  muscles  of 
the  eye  being  unaflected.  The  site  of  the  lesion  must,  doubtless,  be  nuclear, 
and  it  is  most  frequently  unilateral,  though  occasionally  bilateral.  Syphilis  is 
the  most  frequent  cause.  It  may  also  occur  after  diphtheria,  and  injury,  or  in 
some  intracranial  diseases. 

5.  In  the  condition  in  which  there  is  a  lesion  of  the  optic  tract  on  one  side, 
between  the  chiasma  and  the  globe,  there  will  be,  as  a  result,  a  loss  of  direct 
light  reflex  in  that  eye,  and  of  the  consensual  light  reflex  in  the  opposite  eye  (sec 
Hemianopsia). 

6.  Loss  of  Sensory  or  Psychic  Reflex  occurs  in  lesions  of  the  dilatator  pupillary 
tract,  such  as  paralysis  of  the  cervical  sympathetic  ;  in  which  condition  it  is 
associated  with  slight  ptosis  of  the  upper  hd,  enophthalmos,  and  diminished 
tension  of  the  globe. 

7.  Abnormal  Constriction  of  a  Pupil,  with  Retention  of  the  Light  and  Convergent 
Reflexes,  may  occur  from  abnormal  stimuli  of  the  sphincter,  or  paralysis  of  the 
dilatator  pupillae  as  the  result  of  acute  encepheJitis,  intracranial  abscess  or 
growth,  in  which  the  lesion  irritates  but  does  not  destroy  the  centre  for  conver- 
gence. In  all  cases  of  brain  disease  the  constriction  is  ultimately  replaced  by 
dilatation. 

8.  Abnormal  Dilatation  of  the  Pupil,  with  Retention  of  the  Light  and  Convergent 
Reflexes,  is  met  with  in  cases  of  stimulation  of  the  cervical  sympathetic.  It 
may  also  be  observed  in  certain  mental  states,  such  as  epilepsy,  acute  mania,  or 
catalepsy. 


ij.  Hemianopic  Pupillary  Reflex  :  lesions  of  the  brain  situaited  in  the  optic 
tract  above  the  coTpora  quadrigcmina  may  give  rise  to  partial  loss  of  vision, 
but  will  not  affect  the  pupil-rcflex  arc.  For  example,  a  lesion  in  the  right  occipital 
cortex  may  give  rise  to  a  left  homonymous  hemianopsia,  but  the  pupil  will 
react  even  when  a  light  is  thrown  on  the  blind  side  of  the  retina  (see 
Hemianopsia).  In  cases,  however,  where  the  lesion  is  situated  in  the  optic 
tract  below  the  corpora  quadrigcmina,  hemianopsia  may  also  occur,  but  under 
these  circumstances  no  pupillary  reflex  for  light  can  be  obtained  on  stimulus 
of  the  blind  side  of  the  retina,  the  pupil  reacting  to  light  when  the  opposite 
side  of  the  retina  is  stimulated.  This  reaction  is  termed  the  hemiopk 
pupillary  reflex,  and  is  of  great  value  id  the  localization  of  intracranial 
lesions.  Htrbert  L.  Eaion. 

PORPDRA  signifies  haemorrhage  into  the  skin,  and,. according  to  the  size  of 
the  extravasation  of  blood,  the  lesions  are  spoken  of  as  puncta  or  spots,  vibices 
or  lines,  petcchiie  or  small  patches,  ecchymoses  or  bruises.  The  lesions  cannot 
be  obliterated  by  pressure  with  the  finger,  which  distinguishes  the  effused  blood 
from  mere  congestion.  The  diagnosis  of  the  actual  fact  of  purpura  is  seldom 
difficult  ;  the  persistence  of  the  discoloration  under  pressure  differentiates 
it  from  erythematous  lesions,  and  the  colour  generally  serves  to  distinguish  it 
from  pigmentation  of  the  skin  other  than  that  due  to  hemorrhage.  In  a  case 
of  doubt,  the  course  which  the  lesions  follow  will  serve  to  distinguish  purpura, 
which  changes  and  disappears,  from  capillary  Ucevi  or  from  pigmentation  of  the 
skin,  which  persist.  It  may  be  more  difficult,  however,  to  decide  what  is  the 
nature  of  the  purpura  in  any  given  case  ;  the  following  is  a  list  of  its  better 
recognized  causes : — 
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CAUSES    OF    PURPURA. 


i.^ — Loeal  Injnrlet: 

Flea-bites 
Pediculosis 
Leech-bite 
Blows 

2. — Drags  and  PoUonf  : 

Antipyrin 

Iodoform 

Iodide  of  Potassium 

Sulphonal 

Copaiba 

Belladonna 

Chloral 

Chloral  hydrate 

Butyl-chloral  hydrate 

Veronal 

3. — Fevers : 

Typhus  fever 

Cerebrospinal  fever 

Small-pox 

Pyaemia 

Septicaemia 

Malignant  endocarditis 

General  tuberculosis 

Dysentery 

Cholera 

Yellow  fever 


Sprains 

Rupture  of  a  muscle 
Rupture  of  a  vein,  especially  a  vaii- 
cose  vein. 

Mercury 

Arsenic 

Quinine 

Ergot 

Salicylic  acid 

Potassium  chlorate 

Diphtheritic  antitoxin 

Ptomaine 

Snake-bite  poison. 


Weil's  disease,  or  bilious  typhoid 

Plague 

Remittent  fever 

Severe  malarial  fever 

Blackwater  fever 

Measles 

Diphtheria 

Typhoid  fever 

Scarlet  fever. 


I    Peripheral  neuritis. 

Pseudo-leukaemia  infantum 

Scurvy 

Barlow's  disease 

Haemophilia 

Chloroma. 


4. — Jaandlee  from  whatever  cause  (see  Jaundice). 
5. — ^Bright's  Disease. 

6. — Chronle  AleohoUsm  : 

Cirrhosis  of  the  liver 

7. — ^The  so-ealled  Blood  Diseases': 

Splenomedullary  leukaemia 
Lymphatic  leukaemia 
Hodgkin's  disease 
Lytnphadenoma 
Sarcomatosis 
Splenic  anaemia 

8. — Pellosto  Rheamatlea. 

9. — Henoch's  Purpura. 

10. — Purpura  Simplex . 

Morbus  maculosus  of  Werlhof 
Purpura  haemorrhagica 
Purpura  fulminans. 

A  number  of  the  above  conditions  require  but  little  discussion,  for  if  they 
are  but  borne  in  mind,  their  diagnosis  as  the  cause  of  purpura  in  any  particular 
case  will  generally  be  easy. 

Flea-bites  are  by  far  the  commonest  cause  of  purpura  in  the  out-patient 
department  of  a  hospital,  and  they  may  sometimes  be  so  very  numerous  as  to 
raise  a  misleading  suspicion  that  the  patient  is  suffering  from  some  serious 


inquiry  made  as  to  the  remedies  the  patient  may  have  been  taking.  Anli- 
diphtheritic  strum  and  ptomaines  merit  particular  attention.  The  commonest 
eruption  resulting  from  an ti -diphtheritic  serum,  or  from  other  forms  ot  antitoxic 
horse-serum  administered  hypodermically,  is  urticaria  ;  purpura  is  relatively 
rare  ;  either  form  occurs  as  a  rule  about  nine  or  ten  days  after  the  serum  bu 
been  given,  and  is  generally  associated  with  lassitude,  muscular  and  joint  pains, 
anorexia,  and  more  or  less  pjTexia,  lasting  from  a  few  hours  to  two  or  three 
daj-s.  Ptomaine  poisoning  is  often  very  difficult  to  recognize  with  certainty  unless 
it  occurs  in  epidemic  form.  It  is  due,  however,  in  most  cases  to  the  products  o£ 
the  action  of  Gaertner's  bacillus,  and  seeing  that  the  blood-serum  of  patients 
affected  by  this  bacterium  develops  agglutinating  powers  agaihst  it  similar  to 
Widal's  reaction  for  typhoid  fever,  this  serum  test  should  not  be  omitted  ; 
if  it  proves  positive  the  diagnosis  is  clear  ;  a  negative  result,  however,  does  not 
exclude  ptomaine  poisoning. 

In  the  great  majority  of  acult  jevets.  the  occurrence  of  purpura  is  of  prognostic 
rather  than  of  diagnostic  value  ;  in  diphtheria,  for  example,  even  a  single  weU- 
deHned  purpuric  spot  is  a  sign  of  grave  omen,  but  it  does  not  assist  at  all  in  the 
diagnosis  of  the  disease,  which  has  to  be  recognized  upon  other  grounds.  The 
same  applies  to  measles,  scarlet  fever,  and  so  on  ;  indeed,  the  only  two  fevers 
in  the  above  list  in  which  purpura  is  of  essentially  diagnostic  value  are  typhus 
and  cerebrospiKot  fever.  The  former  of  these  is  now  very  rare  in  Great  Britain, 
but  when  it  was  common  and  typhoid  fever  began  to  be  differentiated  from  it, 
the  point  upon  which  greatest  stress  was  laid  was  that  in  true  typhus  or  gaol 
fever  there  is  always  more  or  less  purpura,  whereas  in  typhoid  fever  all  the  red 
spots  fade  upon  pressure.     It  happens  occasionally,  even  yet,  that  typhus  fever 
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develops  in  the  poorest  parts  of  cities,  and  this  point  is  most  useful  in  distin 
guishing  it  from  typhoid.  In  the  latter,  if  flea-bites  are  excluded,  purpuric  spot: 
are  exceedingly  rare.  Cerebrospinal  fever  presents  many  characters  that  an 
common  to  it  and  to  other  forms  of  acute  meningitis ;  but  if  with  these  then 
is  a  purpuric  eruption,  it  is  at  once  differentiated  from  the  others,  though  tb( 
absence  of  purpura  does  not  exclude  the  disease.  So  characteristic  is  the  purpun 
in  some  cases  that  the  malady  has  earned  the  title  of  spotted  fever,  which  usee 
to  occur  in  widespread  epidemics,  and  still  does  in  smaller  ones  from  time  tc 
time.  The  diagnosis  may  be  clinched  by  bacteriological  examination  of  the 
cerebrospinal  fluid  obtained  by  lumbar  puncture. 

Small-pox  may  present  cutaneous  haemorrhages  of  three  different  kinds 
there  may  be  haemorrhage  into  the  pustules  in  a  late  stage,  when  the  diagnosi* 
has  already  been  made  and  when  the  prognosis  is  not  thereby  made  worse ;  then 
may  be  haemorrhage  between  the  pustules^  vesicles,  or  papules,  the  diagnosis  having 
already  been  made,  in  which  case  the  prognosis  is  not  good ;  and  there  ma) 
be  a  haemorrhagic  eruption  either  all  over  the  body  or  in  the  so-called  bathing 
drawers  region  in  the  prodromal  stage  of  the  disease,  in  which  case  the  patient 
will  almost  certainly  die  before  the  true  small-pox  eruption  develops,  so  that  i 
there  is  not  an  epidemic  at  the  time,  the  diagnosis  may  be  exceedingly  difficult 

Almost  any  condition  in  which  there  are  pyogenic  micro-organisms  circulatin( 
in  the  blood-stream  may  be  associated  with  extensive  purpura,  and  this  applie 
to  pyamia  and  septicamia  in  general.  The  diagnosis  will  be  confirmed  best  b] 
obtaining  cultivations  from  the  blood,  though  there  will  very  likely  have  beei 
rigors,  pyrexia,  and  other  symptoms  pointing  to  the  nature  of  the  case 
Malignant  endocarditis  is  only  a  variety  of  pyaemia  or  septicaemia.  Seeing  tha 
it  is  very  rare  to  get  purpura  in  association  with  chronic  valvular  disease  of  th 
heart  if  both  purpura  rheumatica  and  infective  endocarditis  can  be  excluded 
the  occurrence  of  purpura  in  a  heart  case  may  be  one  of  the  main  symptom 
indicating  that  fungating  endocarditis  has  supervened.  So  indefinite  is  tb 
nomenclature  in  regard  to  this  disease,  that  the  terms  malignant,  ulcerative 
fungating,  infected,  and  infective  endocarditis  are  used  indiscriminately  b 
different  observers  to  denote  the  same  condition.  The  disease  may  be  furthe 
indicated  by  sudden  changes  in  the  bruits,  by  evidence  of  embolism,  by  pro 
gressive  anaemia,  by  enlargement  of  the  spleen,  by  irregular  pjTexia,  by  retina 
haemorrhages,  or  by  optic  neuritis. 

General  tuberculosis  is  not  a  common  cause  of  purpura,  and  yet  in  a  fe\ 
instances  extensive  purpura  has  been  the  first,  and  for  the  time  being  the  only 
symptom  of  an  obscure  illness  which  has  ultimately  turned  out  to  be  genera 
tuberculosis.  The  patient  has  generally  been  a  child,  and  the  diagnosis  ha 
only  been  possible  when  the  course  of  the  case  has  been  watched.  The  samt 
may  be  said  of  sarcomcUosis  in  certain  cases,  though  this  has  been  include< 
under  a  different  heading  in  the  above  list. 

Jaundice  is  well  worthy  of  being  borne  in  mind  as  a  cause  of  purpura,  fo: 
although  the  occurrence  of  the  latter  symptom  does  not  assist  in  differentiatinj 
one  kind  of  jaundice  from  another,  one  might  be  misled  into  diagnosing  some 
thing  more  serious  than  is  necessary  if  one  did  not  bear  in  mind  that  any  kinc 
of  jaundice  may  produce  purpura.  Moreover,  some  of  these  patients  may  seen 
to  have  been  grossly  illtreated  if  one  were  to  judge  only  by  the  degree  of  bruising 
that  may  result  from  ordinary  palpation  ;  the  danger  of  fatal  oozing  aftei 
operation  is  always  to  be  remembered  when  surgical  measures  are  thought  o; 
in  a  jaundiced  subject.  Spontaneous  haemorrhage  into  the  skin  is  less  commoz 
here  than  is  haemorrhage  from  what  otherwise  would  be  trivial  causes. 

Bright' s  disease^  particularly  the  chronic  varieties  of  the  complaint,  is  capabU 
of  producing  haemorrhage  anywhere  in  the  body.     Purpura  is  not  a  very  commoz 


food,  or  fresh  meat,  not  infrequently  develop  a  milder  fonn  of  scurvy,  with 
marked  tenderness  of  the  periosteum  of  the  long  bones,  pasty  pallor,  mouth 
bleeding  from  spongy  gums,  and  possibly  purpura  ;  this  is  injantile  scurvy  OT 
Barlow's  disease,  which  should  not  be  confused,  as  it  is  apt  to  be,  with  rickets. 

Hiemophilia  is  generally  indicated  at  once  by  the  history  of  persistent  oozing 
from  slight  cuts  and  scratches,  and  also  by  the  fact  that  other  members  of 
the  family,  especially  males,  have  suffered  in  a  similar  way. 

Chloroma  is  a  very  rare  disease,  in  some  ways  related  to  sarcomatosis,  and  in 
others  to  lymphatic  leukxmia  ;  it  produces  swellings  in  connection  with  the 
bones,  especially  of  the  head,  together  with  enlargement  of  the  lymphatic, 
lachrymal  and  salivary  glands  ;  it  develops  in  early  life,  proves  slowly  fatal, 
and  the  diagnosis  is  confirmed  by  the  green  colour  of  the  new-formed  tissue — 
■'  green  cancer."     The  blood  changes  are  negative. 

Peliasis  rheumaiica,  or  purpura  rhcumalica,  or  Schonltin's  disease,  was  formerly 
regarded  as  being  related  to  acute  rheumatism  ;  but  it  is  exceedingly  rare  for  a 
patient  affected  by  it  to  present  unmistakable  signs  of  valvular  heart  disease, 
although  there  may  be  a  local  systolic  bruit  at  the  impulse.  The  reason  why  it 
is  thought  to  be  related  to  acute  rheumatism  is,  that  in  addition  to  the  extensive 
purpura,  which  comes  out  in  successive  crops  and  may  afiect  any  part  o(  the 
body,  though  it  is  commoner  upon  the  lower  limbs  than  elsewhere,  there  are 
considerable  pain,  redness,  and  swelling  of  many  joints,  which  may  become 
affected  successively  ;  the  temperature  rises  during  an  attack  to  103°  F.  or 
104°  F.,  the  throat  generally  being  sore  at  the  same  time.  It  is  not  impossible 
that  the  purpura  is  due  to  the  absorption  of  microbes  or  their  toxins  from  the . 
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acute  tonsillitis  ;  but  be  this  as  it  may,  the  diagnosis  is  not  difficult  when  the 
purpura,  the  joint  pains,  and  the  pyrexia  are  present  together.  The  disease  is 
little  influenced  by  sodium  salicylate  ;  it  may  be  associated  with  more  or  less 
erythema  as  well  as  purpura ;  the  malady  afiects  young  persons,  especially 
between  the  ages  of  ten  and  thirty  ;  it  is  not  confined  to  either  sex.  but  is 
commoner  in  males  than  females. 

Henoch's  purpura  is  chiefly  met  with  in  children  (Fig.  iii,  p.  382),  and  the 
same  patient  may  sufler  from  recurrent  attacks,  which  usually  cease  at  or  before 
puberty.  In  addition  to  the  haemorrhages  beneath  the  skin,  there  is  generally 
some  tendency  to  joint  pains  not  unlike  those  of  peliosis  rheumatica,  but  in 
addition  to  this  the  child  is  seized  with  more  or  less  severe  acute  abdominal 
sjrmptoms,  varying  from  simple  vomiting  and  stomach-ache  to  severe  prostration 
with  agonizing  cramp-like  attacks  of  colic,  some  of  which  may  be  followed  by 
the  passage  of  blood  and  mucus  per  rectum  to  such  an  extent  as  to  simulate 
acute  intussusception :  the  abdominal  attacks  are  probably  the  result  of  sub- 
mucous intestinal  haemorrhages.  There  is  every  degree  of  the  aflection,  from 
mild  to  very  severe,  but  the  association  of  the  purpura  with  the  abdominal 
attacks  in  childhood  suggests  the  diagnosis  at  once,  especially  if  there  has  been 
a  similar  attack  previously.  The  chief  error  to  avoid  is  mistaking  for  Henoch's 
purpura  that  which  is  reailly  an  acute  nephritis ;  the  urine  should  be  examined 
periodically  for  albumin  and  renal  tube-casts,  even  if  there  is  no  oedema,  though 
the  occurrence  of  blood  alone  would  not  be  sufficient  to  indicate  acute  nephritis, 
seeing  that  haemorrhage  from  the  kidney  may  be  due  to  Henoch's  purpura  itself. 

It  is  only  when  every  precaution  has  been  taken  to  exclude  all  the  above 
causes  of  purpura  that  one  can  be  satisfied  with  any  of  the  remaining  four 
diagnoses,  namely  purpura  simplex,  purpura  hamorrhagica  (morbus  maculosus  of 
Werlhof),  or  purpura  ftdminans.  These  differ  from  each  other  only  in  degree  ; 
broadly  speaking,  purpura  simplex  signifies  haemorrhage  into  the  skin  only; 
purpura  haemorrhagica  has,  in  addition,  haemorrhages  from  the  mucous  mem- 
branes, particularly  of  the  mouth,  nose,  and  bowel,  less  commonly  of  the  urinary 
passages  ;  whilst  purpura  fulminans  is  the  term  used  to  denote  a  condition  in 
which  a  person  may  seem  perfectly  healthy  to-day,  may  be  seized  with  acute 
purpura  and  be  dead  before  to-morrow,  without  developing  any  other  sym- 
ptoms to  indicate  the  nature  of  the  complaint.  These  kinds  of  purpura  have 
sometimes  been  spoken  of  as  idiopathic,  but  they  must  have  some  under- 
lying cause,  it  only  it  can  be  found.  It  is  better  probably  to  label  them  cases 
of  purpura  of  which  the  exact  cause  is  not  yet  known,  than  to  be  content  with 
such  a  term  as  purpura  simplex,  and  it  is  probable  that  if  bacteriological 
examinations  were  made,  a  bacterial  cause  would  be  discovered,  particularly  in 
connection  with  the  tonsils,  the  gums  in  states  of  septic  gingivitis  or  pyorrhoea 
alveolaris,  the  uterus,  the  bowel,  or  the  circulating  blood  itself.      Herbert  French 

PUS  IN  THE  CHEST.— (See  Chest,  Pus  in.) 

PUS  IN  THE  STOOLS  in  sufficient  amount  to  be  recognizable  by  the  naked 
eye,  indicates  the  rupture  of  an  abscess  into  the  intestinal  tract.  The  symptom 
is  a  rare  one,  however,  for  even  when  a  large  appendicular  abscess  p>erforates 
into  the  caecum,  the  pus  either  becomes  indistinguishable  when  mixed  with  the 
faeces,  or  unrecognizable  on  account  of  digestion  and  decomposition.  The  less 
the  pus  is  mixed  with  other  intestinal  contents,  the  nearer  to  the  anus  has  the 
site  of  rupture  been ;  but  the  diagnosis  of  the  source  of  the  abscess  needs  to  be 
determined  upon  other  grounds,  particularly  the  history,  and  upon  the  results 
of  general  physical  examination,  including  that  of  the  rectum  and  vagina. 
Abscesses  which  are  most  apt  to  cause  a  discharge  of  pus  with  the  stools  are  of 


suppuration.  In  colour,  pustules  are  usually  yellowish  or  greyish,  with  a  red 
areola  ;  but  when  the  contents  are  mixed  with  blood,  the  yellow  may  be  tinged 
with  red  or  brown.  If  a  pustule  is  punctured  or  ruptured,  the  liquid  is  seen  to 
be  more  or  less  turbid  and  yellowish  ;  under  the  microscope  it  is  found  to  consist 
largely  of  leucocytes  and  serum  as  welt  as  cocci.  Pustules  vary  greatly  in  size : 
they  may  be  as  small  as  a  pin-point,  as  in  some  of  the  pustules  of  eczema,  or  as 
large  as  a  split  pea,  as  in  severe  impetigo.  The  small  ones  may  remain  of  incon- 
siderable dimensions,  or  may  become  large  by  excentric  extension.  The  prevalent 
shape  is  roundish  or  convex,  as  in  furuncle  ami  acne  ;  but  it  may  be  acu- 
minate, as  is  frequent  in  sycosis  and  eczema,  or  flat  and  irregular,  as  in  impetigo 
and  syphilis,  while  in  rare  instances,  as  sometimes  in  scabies,  it  may  be  oblong, 
with  a  tendency  to  the  linear  form.  In  variola  and  the  varioliform  syphilide, 
the  pustules  may  be  flattened  or  concave,  either  because  the  fluid  may  not  fully 
distend  the  cleft  in  which  it  hes,  or  from  flaccidity  of  the  sac,  due  to  commencing 
absorption.  Pustules  may  develop  slowly,  as  sometimes  occurs  in  impetigo  and 
in  the  pustular  syphiloderm  ;  but  as  a  rule  they  run  a  rapid  course,  and  terminate 
either  by  rupture — much  more  often  accidental  than  spontaneous — or  by  desicca- 
tion. In  either  case,  a  yellow,  brown,  or  blackish  crust,  more  or  less  thick 
and  irregular,  is  formed  ;  but  if  the  termination  is  by  desiccation,  the  crust 
has  a  less  pronounced  coloration,  and  is  friable  instead  of  Arm. 

A  cutaneous  affection  in  which  the  pustule  plays  a  leading  part  is  impiligo,  in 
both  its  principal  forms — the  impetigo  contagiosa  of  Tilbury  Fox,  otherwise 
impetigo  vulgaris,  and  the  folUcular  impetigo  of  Bockhart,  the  one  due  primarily 
to  the  streptococcus  and  secondarily  to  the  staphylococcus,  the  other  solely  to  the 
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staphylococcus.  In  intpetigo  vulgaris ^  usually  following  slight  febrile  disturbance, 
small  er3rthematous  spots  appear,  on  which  form  vesicles  containing  a  turbid 
fluid  that  quickly  becomes  purulent.  When  the  pustules  break,  as  they  soon  do, 
they  discharge  a  fluid  that  quickly  dries  up  into  scabs  that  are  at  first  yellowish, 
and  afterwards  green.  Dotted  about  among  the  scabs  are  pustules,  which  may 
coalesce  so  as  to  form,  on  rupture,  crusts  of  considerable  size.  The  eruption 
may  be  limited  to  a  few  discrete  lesions,  or  may  extend  over  large  areas  of  the 
body.  In  parts  where  the  pustules  are  exposed  to  friction,  as  on  the  limbs, 
they  are  generally  ruptured  at  an  early  stage,  and  a  flat  irregular  scab, 
surrounded  by  an  areola,  forms  over  them — the  condition  known  as  ecthyma. 
Sometimes  the  distribution  is  annular  (impetigo  circinata  or  gyrata).  In  the 
condition  known  as  impetigo  bullosa  the  lesions  are  much  larger,  and  are  not 
always  transformed  into  true  pustules.  With  impetiginous  eruptions,  though 
not  with  these  alone,  cutaneous  diphtheria  is  sometimes  associated,  especially 
in  children.  The  most  typical  form  of  this  affection  has  the  appearance  of  an 
impetiginous  eczema,  associated  with  conjunctivitis,  and  occasionally  with 
otorrhcea  and  rhinitis.  No  diphtheritic  membrane  may  be  present,  and  if 
cutaneous  diphtheria  is  suspected,  the  Klebs-Loffler  bacillus  should  be 
sought  for  bacteriologically. 

The  differences  between  impetigo  vulgaris  and  follicular  impetigo  are  well 
marked.  The  latter  is  pustular  from  the  beginning,  and  always  situated  around 
a  hair-follicle.  It  starts  as  a  round  pustule,  often  pierced  by  a  long  or  coarse 
hair,  and  it  may  be  quite  small,  or  as  large  as  a  pea ;  the  pus  collects  under 
the  homy  layer,  which  it  distends  and  raises.  The  eruption,  usually  multiple, 
has  no  sites  of  election,  but  appears  wherever  a  breach  in  the  homy  layer 
affords  entrance  to  the  pyogenic  organism.  The  pustules  are  more  resistant  than 
those  of  impetigo  contagiosa,  and  are  less  quick  to  break.  When  they  rupture, 
yellow  crusts,  smaller  and  thinner  than  those  of  impetigo  vulgaris,  are  formed. 
The  pustules  of  folhcular  impetigo  can  hardly  be  mistaken  for  those  of  any 
other  affection.  The  other  form  of  impetigo,  however,  has  in  rare  cases  to  be 
diagnosed  from  pemphigus.  In  the  latter  the  lesions  start,  not  as  small  vesicles 
but  as  bulls,  and  the  fluid  they  contain  is  only  sometimes  inoculable.  Usually, 
too,  there  is  marked  systemic  disturbance.  But  it  is  with  pustular  eczema 
that  impetigo  vulgaris  is  most  Ukely  to  be  confused,  especially  when  the  pustules 
of  the  latter  condition  have  run  together  into  a  patch.  In  eczema,  however, 
the  pustules  are  smaller,  there  are  severe  itching  and  burning,  there  is  an 
inflammatory  areola  around  the  crusts,  which  is  seldom  the  case  in  impetigo 
vulgaris,  and  other  definitely  eczematous  lesions  will  usually  be  found  if  care- 
fully sought  for,  including  infiltration  and  thickening  of  the  integument. 

Like  follicular  impetigo,  sycosis  vulgaris  is  a  staphylococcic  infection.  The 
lesions  begin  as  papules,  or  as  nodules  which  form  round  the  hairs — usually  of 
the  face,  and  especially  of  the  chin,  but  sometimes  attacking  also  the  eyebrows, 
eyelashes,  and  the  axillary  and  pubic  regions — and  presently  develop  into 
pustules,  each  of  them  pierced  by  a  hair.  As  the  result  of  suppuration,  the  hairs 
are  loosened,  and  if  one  is  pulled  out,  a  drop  or  two  of  pus  usually  exudes.  In 
severe  cases,  the  pustules  may  be  so  closely  packed  together  as  to  form  infiltrations, 
which  may  assume  a  fungating  character.  The  chief  diagnostic  features  of  the 
affection  are  its  inflammatory  character,  its  origin  in  the  hair-follicles,  and  its 
limitation  to  the  hairy  parts,  usually  as  I  have  said,  of  the  face.  The  differential 
diagnosis  from  tinea  sycosis  has  been  given  under  Fungous  Affections  of  the 
Skin.  Eczema  is  not  Umited  to  the  hairy  parts,  and  if  the  foUicles  are  involved 
it  is  only  secondarily,  nor,  as  a  rule,  is  the  inflammation  so  severe  as  in  sycosis 
vulgaris.  Of  sycosis  vulgaris  again,  intense  itching  is  not  a  feature.  Sometimes, 
when  the  sycosis  is  widely  diffused,  the  crusts  may  have  to  be  removed  to  clear 


the  microscope.  It  is  only  at  the  outset  that  the  lesion  can  be  mistaken  for  a 
carbuncle.  The  primary  lesion  of  s^-philis  can  be  excluded  by  its  indolence,  and 
by  the  absence  oi  gangrene  and  of  febrile  symptoms. 

In  glanders,  the  cutaneous  lesions  begin  as  red  spots,  which  pass  through  the 
papular  and  vesicular  or  bullous  stage  into  pustules  that  give  rise  to  widespread 
ulceration.  The  condition,  with  its  severe  constitutional  disturbance  and,  except 
in  some  chronic  cases,  the  pecuhar  discharge  from  the  nostrils,  is  usually  easy  of 
recognition  ;  and  in  exceptional  cases  in  which  the  diagnosis  is  in  doubt,  recourse 
should  be  had  to  mallein,  or  the  bacillus — B.  maltti — may  be  sought  for  with 
the  aid  of  the  microscope. 

In  scrn/ulodcrmia  (tuberculides),  usually  an  affection  of  childhood  and  adoles- 
cence, pustular  lesions  take  the  form  which  has  been  styled  by  DShring  the  large 
flat  pustular,  and  the  small  pustular  scrofuloderm.  The  former  begins  as  one  or 
more  superficial  indurations  which,  becoming  pustular,  extend  peripherally  and 
form  a  flat,  yellowish,  crusted  pustule  of  considerable  size,  surrounded  by  a 
violaceous  areola.  Neighbouring  pustules  may  coalesce.  When  the  crust  is 
removed,  a  granular  scrofulous  ulcer  is  seen.  The  small  pustular  scrofuloderm 
is  usually  a  papulo- pustule  rather  ttian  a  fully-developed  pustule,  the  pus  being 
frequently  hraited  to  the  central  part  of  the  summit,  while  the  outer  part  of  the 
lesion  remains  hard.  The  crusting  is  sometimes  a  slow  process,  which  may 
occupy  several  weeks,  and  when  the  crust  drops  off  it  leaves  indelible  scars  not 
unlike  those  oi  variola.  The  only  diseases  with  which  scrofuloderm ia  generally 
can  be  confused,  are  lupus  and  syphilis.  The  absence  of  "  apple-jelly  "  nodules 
and  of  infiltration  will  distinguish  it  from  lupus,  though  the  two  conditions  majr 
coexist.     The  syphilitic  ulcer  is  met  with  ia  adults,  and  is  usually  a  much  more 
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active  process  than  scrofulodermia,  nor  has  the  lesion  the  undermined  border 
which  is  characteristic  of  the  latter  affection.  Concomitant  syphilitic  signs  will 
usually  be  present,  just  as  in  scrofulodermia  there  will  generally  be  other  tuber- 
cular symptoms. 

In  syphilis,  the  pustule  is  a  much  less  frequent  lesion  than  the  papule,  and  is 
generally  found  in  association  with  a  cachectic  state  of  health.  It  appears  in  two 
different  forms,  the  acuminate  and  the  flat  pustular  syphilide,  and  in  both  the 
lesion  may  be  either  small  or  large.  The  small  acuminate  or  miliary  syphilide, 
not  usually  much  larger  than  a  pinhead,  in  most  instances  begins  as  a  papule,  and 
papules  will  generally  be  found  intermingled  with  the  pustules.  When  the 
crusts  into  which  the  pustules,  dry  are  detached,  there  may  be  some  scarring,  or 
the  lesions  may  leave  no  trace  except  stains,  which  presently  disappear. 

The  diagnosis  of  these  small  acuminate  pustules  seldom  presents  any  difficulty ; 
but  it  is  not  so  with  the  large  acuminate  pustules,  the  acneiform  syphilides,  which 
may  be  mistaken  not  only  for  acne,  but  also  for  variola  and  iodide  eruptions. 
Appearing  on  a  base  which  may  at  first  be  pink,  and  afterwards  copper,  they 
may  be  pustular  from  the  beginning,  or  may  start  as  vesicles  or  as  papules ; 
they  are  more  or  less  generahzed,  about  the  size  of  a  pea,  disseminated,  or 
grouped  irregidarly,  and  while  they  are  predominantly  acuminate,  some  of  them 
may  be  rounded.  Some  of  the  pustules  may  be  dimpled,  and  occasionally  the 
majority  of  them  display  this  character.  When  the  crusts  fall  off,  brownish 
stains  are  seen,  and  there  may  be  sUght  scarring,  which,  however,  is  seldom  per- 
manent. The  grouping  which  is  characteristic  of  these  pustular  S3rphilides,  and 
the  drying-up  of  the  pus  into  scales,  are  important  points  in  differentiating  them 
from  the  lesions  of  acne,  which,  further,  instead  of  being  generalized,  seldom  affect 
parts  other  than  the  face,  the  back  of  the  neck,  the  chest,  and  the  back  between 
the  shoulders.  The  comedones  of  acne  are  another  distinguishing  feature,  the 
eruption  is  of  a  more  sluggish  and  chronic  character,  and  there  is  no  cachexia. 
The  diagnosis  as  between  pustular  syphiHdes  and  variola  is  given  below.  The 
pustules  met  with  in  iodic  eruptions  are  seldom  either  generalized  or  profuse. 

Small  flat  pustular  syphiHdes  ("  impetiginous  syphihdes  ")  ihay  begin  as  such, 
or  may  develop  from  macules  or  papules.  They  are  discrete;  but  in  such  regions 
as  the  face  and  scalp  may  run  together.  The  eruption  is  of  a  generalized  character, 
with  a  preference  for  the  genitals,  the  scalp,  and  the  face.  The  crusts  into 
which  the  pustules  quickly  dry  are  frequently  adherent ;  beneath  them  there  is 
superficial  ulceration  ;  occasionally  they  are  surrounded  by  an  areola  of  the 
characteristic  raw-ham  colour.  When  the  eruption  is  extensive,  the  patient  is 
often  anaemic  and  cachectic.  The  affections  from  which  these  syphiHdes  have 
to  be  differentiated  are  pustular  eczema  and  impetigo.  The  ulceration  which 
underlies  the  crusts  in  the  syphiHdes  is  not  found  in  either  of  those  conditions, 
nor  is  itching  present  as  in  eczema.  In  impetigo,  the  pustules  most  frequently 
affect  the  face  and  hands,  and  are  superficial ;  and  the  eruption  is  mild  in  charac- 
ter and  of  shorter  duration. 

The  large  flat  pustular  syphiHdes  ("  ecthymatous  syphiHdes  '*)  differ  Httle 
from  the  small  ones  except  in  size,  and  the  only  lesions  with  which  they  are 
likely  to  be  confused  are  those  of  severe  impetigo  vulgaris.  The  diagnosis  from 
that  condition  must  rest  upon  the  slow  development,  the  greater  number  of  the 
pustules,  the  coppery  areola  and  base,  the  accompanying  cachexia,  and  the 
pigmented  scars.  But  it  should  be  remembered — and  this  appHes  not  to  pustular 
syphiHdes  only,  but  to  syphilis  generally — that  in  most  cases  a  sure  diagnosis 
of  syphiHs  can  only  be  made  when  all  the  factors  of  the  case  are  taken  into 
account :  the  history,  character,  course  and  termination  of  the  lesions,  and 
their  reaction  to  mercury  or  arsenic  and  the  iodides.  The  distinctive  characters 
of  secondary  lesions  generally  are  their  symmetry,  their  coppery  colour,  the 


small-pox,  Fig.  i6o,  p.  606).  In  bad  cases,  hasmorrfaage  takes  place  into  the 
stdn  and  the  interior  of  the  pustules.  The  mucous  membranes  of  the  air-passages 
may  be  invaded,  the  extent  to  which  they  are  involved  being  determined  by  their 
susceptibility  rather  than  by  the  severity  of  the  attack.  In  modi£ed  small-pox 
the  eruption  may  resemble  that  of  the  unmodified  disease,  as  here  described, 
the  difierence  being  that  the  lesions  are  less  abundant  and  are  seldom  confluent. 
It  has  been  usual  in  the  diagnosis  of  small-pox  to  lay  the  chief  stress  upon 
the  solidity  and  hardness  of  the  papule,  the  umbilication  of  the  vesicle,  and  the 
loculation  of  its  cavity ;  but  in  his  masterly  monograph  ("  The  Diagnosis  of 
Small-pox  ")  to  which  1  owe  the  following  description,  Ricketts  has  shown 
that  the  distribution  of  the  lesions  is  of  more  diagnostic  value  than  their  char- 
acter, as  also  it  is  more  easily  observed.  The  parts  most  liable  to  the  eruption 
are  the  face  and  hands,  exposed  as  these  are  to  constant  stimulation  from  wind 
and  weather  and  other  causes  ;  and  of  the  two,  the  face,  as  the  more  exposed 
part,  is  more  Uable  than  the  hands.  Next  to  the  hands  in  susceptibility  come 
the  upper  limbs,  then  the  trunk,  then  the  lower  limbs  ;  the  order  being  deter- 
mined by  the  amount  of  friction  with  the  clothes  which  these  parts  undergo.  As 
to  the  trunk,  the  rash  is  thicker  behind  than  in  front,  and  thickest  on  the 
shoulders,  where  there  is  most  friction.  The  incidence  is  smallest  oh  the  great 
flexures  of  the  body,  because  these  are  the  most  sheltered  parts,  while  the 
extensor  surfaces  of  the  hmbs,  and  especially  the  elbow,  receive  a  disproportionate 
share  of  the  rash.  The  neck,  sheltered  by  the  head  and  the  shoulders,  fares 
better  than  either  of  those  parts  ;  the  back  of  it  suffers  more  than  the  front. 
On  the  flank,  protected  as  it  is  by  the  arm,  the  rash  is  less  profuse  than  on  the 
adjoining  parts  of  the  chest-wall,  either  in  front  or  behind.  On  the  foot,  the 
distribution   is  marked  by  great  inconstancy.     Usually  the  back  of  the  foot 
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receives  more  atteotian  than  the  sole  ;  between  the  toes,  and  the  folds  beneath 
the  toes,  enjoy  comparative  immunity;  and  the  parts  for  which  the  eniptioD 
shows  most  preCerence  are  the  instep,  especially  the  tendinous  ridges  and  the 


bony  eminences,  the  tendo  Achillis,  the  balls  of  the  toes,  the  toe-pads,  and  the 
heels.  When  the  malleoh  present  few  lesions,  as  not  seldom  happens,  it  is 
because  a  well-fitting  boot  has  been  worn,  and  so  these  prominences  have  been 
protected  from  friction.     The  absence  of  uniformity  of  distribution  in  the  case 


ditference  between  simple  purpura  and  small-pox  is,  that  in  the  former  afiection 
the  face  and  trunk  are  seldom  attacked,  the  sites  of  election  being  the  limbs. 
In  erythema  multiforme,  although  the  rash  makes  its  chief  attack  upon  the 
limbs,  it  may  be  widely  diSused  ami  may  even  invade  the  face.  ■  In  such  cases, 
however,  the  diffusion  will  usually  be  less  general  than  that  of  the  variolous 
eruption,  nor  is  the  order  of  incidence  the  same.  Wifh  the  involution  which 
the  erythematous  lesions  undergo,  the  resemblance  to  small-pox  ceases.  Even 
in  cases  of  acute  febrile  erythema,  in  which  the  whole  cutaneous  surface  is 
covered  by  a  profuse  eruption,  the  distribution  is  quite  difierent  from  that  of 
the  small-pox  eruption. 

Confusion  between  small-pox  and  syphilis  is  much  more  likely  to  arise  when 
the  syphilids  is  pustular  than  when  it  is  vesicular  or  papular.  The  erroneous 
diagnosis  may  be  assisted  by  the  fever  and  aching  symptoms  which  may  precede 
pustular  syphilides,  and  by  the  fact  that  the  lesions  may  begin  as  papules.  In 
syphilis,  however,  the  constitutional  symptoms  are  less  severe,  the  eruption  runs 
a  more  indolent  course,  and  appears  in  successive  crops,  whilst  the  vesicles  which 
form  on  the  summits  oC  the  papules  have  an  indurated  tiase.  Sometimes,  too, 
the  syphilitic  eruption  is  indifferent  in  distribution,  and  often  it  comprises  various 
types  of  lesions,  even  when  it  is  not  distinctly  polymorphic,  whereas  in  small-pox 
the  departure  from  homogeneity  is  much  more  lijnited. 

Occasionally,  impetigo  vulgaris  is  mistaken  for  mild  modified  small-pox  (Fig. 
i6i,p,  608),  but  attention  to  the  points  which  mark  off  the  former  affection  from 
pustular  eczema  (see  above)  should  prevent  the  mistake.  Further  differentiating 
features  as  between  impetigo  vulgaris  and  amall-pox  are.  that  in  impetigo  there 
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is  no  fever,  and  that  tbe  lesions  begin  as  vesicles  o 
yellowish  crusts.  In  those  cases  of  sudden  and  act 
small-pox,  guidance  is  to  be  found  in  the  small  si 


bulke  and  dry  up  into  flat, 
:e  eczema  which  may  mimic 
x  and  superficiaUty  of  the 
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s  lesions,  and  the  oedema  and  infiltrattOD  of  tbe  underlying  skin.  In 
Bcabies,  again,  the  vesiclea  are  superficial,  burrows  will  generally  be  found,  and 
the  heterogeneity  of  the  secondary  lesioas  will  aid  the  diagnosis.     In  all  these 


Typhus  fever  i         SepticsmiA  from   deep-seated    foci  of 

Typhoid  fever  disease,  such  as: — Empyema,  Cere- 

Paratyphoid  fever  bral  abscess.  Pylephlebitis,  or  other 

Malta  fever  form  of  suppuration 

Influenza  Malaria 

Tuberculosis  i         Syphilis 

Malignant  endocarditis  Bacilluria 

I         Bronchopneumonia. 
A  high  temperature  of  very  long  duration  occurs  often  in  connection  with 
diseaiei  of  Ike  blood  and  blood-forming  organs,  such  as  :— 

Addison's  amemia  Leukaemia  Hodgkin's  disease. 

It  also  occurs  much  more  often  than  has  been  commonly  supposed  in  sarcoma 
and  carcinoma  of  different  organs,  and  has  been  observed  in  [irrhasis  of  the  liver. 
There  are  two  other  forms  of  pyrexia  which  should  be  borne  in  mind,  namely,  a 
prolonged  pyrexia  occurring  in  children,  often  very  difficult  to  explain ;  and  so- 
called  neurotic  pyrexias. 

Modern  research  has  a  tendency  to  rely  upon  its  own  methods  alone,  and  to 
ignore  the  older  clinical  differences.  But  this  involves  a  separate  investigation 
for  each  disease  as  it  comes  to  be  considered  ;  and  thus  it  may  happen  that  one 
patient  may  have  to  undergo,  in  addition  to  a  thorough  bedside  examination  of 
all  his  organs,  a  lumbar  puncture,  and  the  removal  of  blood  for  the  Widal  test, 
or  for  the  cultivation  of  organisms;  and  these  may  have  to  be  repeated.  A  full 
knowledge  of  the  history  of  the  illness,  of  enpoanre  to  infection,  and  of  the 
clinical,  changes  as  far  as  they  are  manifested,  is  desirable  in  order  that  the 
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researches  of  the  bacteriologist  may  be  directed  as  early  as  possible  into  the 
right  path. 

Typhus. — On  the  score  of  prolonged  pyrexia  little  need  be  said  of  this  fever. 
The  eruption  is  generally  distinctive,  and  shows  itself  before  the  fever  has  attained 
any  duration  ;  but  it  is  capable  of  being  confounded  with  typhoid  fever,  and 
even  with  maUgnant  endocarditis.  The  distinction  from  typhoid  fever  is  given 
elsewhere ;  and  a  confusion  with  maUgnant  endocarditis  is  only  possible  if  the 
latter  should  produce  a  very  uniformly  distributed  petechial  eruption  over 
the  skin,  while  the  cardiac  murmur  is  of  high  intensity;  or  if  a  person  already 
the  subject  of  cardiac  murmur  should  contract  typhus,  and  have  an  ill-defined 
eruption.  In  either  case,  if  the  pyrexia  were  prolonged  beyond  the  twelfth  or 
fourteenth  day,  typhus  would  be  unlikely. 

Influenza. — In  the  majority  of  cases  of  influenza,  uncomplicated  by  definite 
visceral  changes  such  as  pneumonia  or  gastro-enteritis,  the  fever  is  of  short 
duration,  and  does  not*come  within  the  scope  of  this  article.  But  it  is  often  as 
long  as  a  week  or  ten  days,  and  sometimes  three  weeks  or  more.  The  longer 
period,  accompanied  as  the  fever  is  by  few  distinctive  signs,  is  sufficient  to  lead 
to  a  confusion  with  typhoid  fever,  tuberculosis,  or  malignant  endocarditis,  ekOn^  of 
which  may  proceed  for  two  or  three  weeks,  and  the  last  two  for  many  more  weeks, 
without  distinctive  cUnical  signs.  The  constant  presence  of  influenza  amongst 
us,  and  the  great  variety  in  the  characters  it  assumes,  make  it  very  difficidt 
to  exclude  it  until  positive  signs  of  another  complaint  have  manifested  themselves. 
Equally  difficult,  however,  is  it  to  prove  the  existence  of  the  disease,  since  the 
organism,  Pfeifier's  bacillus,  is  not  easily  found  in  the  blood  ;  and  in  the  prolonged 
cases,  the  rather  striking  pecuUarities  of  the  intense  acute  attacks,  such  as  severe 
pain  in  the  head  and  back  of  the  eye,  and  in  the  lumbar  region,  may  be  absent. 

The  diagnosis  can  often  be  made  positively  only  vid  exclusionis,  when  the 
bacteriological  tests  of  t3rphoid  fever  and  tuberculosis  have  failed,  and  if  there  is 
an  entire  absence  of  rose  spots,  diarrhoea,  or  enlarged  spleen  on  the  one  hand, 
or  of  pulmonary  symptoms  on  the  other.  All  the  more  must  we  bear  in  mind 
the  possibiUty  that  an  apparent  attack  of  recovered  influenza  may  only  be  the 
pyrexial  equivalent  of  the  earliest  tuberculous  infection,  and  if  at  any  time  in  the 
course  of  the  illness  sputum  is  available,  it  should  certainly  be  examined  for 
tubercle  bacilli. 

Typhoid  Fever. — This  should  be  comparatively  easy  to  diagnose  in  the  present 
day.  A  fever  commencing  with  frontal  headache,  perhaps  with  diarrhoea, 
generally  compeUing  the  patient  to  lie  up  in  bed  by  the  end  of  the  first  week,  and 
showing  within  the  first  ten  days,  rose  spots  on  the  abdomen  and  a  sHght  enlarge- 
ment of  the  spleen,  while  at  that  time  the  temperature  is  ioi°  F.  or  102°  F.  in 
the  morning,  and  103**  F.  or  more  in  the  evening,  and  the  pulse  is  relatively  slow, 
namely  from  80  to  100  in  the  minute,  should  be  typhoid  fever.  The  Widal 
reaction,  that  is,  the  agglutination  of  typhoid  bacilli  by  the  patient's  blood  serum, 
becomes  positive  about  the  tenth  or  twelfth  day.  All  these  signs  may  fail  for 
a  time :  spots  may  be  absent,  the  bowels  may  be  persistently  constipated, 
enlargement  of  the  spleen  may  be  difficult  to  prove,  the  Widal  test  may  and 
often  does  fail.  Examinations  of  the  faeces  for  Eberth's  bacillus  are  not  easy ; 
but  cultivation  of  the  bacillus  from  the  blood  taken  from  the  patient's  vein 
may  yield  the  bacillus,  and  this  at  an  earlier  date  than  the  Widal  reaction  can 
be  obtained. 

Apart  from  such  cultivation,  the  appearance  of  rose  spots  from  the  sixth  to 
the  tenth  day,  with  additions  to  their  number  every  day  for  five  or  six  days, 
forms  perhaps  the  most  conclusive  evidence  of  typhoid  fever  ;  and  the  diagnosis 
based  on  these  grounds  should  not  be  upset  by  one  or  two  failures  to  get  a  positive 
reaction  with  the  Widal  test. 


P5Texia  it  is  especially  pulmonary  tuberculosis,  : 
lasting  influenza,  septicasmic  processes,  and  o 
which  will  give  difficulty. 

Paratyphoid  Fever. — OI  this  it  need  only  be  said  that  it  presents  the  features  of 
a,  benign  typhoid  iever.  in  which  all  the  distinctive  characters  ace  less  marked. 
Like  tsrphoid,  it  may  be  confounded  with  a  mild  long  influenza,  or  with  early 
tuberculosis.  Its  recognition  depends  ultimately  upon  the  agglutination  of 
paratyphoid  bacilli  by  the  patient's  blood  serum, 

Malta  Feaer. — This  is  one  of  the  most  prolonged  of  the  fevers  due  to  one 
recognized  micro-organism  ;  for  in  the  undulant  form  of  the  disease  successive 
exacerbations  of  pyrexia  may  carry  on  the  illness  into  the  fifteenth  or  sixteenth 
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week  [Fig.  163).  It  closely  resembles  typhoid  fever,  and  is  proved  to  be  due 
to  infection  with  Micrococcus  melilensis,  conveyed,  almost  invariably,  in  goat's 
milk.  In  British  practice  its  occurrence  is  unlikely,  except  in  one  who  has  been 
in  the  parts  of  the  world  where  it  is  tife, — namely,  the  Mediterranean  coast 
and  islands. 

It  differs  from  typhoid  fever  in  the  absence  of  spots,  and  of  characteristic 
diarrhcea,  but  as  these  often  fail  in  typhoid  lever,  the  distinction  is  not  always 
available.  However,  the  diagnosis  can  generally  be  made  by  the  Widal  test, 
since  the  blood  serum  will  agglutinate  the  Micrococcus  melilensis  as  early  as  the 
fifth  day  of  the  disease. 

Tuberculosis. — The  onset  of  general  miliary  tuberculosis,  or  of  miliary  tnbei- 
culosis  of  the  lung,  has  often  for  its  only  symptom  a  moderate  pyrexia,  with 
accompanying  physical  weakness  and  anorexia.  Such  a  condition  may  continne 
for  weeks  without  any  other  sign  ;  the  breathing  need  not  be  quickened,  and 
there  may  be  an  entire  absence  of  abnormal  signs  in  the  lungs.  The  morning 
temperature    is    frequently  near  the  normal,   while    the   evening   temperature 


alone  is  high  :  and  it  does  not  as  a  rule  increase  to  a  maximum  and  subsequently 
fall,  so  as  to  form  the  curve  which  is  characteristic  of  typhoid,  but  continues 
nearly  at  the  same  level  for  long  periods.  In  the  absence  of  sputum,  the  detec- 
tion of  tubercle  bacilli  is  not  available.  Tuberculin  tests  may,  however,  be 
tried,  and  will  probably  give  positive  results.  Of  these  the  most  suitable  is  the 
cutaneous  tuberculin  test  of  von  Pirquet.  Tuberculous  infection  in  other 
localities  may  equally,  when  not  accompanied  by  striking  local  signs,  and  only 
presenting  the  pyrexia,  be  taken  for  typhoid  fever  :  for  instance,  tuberculous 
disease  of  the  kidney,  or  pyelitis,  and  especially  tuberculous  meningitis.  Head- 
ache and  fever  occur  both  in  this  and  in  typhoid,  and  may  be  for  a  time  the  only 
(acts  ia  the  case  ;  until  in  the  one  case  spots  or  loose  motions  assert  themselves, 
or,  in  the  other,  optic  neuritis,  convulsions,  paralysis,  or  retracted  abdomen  point 
to  a  cerebral  localization. 

Inftclive  or  Malignant  Endocarditis. — This  may  be  mentioned  next  because  for 
days  or  weeks  the  only  prominent  feature  may  be  a  continuous  pjTexia  with 
evening  rises  to  101°  F.,  falling  in  the  morning  to  99°  or  98-4°  F-  (Fig-  164).  In 
most  cases  a  cardiac  murmur  is  present,  and  then  one  may,  after  a  certain  lapse 


•linu)  ihiombasis.    Thtre  »is  a  rigor  almost  daily, 

endocardial  changes  are  preseot.  The  course  oi  some  of  these  cases  of  infective 
endocarditis,  which  may  be  called  chronic,  is  remarkably  prolonged,  sometimes 
for  six,  eight  or  twelve  months,  with  little  variations  in  the  accompanying 
conditions.  Long  before  that,  of  course,  typhoid  fever  and  tuberculosis  would 
have  been  excluded  ;    and  after  eight  or  ten  weeks  the  co-existence  of  cardiac 
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murmur,  with  unifDrm  prolonged  pyrexia,  would  make  the  diagnosis  certain. 
Cases  ia  which  the  brunt  of  the  disease  falls  upon  the  brain  may  actually  have 
meningitis,  as  in  pneumococcal  cases  ;  or  they  may  be  mistaken  for  meningitis, 
or  for  typhoid  fever,  or,  if  petechiae  are  present,  for  typhus.  But  in  such  instances 
the  illness  is  generally  a  short  one,  and  it  would  not  come  into  the  present 
category. 

Sepiicamta. — In  any  prolonged  pyrexia  the  possibility  ol  a  focus  of  deep- 
seated  suppuration  should  be  considered.  In  many  situations  the  locus  causes 
pain,  which  at  once  directs  attention  to  the  origin  of  the  trouble  ;  but  in  some 
cases  pain  is  absent,  and  foci  in  some  situations  are  habitually  painless.  The 
disorders  to  be  thought  of  are  otitis,  abscesses  in  the  throat,  a  smail  empyema, 
cerebral  abscess,  deep-sealed  glandular  suppuration,  suppurative  pylephlebitis, 
appendicitis,  and  pelvic  suppurations  in  women.  If  the  blood  shows  a  leucocytosis, 
this  will  be  in  favour  of  a  suppurating  centre.  At  any  rate,  it  will  exclude 
typhoid  and  miliary  tuberculosis.     Each  possible  centre  of  infection  must  be 


called  to  mind,  and  the  locaUty  concerned  must  be  investigated.  Suppurative 
pylephlebitis,  in  spite  of  the  extent  of  the  lesions  and  the  size  of  the  organ 
concerned,  has  frequently  been  overlooked,  and  has  been  mistaken  for  t>-phoid 
fever,  pneumonia,  peritonitis,  or  appendicitis.  It  is  relatively  rare,  but  it  is  a 
sequel  of  other  suppurative  lesions  in  the  abdomen,  and  should  therefore  be 
thought  of  when  appendicitis  or  other  similar  affection  has  been  under  treatment. 
Rigors  are  very  inconstant  in  diseases  of  this  clasS  ;  ii  they  occur  they  compel 
attention  to  tbe  possibility  of  pyogenetic  centres  {Fig.  165)  ;  but  their  absence 
must  not  be  allowed  to  influence  one  in  the  contrary  sense.  They  are  most 
constant  in  visceral  pyxmia,  but  this  illness  is  not  generally  prolonged. 

Erysipelas,  though  generally  of  short  duration,  sometimes  causes  pyrexia 
lasting  more  than  a  fortnight   {Fig,  ib6}. 

Syphilis. — Like  other  infections,  this  has  its  fevers,  both  in  the  secondary  stage, 
— that  is  the  stage  of  generaliiatiooofthe  infection — and  in  the  late  stages  accom- 
panying gummata  and  other  local  processes.     The  secondary  fever  is  certainly 
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pyrexia  than  in  the  simple  tertian  and  quartan  fevers,  and  in  a  quotidian  lever 
the  resemblance  to  septic  poisoning  is  well  recognized.  An  enlarged  spleen  is 
present  in  malaria,  but  also  commonly  in  typhoid  fever.  Most  reliance  is  to 
be  placed  Tipon  a  microscopical  examinatioD  ol  blood-films  coloured  with 
Romanou'sky's  or  Leishman's  stain  ;  for  in  cases  of  pernicious  malaria,  it  is 
rarely  that  the  organisms  {Plait  XI f.  Fig.  £)  fail  to  be  discovered  by  this 
means.  Absence  of  leucocytosis  and  an  increase  of  the  large  mononuclears 
1  a  differential  count  of  the  leucocytes  in  the  blood,  are  also  in 
1,  at  least  in  the  first  two  weeks;  after  which  the  results  may 
r  in  typhoid  fever.-  The  third  test  is  the  administration  of  quinine, 
which,  given  in  sufficient  quantity,  will  stop  malaria;  and  on  the  other  hand,  if 
the  fever  continues  in  spite  of  it,  malaria  is  excluded.  An  adequate  dose  for 
this  purpose  is  3  or  4  gr.  every  three  hours,  day  and  night  for  two  or  three  days. 
BaciIIuria,~Ttas  is  usually  due  to  infection  of  the  urinary  passages  with 
Bacillus  coli  communis.  The  symptoms  may  be  slight  or  they  may  be  those 
of  cystitis  or  pyelitis  in  a  marked  degree.  With  these  there  is  a  more  ot  less 
continuous  pyrexia.  The  diagnosis  consists  in  the  recognition  of  the  Bacillus 
coli  in  the  urine  by  microscopical  examination.  The  urine  is  acid,  with  an 
unpleasant  odour,  clear  when  passed,  but  cloudy  and  turbid  on  standing ; 
and  the  sediment  contains  pus  cells,  bladder  epithelium,  and  perhaps  renal  cells, 
and  hyaline  and  granular  casts.  An  amount  of  albumin,  usually  not  more  than 
o'l  per  cent,  may  be  present.  The  bacilli  are  best  detected  by  centrifuging  the 
urine,  staining  the  deposit  with  methylene  blue,  and  examining  with  an  oil- 
immersion  lens.  The  disorder  is  common  in  infants,  and  in  adults  it  is  most 
frequent  in  women  in  connection  with  pregnancy.     The  symptoms,  especially  in 
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infants,  may  be  few,  or  none  at  all  other  than  the  pyrexia,  which  is  variable  in 
degree,  generally  irregular  from  day  to  day,  may  be  accompanied  by  cbiUs  and 
sweating,  and  may  last  several  weeks.  In  some  cases,  however,  there  is  fre- 
quency of  micturition,  pain,  perhaps  paroxysmal,  in  the  kidney  or  bladder,  and 
gastro -intestinal  symptoms.  Hence  in  an  obscure  fever  in  infants,  the  urine 
should  be  examined  carefully. 

Other  organisms  sometimes  infecting  the  urine  are  Bacillus  laclis  atrogtnes, 
the  typhoid  bacillus,  and  Bacillus  proteus  vulgaris. 

Anamia.^^The:  several  forms  of  pernicious,  idiopathic,  or  Addisonian  aiuemia 
are  frequently  accompanied  by  a  moderate  degree  of  pyrexia,  which  may  persist 


for  many  weeks  {Pig-  167).  Such  an  anxmia  might  be  the  manifestation  of 
tuberculosis,  of  infective  endocarditis,  or  of  malignant  growths  ;  but  an  exam- 
ination of  the  blood  with  the  discovery  of  poikilocytosis,  of  a  colour-index 
above  unity,  the  lemon-yellow  tint  of  the  skin  in  some  cases,  and  the  history, 
will  generally  determine  the  diagnosis,  though  the  difierentiation  of  the  par- 
ticular form  o!  ansmia  may  still  remain  to  be  considered  (see  Anemia}. 

Hodgkin's  Disease. — In  some,  but  by  no  means  all,  cases  of  this  disease,  a  very 
remarkable  form  of  pyrexia  occurs.  It  consists  of  alternating  periods  of  pyrexia 
and  apyrexia,  each  of  eight,  ten,  or  twelve  days'  duration,  lasting   in  all   for 


would  not  militate  against  the  diagnosis. 

Leitkamia. — Pyrexia  is  a  common  occurrence  in  the  different  forms  of 
leukaamia.  As  a  rule  the  great  size  of  the  spleen  in  one  group  of  cases  leads  to  an 
easy  diagnosis,  and  in  another  group  the  glands  are  manifestly  enlarged,  though 


Fig.  iSii.— Tvmperaliiis  chail   of  a  cax  of  sarcoma  of  the  nEck  .ind  mediastinum. 

acute  cases  occur  in  which  these  changes  do  not  appear  early  ;  in  all  these 
forms  an  examination  o(  the  blood  will  show  the  excessive  number  of  leucocytes, 
of  one  or  other  variety,  a  sufficient  explanation  of  the  occurrence  of  pyrexia. 

New  Crowlhs. — The  belief  that  new  growths  are  not  as  a  rule  accompanied  by 
pyrexia  is  well  founded  ;  but  many  exceptions  have  been  recorded,  both  in 
regard  to  sarcoma  and  to  carcinoma,  A  case  of  sarcoma  of  the  neck  and  medias- 
tinum was  accompanied  for  the  four  montlis  preceding  death  by  a  pyrexia 
resembling  in  its  variations  from  week  to  week  that  which  is  so  characteristic 
of  Hodgkin's  disease  {Fig.  i6g),  and  carcinoma  has  now  frequently  been  known 
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to  be  accompanied  for  weeks  or  months  by  fever,  especially  where  there  arc 
secondary  deposits  in  the  liver.  For  obvious  reasons  the  diagnosis  is  not  generally 
difficult ;  that  is,  the  tumour  is  in  evidence.  A  point  of  importance  is  that  the 
presence  of  pjrrexia  does  not  help  to  distinguish  between  sjrphiUs  and  cancer. 

Cirrhosis  of  the  Liver. — The  diagnostic  relations  of  pyrexia  in  cirrhosis  of  the 
liver  are  on  the  same  footing.  It  occurs  in  some  cases  and  is  apparently  due  to 
cirrhosis  ;  whether  because  it  is  an  inflammatory  process,  or  because  the  cirrhosis 
is  due  to  a  toxaemia  which  may  raise  the  temperature,  does  not  seem  to  be 
determined.  The  fact  is  of  interest  when  we  consider  that  ascites  due  to 
hepatic  cirrhosis  has  often  been  mistaken  for  tuberculous  peritonitis,  and,  per- 
haps less  often,  tuberculous  peritonitis  for  cirrhosis.  The  absence  of  pyrexia 
might  possibly  be  held  to  exclude  tuberculous  peritonitis,  but  its  presence  would 
leave  the  diagnosis  open,  since  it  might  be  due  to  either. 

Neurotic  Pyrexia. — This  term  may  be  appUed  to  two  classes  of  case  :  in  one 
the  mercury  is  found  at  extraordinarily  high  levels  at  irregular  intervals,  often 
at  different  levels  in  different  parts  of  the  body,  and  falling  again  rapidly  to  the 
normal.  This  may  be  repeated  many  days,  but  hardly  constitutes  prolonged 
pyrexia.  In  the  second  variety  the  patient  has  a  genuine  pyrexia,  lasting  two, 
three,  or  more  weeks,  irregular  in  the  elevations  which  the  temperature  may  reach 
on  successive  days,  but  on  the  whole  resembling  the  pyrexia  of  sepsis.  These 
cases  are  more  often  females,  and  the  fever  may  be  associated  with  symptoms 
referable  to  the  pelvic  organs,  or  may  persist  after  the  entire  subsidence  of  such 
symptoms,  so  that  skilled  obstetric  physicians  have  been  unable  to  find  any 
active  local  lesion.  The  neurotic  origin  of  such  cases  may  be  open  to  doubt,  but 
it  is  supported  by  the  variability  of  the  pyrexia,  and  by  its  occasional  rapid 
cessation  without  adequate  explanation,  and  without  any  local  change.  The 
diagnosis  can  only  be  made  as  a  rule  vid  exclusionis,  and  must  always  be  con- 
sidered provisional  as  long  as  there  is  any  probabiUty  of  an  adequate  cause 
being  found. 

The  Unexplained  Pyrexia  of  Children. — This  form  of  pyrexia  is  in  a  somewhat 
similar  position  to  the  above.  All  students  of  disease  in  children  are  familiar 
with  the  fact  that  in  patients  under  nine  or  ten  years  of  age  a  mild  pyrexia  may 
occur,  lasting  two,  three,  or  four  months,  for  which  no  explanation  can  be  found. 
Since  it  arises  in  quite  young  subjects,  a  neurotic  origin  is  not  so  readily  suggested, 
nor  so  likely,  as  in  the  adult  female,  and  yet  it  is  possible  that  some  cases  are  oi 
this  nature.  Tuberculosis  should  be  considered  carefully,  but  is  often  safely 
and  rightly  excluded.  Gastro-intestinal  disturbance,  such  as  constipation  ;  the 
unsuitable  nature  of  the  food ;  and  acute  intoxication  from  the  ahmentar>^  canal, 
are  other  possible  explanations  of  some  cases.  Since  the  prognosis  is  good,  it  is 
satisfactory  to  be  able  to  recognize  the  clinical  condition,  even  though  the  causa- 
tion is  obscure  ;  but  the  diagnosis  can  only  be  established  after  careful  exclusion 
of  typhoid  fever,  tuberculosis,  and  local  inflammatory  conditions  such  as  otitis, 
bacilluna,  and  other  definite  lesions  or  infections.  Frederick  Taylor. 

PYREXIA  WITHOUT  OBVIOUS  CAUSE.— It  is  barely  fifty  years  since 
the  clinical  thermometer  came  into  regular  use,  yet  now  its  report  is  the  most 
commonly  ascertained  factor  in  diagnosis  and  prognosis,  though  possibly  not 
the  most  reliable. 

A  great  deal  of  time  and  effort  has  been  spent  in  attempts  to  ascertain  the 
precise  mechanism  by  which  the  human  body  maintains  in  health  an  average 
temperature  (practically  constant)  of  98  4°  F.,  and  also  in  determining  the  exact 
factors  that  lead  in  disease,  and  also  even  in  health,  to  a  departure  from  that 
temperature. 

From  these  studies,  associated  with,  and  controlled  by,  clinical  observations, 


7.  That  in  order  that  variations  in  temperature  may  Idll,  or  indeed  of 
themselves  be  of  very  serious  import,  they  Deed  to  be  very  extreme  (say  6  or  7 
degrees  above  or  below  normal)  or  else  very  prolonged,  the  necessary  duration 
varying,  of  course,  with  the  degree  of  departure  from  the  normal. 

K.  That  in  the  wards  of  a  hospital  where  the  temperatures  are  taken  and 
charted  at  regular  intervals,  it  is  scarcely  possible  to  find  a  chart  of  chronic 
disease  which  does  not  show  some  oscillations  in  temperature,  the  causes  of 
which  are  obscure  or  overlooked. 

From  these  general  propositions  we  may  pass  to  the  practical  value  of  thermo- 
metric  observations  in  diagnosis.  We  may  again  generalise,  and  say,  that 
standing  alone  as  a  primary  and  isolated  observation,  the  fact  of  a  disturbance 
in  temperature  is  of  little  use  ;  but  when  this  observation  is  controlled  by  other 
factors  in  diagnosis,  and  wc  have  made  a  complete  diagnosis  of  a  given  disease, 
we  are  then  in  the  position  of  knowing  by  experience  approximately  the  course 
of  the  temperature  for  that  disease,  and  we  shall  get  many  useful  hints  Ircm 
the  thermometer  as  to  complications  or  the  severity  of  the  attack  :  a  point  to 
which  we  shall  presently  refer.  Hence,  it  is  useful  in  our  present  discussion  to 
divide  all  patients  into  two  main  groups  :  (i)  Those  who  ate  well  enough  la  visit 
Iheir  doctor,  and  (!)  Those  aiko  are  loo  ill  to  do  so. 

1.  Pallants  who  are  well  enough  to  visit  their  doeior.— Unless  some  special 
complaint  or  physical  sign  soon  leads  to  satisfactory  diagnosis,  let  it  be  an 
accepted  rule  to  take  the  temperature  ;  by  doing  so  we  shall  have  the  primary, 
but  possibly  merely  negative,  satisfaction  of  not  having  omitted  this  element  in 
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diagnosis,  and  not  infrequently  we  shall  have  the  very  positive  satisfaction  of 
having  discovered,  early,  a  disease  which  we  might  otherwise  have  overlooked 
until  something  or  some  one  else  had  drawn  attention  to  it,  greatly  to  our 
discomfiture  and  loss  of  credit.  The  three  most  typical  illustrations  of  this 
position  are  perhaps  typhoid,  phthisis^  and  a  condition  which  in  our  haste  we 
label  "  Influenza," 

A  headache  lasting  four  or  five  days,  and  associated  with  some  degree  of 
pyrexia,  is,  even  standing  alone,  so  suspicious  of  the  first,  that  the  patient  must 
be  ordered  to  bed  to  be  watched.  A  nasty  dry  cough,  with  general  anaemia, 
weakness,  tiredness,  and  malaise,  makes  us  very  suspicious  of  the  second,  espe- 
cially if  there  is  also  the  slightest  alteration  in  the  breath  sounds  anyivhere. 
The  third  is  the  recently  developed  refuge  of  the  diagnostically  destitute ;  it 
leads  to  much  mortification  when  suppurating  gums  or  tonsils,  gonococcal 
discharges,  decomposing  urine,  or  other  critical  points  are  discovered  later :  a 
position  which  may  be  avoided  by  examining  all  easily  accessible  orifices,  even 
in  the  consulting-room  ;  and  if  the  mouth,  throat,  and  nose  all  seem  healthy,  by 
labelling  the  trouble  fever  of  uncertain  origin,  and  orderii^g  the  patient  to  bed. 
In  fact,  if  on  examining  the  patient  in  the  consulting-room  no  cause  for  the 
Pyrexia  is  apparent,  I  would  lay  down  as  a  golden  rule — Remove  the  patient  at 
once  from  Group  (i)  and  place  him  in  Group  (2)  for  further  critical  examination 
of  his  or  her  person,  blood,  and  excreta. 

2.  Patients  who  request  their  doctor  to  visit  them. — It  must  be  admitted 
that  in  this  group  also,  pyrexia  by  itself  is  not  a  very  strong  diagnostic 
point,  for  ex  hypoihesi  the  other  symptoms  are  of  considerable  severity  and 
importance,  and  therefore  point  pretty  strongly  in  some  diagnostic  direction. 
Our  residuum  from  Group  (i),  witii  a  certain  proportion  of  individuals  originally 
in  Group  (2) ,  will,  however,  together  make  up  a  by  no  means  negligible  number 
of  patients,  in  whom  the  cause  of  pyrexia  is  obscure  to  an  ordinary  examination, 
and  we  must  lay  down  rules  of  procedure. 

Here  it  is  the  first  rule  to  systematically  examine  every  orifice  of  the  body 
for  a  possible  source  of  trouble  ;  gums,  ears,  nose,  throat  must  be  more  care- 
fully inspected,  and  vagina,  rectum,  and  urethra  must  now  be  examined  criti- 
cally ;  should  all  these  prove  healthy,  the  fingers  and  toes  must  be  overhauled 
for  overlooked  sores ;  and  the  bones  near  joints  investigated  for  a  possible 
osteomyelitis. 

The  Blood. — It  is  by  now  almost  certain  that  some  clue  will  have  been 
obtained  but  should  none  have  appeared  (in  some  cases  even  with  a  complete 
diagnosis),  we  must  now  proceed  to  have  the  blood  examined  by  the  best 
available  scientific  methods ;  we  may  by  this  means  prove  that  the  blood 
itself  is  at  fault,  or  that  it  contains  some  microbes,  thus : — 

1.  Leucocytosis. — Suggests  leucocythaemia  perhaps,  in  which  disease  out- 
breaks of  pyrexia  are  not  uncommon  ;  or  some  obscure  focus  of  suppuration  ; 
or  perhaps  it  proves  that  an  obvious  focus  requires  the  surgeon's  assistance  ; 
or  per  contra,  it  provides  a  slight  argument  against  typhoid  or  tubercle,  and  in 
favour  of  gross  parasitic  worms. 

2.  Poikilocytosis. — Suggests  a  severe  anaemia,  which,  like  leucocythaemia,  is 
known  to  have  pyrexial  periods. 

3.  Widal's  Test. — ^This  may  clump  motile  typhoid  bacilli,  practically  proving 
the  presence  of  typhoid. 

4.  Cultivation  of  it  may  prove  to  demonstration  a  microbic  invasion,  and 
the  name  and  nature  of  the  invader,  and  possibly  suggest  the  point  of 
invasion. 

5.  The  microparasites  (malarial  or  other)  may  actually  be  recognized  in  the 
blood  under  the  microscope. 
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the  growing  child  requites  very  lat^e  supphes  of  heat  to  carry  on  the  anabolic 
functions  of  growth  and  development. 

It  is  scarcely  an  exaggeration  to  say  that  every  acute  illness  (reckoning  by 
time  only)  or  symptom  complex  in  a  child  is  associated  with  a  departure  from 
the  normal  temperature,  and  the  importance  of  ascertaining  the  cause  and 
degree  of  this  departure  can  hardly  be  exaggerated  from  a  therapeutical,  if  not 
from  a  diagnostic,  point  of  view. 

Sabnormal  Tern p«r>tur«.— Suppose  we  find  a  child  in  this  condition,  the  imme- 
diate diagnosis  is  great  exhaustion  ;  such  temperatures  are  generally  found  in 
marasmic  children  who  have  been  starved,  or  its  equivalent,  i.e..  badly  fed,  or 
exposed  ;  the  indications  are  hot  food,  stimulants,  and  warmtb.  Subnormal 
temperatures  are  also  found  in  summer  diarrhoea,  or  sometimes  in  conditions 
associated  with  intense  pain  ;  also,  at  an  interval  after  convulsions  (not  imme- 
diately), and  in  many  other  conditions,  the  diflerential  diagnosis  of  which  will 
generally  be  obvious. 

Pyrexia,  on  the  other  hand,  as  we  have  said,  owns  an  intinity  of  causes,  of 
which  we  can  only  glance  at  a  few  which  may  give  rise  to  trouble  in  diagnosis. 

1.  Excitement. — In  children's  wards,  visiting  day  almost  invariably  causes 
a  plentiful  crop  of  high  temperatures,  even  as  much  as  103°  F.,  and  the  private 
practitioner  has  to  remember  this  when  a  loving  aunt  or  an  iniudicious  visitor 
of  any  sort  has  come  in  contact  with  his  little  patient  at  home.  A  bad  night 
may  easily  send  the  temperature  up  to  any  height. 

2.  Fcbricula.— This  is  merely  a  Latin  name  for  the  fact  of  pyrexia,  but  before 
using  the  term  let  every  system  be  carefully  examined  for  signs  of  disease.  It 
may  be  that  there  is  absolutely  nothing  else  wrong,  and  cause  No.  r  may  be  at 
work  alone.     The  following  is  a  useful  and  ordinary  average  clinical  rule  ;    for 


622  PYREXIA     WITHOUT    OBVIOUS     CAUSE 


each  I  **  F.  the  temperature  rises  we  may  expect  the  pulse  to  increase  in  frequency 
lo  beats  (or  in  children  15)  per  minute,  and  the  respirations  2  to  3  per  minute, 
and  if  this  ratio  is  maintained  it  is  fairly  safe  to  say  that  heart  and  lungs  are 
neither  of  them  specially  threatened,  and  hence,  if  there  be  nothing  else  to  attract 
attention^  it  is  safe  to  say  that  the  child  is  certainly  feverish,  and  we  must  nurse 
and  watch  it.  I  have  known  a  delicate  boy  of  9  or  10  thus  to  have  a  temperature 
of  i02*5°  to  103-5  for  three  or  four  days  at  a  time  for  no  reason  that  I  could  ever 
detect ;  he  ate  well,  slept  well,  and  felt  well ;  and  this  aspect  of  affairs  should  be 
remembered. 

On  the  other  hand,  such  temporary  attacks  of  pyrexia  may  be  aroused  by  the 
presence  of  some  micro-organisms  which  have  hitherto  escaped  detection,  but 
qud  the  pyrexia  in  itself  nothing  more  can  be  said.  Deep-seated  tubercle, 
perhaps,  in  internal  lymphatic  glands,  may  be  suspected,  but  it  will  often  be 
exceedingly  difficult  to  settle  the  diagnosis. 

3.  Convulsions. — These  must  be  remembered  as  a  possible  cause  of  a  tempera- 
ture of  even  103°  F.  if  the  thermometer  be  used  at  once. 

4.  Specific  Zymotic  Diseases. — On  discovering  a  child  with  fever,  suspicion  will 
naturally  be  aroused  that  one  of  these  troubles  is  at  hand.  The  only  thing  to 
be  said  here  is  :  Do  not  attempt  to  give  a  diagnosis  on  the  thermometer  alone  ; 
the  temperature  is  raised  long  before  a  diagnosis  is  possible.  It  is  well  to  note 
that  a  temperature  of  102°  F.  only,  or  less,  is  a  point  in  favour  of  diphtheria 
against  a  tonsillitis  of  other  causation,  which  frequently  has  a  pyrexia  of  104°  F. 
or  105°  F.  Slight  pyrexia,  with  headache  and  vomiting,  makes  us  suspect 
tuberculous  meningitis,  whereas  a  temperature  of  103**  F.  or  104**  F.  with  similar 
associations  renders  pneumonia  probable. 

In  Children  and  Adults. 

Here  we  may  draw  attention  to  some  of  those  cases  in  which  the  fever  of 
known  average  departs  from  its  usual  course. 

1.  Empyema. — Suggested  by  the  crisis  of  a  pneumonia,  followed  in  a  few 
days  by  intermittent  or  remittent  fever. 

2.  Endocarditis. — Suggested  in  rheumatism  by  a  temperature  of  100°  F.  to 
100-5°  F.  or  101°  F.  following  the  initial  fall  from  the  administration  of 
salicylates ;  though  the  absence  of  such  pyrexia  does  not  exclude  the  existence 
either  of  endocarditis  or  of  pericarditis. 

3.  Hyperpyrexia. — Met  with  in  rheumatism,  typhoid,  and  other  septic  con- 
ditions ;  its  onset  is  easy  to  detect  in  the  latter  conditions  ;  in  the  former, 
restlessness  with  less  complaint  of  pain  may  cause  suspicion.  The  diagnosis 
must  be  confirmed  by  a  frequency  of  registration  proportionate  to  the  severity 
of  the  initial  observation  ;  two-hourly,  hourly,  or  even  quarter-hourly  observa- 
tions may  be  necessary,  that  treatment  may  be  controlled. 

In  addition  to  such  obvious  causes,  it  must  be  remembered  that  in  cerebral 
diseases  and  injuries  of  almost  any  kind,  the  temperature  may  rise  to  most 
unusual  heights ;  one  over  104°  F.  almost  certainly  heralds  a  fatal  event ;  the 
same  is  sometimes  found  in  uraemia. 

4.  Attention  may  be  drawn  to  the  fact  that  malaria  is  not  quite  extinct  in 
England,  and  a  regular  succession  of  pyrexial  attacks  at  the  same  time  of  day 
suggests  this  cause. 

5.  Sudden  Drops  in  Temperature. — These  are  met  with  in  many  diseases  at 
times,  e.g.  typhoid,  and  the  patient  must  be  carefully  examined  for  other  sugges- 
tive factors — blanching,  severe  abdominal  pain,  etc.,  indicative  of  hxmorrhage. 
perforation,  or  other  complication.  Do  ndt  forget  that  the  crisis  in  pneumonia 
is  a  great  deal  more  of  a  crisis  for  the  patient  than  it  is  for  his  microbes,  and  be 
ready  with  the  appropriate  stimulants. 


potassre,  a  ropy  precipitation  occurs. 

Microscopic^  Characters  of  Pus  Cells  in  Urine. — The  pus  cell  when  present  in 
acid  urine  is  multinuclear,  rounded,  and  about  twice  the  size  of  a  red  blood-disc. 
The  contents  are  granular,  but  the  addition  of  acid  clears  the  cell  and  makes 
the  nucleus  stand  out  more  distinctly.  It  may  be  said,  as  a  general  rule,  that 
a  small  amount  of  pus  in  an  acid  urine  is  derived  from  some  form  of  pyelitis, 
whilst  a  larger  amount  of  pus  in  alkaline  urine  is  of  vesical  origin.  There 
are,  however,  exceptions  to  this  rule,  as  for  instance,  when  a  pocket  of  pus  is 
discharged  from  a  pyonephrotic  kidney,  although  usually  the  pus  from  a  kidney 
does  not  show  the  same  viscidity  as  the  pus  in  the  urine  of  a  case  of  chronic 
cystitis  when  alkaline  fermentation  has  taken  place  in  the  bladder. 

The  following  is  a  classified  list  of  the  causes  of  pyuria  : — 

{A).  From  D1m»m  ot  the  Uriouy  OrgmDi. 


Renal  :        Pyelitis 

Pj'onephrosis 

Pyelonephritis 

Tuberculosis 

Renal  abscess 

Calculus. 

Ureteric  :   Calculus. 

Vesical  :     Cystitis 

Tuberculosis,  acute  o 

Calculus 

Ulcer— Simple 

Epitheliomatous 

Tumour — Sloughing  papilloma       Villus -covered 

Bilharzia  ha;niatohia 

Urethral:  Urethritis—Gonorrhceal,  Septic,  Gouty 

Stricture, 
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(B).  From  Diseases  outside  the  Urinary  Organs. 

Leucorrhoea. 
Balanitis  with  phimosis. 

From  the  extension  of  inflammatory  processes  to  the  bladder,  or  the 
rupture  into  the  bladder  or  urethra  of  an  abscess  such  as  : — 

Prostatic  abscess 

Appendicular  abscess 

Iliac  or  pelvic  abscess 

Psoas  abscess 
■    Pyosalpinx 

Carcinoma  of  the  pelvic  organs — uterus  or  rectum 

Carcinoma  of  the  caecum,  sigmoid  or  pelvic  colon 

Ulceration  of  the  small  intestine — tuberculous  or  dysenteric. 

It  is  impossible  to  determine  the  lesion  producing  pus  in  the  urine  simply  by 
the  examination  of  the  latter.  Due  consideration  must  be  given  to  the  history 
and  the  other  symptoms  of  any  case,  and  particular  care  be  taken  not  to 
lay  too  much  emphasis  upon  any  S5miptom  which  may  point  to  a  vesical  lesion 
when  in  reality  the  trouble  is  in  the  kidney.  This  is  perhaps  most  likely  to 
occur  in  a  haematogenous  infection  of  the  kidney  by  micro-organisms,  in  which 
increased  frequency  of  micturition  is  a  marked  symptom,  whilst  the  bladder 
remains  quite  free  from  disease.  Occasionally,  after  pus  has  been  present  con- 
tinuously in  the  urine  for  some  time,  it  may  disappear  entirely,  the  change  being 
accompanied  by  increase  of  pain  in  the  side,  by  an  elevation  of  temperature,  or 
enlargement  of  the  kidney  in  a  case  of  pyonephrosis,  when  the  obstruction  to 
the  flow  of  urine  from  that  side  has  become  temporarily  complete.  Very  little 
help  is  derived  from  the  character  of  epithelial  cells  accompanying  pus  in  the 
urine.  The  shapes  of  the  cells  of  the  renal  pelvis,  ureter,  and  deeper  layers  of  the 
bladder  are  so  much  alike,  that  it  is  usually  impossible  to  differentiate  them. 

Some  assistance  in  the  determination  of  the  origin  of  the  pus  in  the  urine  may 
be  gained  by  instrumental  examination  : 

By  Catheter. — If  a  catheter  be  passed  and  the  bladder  washed  out  with 
clear  solution  of  boracic  acid,  it  will  be  found  that  the  medium  is  soon  rendered 
clear  if  the  pyuria  is  of  renal  origin,  but  that  it  is  much  more  difficult  to  obtain 
a  perfectly  clear  medium  if  the  bladder  is  the  seat  of  the  suppurative  lesion.  If 
the  medium  is  quickly  cleared,  but  yet,  after  some  ten  minutes'  retention  in  the 
bladder  is  again  found  to  be  turbid,  the  pus  is  almost  certainly  descending  from 
the  kidney. 

The  Cystoscope. — Much  more  certain  evidence  is  gained,  however,  by  a  careful 
cystoscopic  examination.  By  this  means  it  can  be  determined  in  the  great 
majority  of  cases  if  the  bladder  is  infected  or  if  any  ulceration  is  j)resent.  In  a 
few  cases  the  bladder  may  be  so  affected  that  only  a  small  dilatation  is  allowed, 
or  bleeding  is  so  easily  produced  that  cystoscopy  is  rendered  futile  ;  in 
these  cases  there  will  be  little  need  for  an  inspection  of  the  bladder.  If  the 
bladder  be  found  to  be  normal,  evidence  of  a  suppurative  lesion  in  the  kidney 
may  be  obtained  from  the  appearance  of  the  ureteric  orifices  or  by  the 
variations  in  the  character  of  the  urinary  efflux  from  them.  Instead  of  the 
normal  forcible  flow  of  clear  urine  from  each  orifice,  mixing  with  the  medium  in 
the  bladder  in  a  characteristic  swirl,  urine  containing  pus  in  any  quantity  may 
be  seen  emitted,  appearing  in  the  field  as  a  small  smoky  puff  from  the  orifice 
(Plate  Vy  Fig.  B)  ;  pieces  of  muco-pus  may  be  seen  to  pass  from  the  orifice,  or 
the  turbid  urine  may  be  seen  to  leave  the  orifice  in  a  gentle  trickle  instead  of  a 
jet  if  the  renal-secreting  function  is  impaired  or  if  renal  dilatation  is  present. 

Apart  from  the  alterations  in  the  urinary  efflux  from  an  orifice,  the  actual 
appearance  of  the  orifice  may  show  changes  which  indicate  renal  disease.    Thus, 


from  any  other  disease  in  the  genito- urinary  organs.  Infection  is  conveyed  to 
the  kidney  by  the  blood-stream  (hematogenous  form),  and  is  not  uncommon  in 
acute  fevers,  or  with  mild  forms  of  suppuration  in  other  parts  of  the  body,  or 
ta  association  with  pregnancy.  In  the  less  acute  forms  a  pyelitis  may  result, 
as  in  typhoid  fever,  but  in  most  cases  the  hasmatogenous  infection  produces  lirst 
a  suppurative  process  in  the  renal  parenchyma,  from  which  infection  spreads 
to  the  cilyces  and  pelvis.  This  form  of  disease  has  been  shown  by  recent  work 
to  be  due  most  frequently  to  the  colon  bacillus  in  association  with  affections 
of  the  intestinal  canal,  less  frequently  to  the  staphylococcus,  streptococcus, 
pneumococcus,  or  typhoid  bacillus.  The  renal  pyehtis  which  ensues  when  a 
calculus  has  ulcerated  into  the  renal  pelvis  is  truly  a  hematogenous  infection. 

Acute  hematogenous  infection  of  the  renal  pelvis  without  involvement  of  the 
renal  parenchyma  usually  begins  with  slight  rigors,  tenderness  in  the  loin,  and 
increased  frequency  of  micturition.  The  urine  is  faintly  turbid  and  opalescent, 
does  not  settle  to  a  pronounced  sediment,  but  remains  of  a  sheeny  appearance. 
It  contains  numerous  bacteria,  a  little  pus,  and  a  little  albumin.  When  the 
infection  first  attacks  the  renal  parenchyma  as  well  as  the  pelvis,  the  symptoms 
are  much  more  severe,  and  the  patient  may  become  rapidly  uremic.  In  the 
less  acute  cases,  small  foci  of  suppuration  occur,  which  coalesce  to  form  an 
abscess,  with  the  general  symptoms  of  suppuration.  Renal  abscess  may  also 
result  from  injury  when  an  effusion  of  blood  in  the  renal  tissues  becomes  infected 
by  pyogenic  micro-organisms,  or  by  the  breaking  down  of  a  renal  infarct. 

Pyonephrosis — or  dilatation  of  the  pelvis  and  calyces  of  the  kidney  with  pus  or 
with  pus  and  urine—  is  caused  when  suppuration  has  occurred  in  a  kidney  which 
is  at  the  same  time  subjected  to  some  form  of  obstruction  to  the  normal  passage 
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of  urine.  Pyonephrosis  is  most  commonly  caused  by  renal  calculus  or  tubercu- 
losis, but  is  by  no  means  uncommon  with  a  chronic  cystitis,  complicating  urinary 
obstruction  from  an  enlarged  prostate  or  stricture.  Carcinomatous  ulceration 
affecting  a  ureteric  orifice,  either  primary  in  the  bladder  or  by  direct  extension 
of  uterine  cancer,  is  also  a  comparatively  common  cause  of  pyonephrosis.  In 
contradistinction  to  suppurative  pyelonephritis,  the  symptoms  of  pyonephrosis 
are  less  severe;  at  first  they  are  those  of  the  obstructive  lesion  causing  the 
disease,  to  which  are  added  the  general  symptoms  of  suppuration.  Pyone- 
phrosis causes  a  renal  tumour  of  variable  size,  whilst  in  the  same  patient  distinct 
intermittence  in  size  may  be  observed,  a  decrease  being  associated  with  the 
discharge  of  a  larger  amount  of  pus  in  the  urine. 

The  urine  in  suppurative  disease  of  the  kidney  and  its  pelvis  requires  careful 
examination.  It  may  be  normal  with  a  localized  cortical  renal  abscess  or  with 
closed  pyonephrosis  ;  in  all  other  lesions  it  contains  pus  and  micro-organisms. 
If  the  pus-cells  are  found  in  the  form  of  casts  of  the  renal  tubules,  infection  of 
the  renal  parenchyma  is  present,  whilst  in  this  latter  the  albumin  in  the  urine 
is  in  excess  of  that  due  to  the  pus  present.  Polyuria,  with  a  diminution  of  the 
total  solids  of  the  urine  in  a  daily  examination,  is  commonly  present  in  inflam- 
matory lesions  of  the  renal  tissue. 

Renal  Tuberculosis. — The  miliary  form  of  tuberculosis  occurs  in  children  as 
part  of  a  general  dissemination  of  tubercle,  and  causes  no  urinary  symptoms. 
The  kidney  is,  however,  attacked  not  infrequently  by  primary  tuberculous 
infection,  when  it  is  unilateral  and  begins  as  a  deposit  in  the  form  of  small 
tuberculous  nodules.  These  enlarge  and  coalesce  to  form  a  larger  caseating 
area,  which  eventually  opens  into  the  renal  pelvis  by  direct  ulceration  of  a  calyx 
to  discharge  its  contents  by  the  urine,  when  the  lining  membrane  of  the  renal 
pelvis  and  ureter  become  infected  with  tubercle  and  thickened  by  submucous 
infiltration.  At  first,  before  ulceration  into  the  renal  pelvis  has  occurred,  the 
symptoms  of  the  disease  are  very  slight ;  there  may  be  aching  pain  in  the  loin 
and  slight  albuminuria,  but  as  soon  as  the  renal  pelvis  is  involved,  more  marked 
symptoms  occur — ^including  persistent  pyuria,  lumbar  aching,  increased  fre- 
quency of  micturition,  and  polyuria.  The  urine  is  pale,  of  low  specific  gravity, 
and  of  opalescent  turbidity ;  by  careful  examination  after  centrifuging,  the 
tubercle  bacillus  is  usually  found.  A  small  amount  of  blood  is  generally 
present.  The  increased  frequency  of  micturition  occurs  before  any  descending 
vesical  infection  has  occurred,  and  this  symptom,  accompanied  by  pyuria,  has 
frequently  given  rise  to  a  diagnosis  of  vesical  disease.  The  occurrence  in  a 
young  adult  patient  of  persistent  pyuria  which  is  not  due  to  gonorrhoea, 
injury,  or  stone,  should  always  be  looked  upon  with  grave  suspicion,  and 
a  careful  search  made  for  the  tubercle  bacillus  ;  should  this  not  be  found  by  the 
microscope,  inoculation  experiments  into  guinea-pigs  should  be  conducted.  A 
careful  examination  of  the  bladder  should  also  be  made  by  the  cystoscope, 
when  vesical  tuberculosis  may  be  rendered  apparent  (Plate  K,  Fig.  E),  or  the 
characteristic  changes  in  the  lu'eteric  orifice  may  show  the  presence  of  renal 
infection  (Plate  V,  Fig.  D).  By  digital  examination  per  rectum,  the  lower  end 
of  the  ureter  may  be  felt  to  be  thickened  and  rigid  in  renal  tuberculosis. 

Renal  tuberculosis  is  often  confounded  with  renal  stone,  and  the  colic  which 
is  usually  associated  with  stone  may  be  present  in  tuberculosis  if  a  piece  of  caseous 
d6bris  be  passed  down  the  ureter.  A  skiagraphic  shadow  of  a  calculus  shows 
well-defined  margins  (Fig.  97,  p.  309),  whereas  a  tuberculous  focus  in  the  kidney 
may  give  rise  to  a  faint,  blurred,  indistinct  shadow  in  the  renal  area.  The 
presence  of  tubercle  bacilli  will,  however,  determine  the  existence  of  tuberculosis, 
whilst  tuberculous  lesions  elsewhere  in  the  body,  most  frequently  in  the  testes, 
prostate,  or  vesiculae  seminales,  may  also  serve  to  confirm  the  diagnosis. 


ureteric  orifice,  and  the  absence  oi  a  vesical  lesion  on  cystoscopic  e 
will  confirm  the  diagnosis. 

3.  Vesical  DiMUas. — Pyuria  may  occur  in  any  lesion  of  the  bladder  which  is 
associated  with  inttamtnatory  changes.  The  fact  that  urine  is  retained  in  tlte 
bladder  renders  the  latter  much  more  liable  to  septic  infection,  so  that  cystitis 
is  common  with  urethral  stricture  or  prostatic  obstruction.  Any  ulceration  of 
the  bladder,  tuberculous  or  malignant,  is  also  accompanied  by  inflammatory 
changes,  when  pus  will  be  present  in  the  urine. 

Cyslilis  may  be  acute  or  chronic,  and  the  essential  factor  of  either  form  is  the 
infection  of  the  bladder  by  some  micro-organism  ;  any  agent  which  produces 
either  congestion  of  the  bladder  or  retention  of  urine,  acts  as  a  predisposing  cause 
of  cystitis. 

With  acute  cystitis  the  mucous  membrane  of  the  bladder  becomes  edematous 
and  highly  congested,  and  epithelial  desquamation  and  formation  of  pus  rapidly 
follow.  Haemorrhage  may  occur  from  the  congested  mucosa,  or  small  abscesses 
develop  in  it  and  rupture  into  the  bladder,  to  leave  small  areas  of  ulceration. 
In  severe  cases,  patches  of  the  mucous  membrane  may  become  gangrenous.  The 
symptoms  of  acute  cystitis  are  usually  distinctive  ;  frequent  and  painful 
micturition,  elevation  of  temperature,  pain  in  the  perineum  and  suprapubic 
area,  with  the  presence  of  pus  and  blood  in  the  urine,  which  is  commonly  of  an 
acid  reaction.  Usually,  some  distinct  cause  for  the  onset  of  acute  cystitis  is 
apparent,  such  as  some  form  of  acute  urethritis  or  of  previous  instrumentation, 
and  there  is  little  difficulty  in  the  diagnosis.  The  same  symptoms  are,  however, 
produced  by  an  acute  inflammation  of  the  prostate  which,  in  nearly  alt 
cases,   is  preceded  by  acute  urethritis  ;   the  presence  of  sweUing  of  the  gland. 
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and  acute  pain  on  rectal  palpation,  will  determine  the  presence  of  prostatic 
inflammation. 

Chronic  cystitis  may  succeed  acute.     The  symptoms  are  less  marked,   but 
increased  frequency  of  micturition  is  always  present.     The  urine  is  alkaline, 
contains  pus  and  mucus,  and  the  disease  is  commonly  associated  with  some  form 
of  urinary  obstruction,  or  with  retention  or  incontinence  due  to  some  nervous 
disease,  such  as  locomotor  ataxy  or  transverse  myelitis.     The  possibility  of 
retroversion  of  a  gravid  uterus  should  not  be  overlooked.     The  association  of 
pyuria  and  increased  frequency  of   micturition,  which   is   present  in   chronic 
cystitis,  must  be  distinguished  carefully  from  that  due  to  pyelitis  or  pyelo- 
nephritis, for  it  has  been  shown  that  increased  frequency  of  micturition  may  be 
present  without  any  vesical  infection.     In  renal  pyelitis,  the  urine  is  usually 
acid  in  reaction,  pale  in  colour,  and   shows   a  general  turbidity,  with    little 
inclination  towards  a  deposit  at  the  bottom  of  a  specimen.     The  urine  of  chronic 
cystitis  is  alkaline,  and  rapidly  deposits  a  greyish  sediment  of  pus.     In  pyelitis 
and  pyelonephritis,  the   urine   contains   more   albumin  than    the   pus   would 
account  for,  and  on  microscopic  examination  renal  or  pus  casts  are  frequently 
found,  whereas  in  cystitis  the  albumin   is   less,   and    vesical  cellular  elements 
are  present  without  casts,  unless  the  kidneys  are  affected  also. 

Further  evidence  may  be  obtained  by  the  use  of  the  cystoscope.  In  cystitis 
the  bladder  wall  is  found  to  be  trabeculated  and  the  mucous  membrane 
thickened  ;  it  has  lost  the  normal  iridescent  appearance,  and  the  vessels  of  the 
mucous  membrane  are  obscured.  With  pyelitis,  the  bladder  wall  is  normal, 
but  the  ureteric  orifice  of  the  affected  side  shows  the  thickened  or  pouting  lips 
and  slightly  raised  area  of  thickened  mucous  membrane,  whilst  the  urine 
flowing  from  the  orifice  may  be  seen  to  be  turbid  or  to  contain  small  particles 
of  muco-pus. 

Chronic  cystitis  may  be  simulated  by  an  inflammation  of  the  posterior  urethra. 
In  such  a  case,  there  is  almost  always  a  history  of  urethral  infection,  and  the 
diagnosis  can  be  made  by  urethral  irrigation.  The  patient  is  directed  to  retain 
his  urine  for  some  three  hours,  and  after  irrigating  the  anterior  urethra  as  far 
as  the  compressor  muscle  with  sterile  water  or  boric  acid  lotion,  the  urine  is 
passed  into  two  glasses.  With  posterior  urethritis  the  urine  contained  in  the 
first  specimen  will  contain  shreds  of  muco-pus,  whilst  that  of  the  second  specimen 
is  clear  ;  whereas,  with  cjrstitis,  the  second  specimen  will  be  as  turbid  as,  or 
even  more  turbid  than,  the  first. 

Tuberculous  cystitis  occurs  usually  in  young  adults.  The  characteristic 
symptoms  are  increased  frequency  of  micturition  during  both  day  and  night, 
pyuria,  with  pricking  pain  in  the  glans  penis  at  the  end  of  micturition,  and 
the  appearance  of  a  few  drops  of  blood  in  the  last  drops  of  urine.  The  same 
symptoms  are  often  present  with  vesical  calculus  and  with  vesical  epithelioma, 
when  ulceration  has  taken  place.  Vesical  calculus  is  usually  present  in  older 
patients,  and  during  the  early  part  of  the  illness,  before  cystitis  has  set  in,  the 
calculus  only  gives  rise  to  desire  to  micturate  during  movement,  and  to  penile 
pain.  When  cystitis  supervenes,  the  frequency  of  micturition  will  be  marked 
during  both  day  and  night.  Vesical  epithelioma  also  occurs  in  older  patients, 
and  when  ulcerated  may  cause  haematuria ;  frequently  the  diagnosis  may  be 
made  by  the  palpation  per  rectum  of  an  indurated  area  in  the  bladder  base,  or 
of  some  enlarged  glands  in  the  pelvic  lymphatic  space.  Tuberculous  cystitis 
in  the  early  stages,  when  the  disease  is  characterized  by  the  deposition  of  greyish 
tubercles  in  the  submucous  coat  of  the  bladder,  may  give  rise  to  increased 
frequency  of  micturition  without  other  symptoms,  but  in  the  progressive  advance 
of  the  disease  the  tubercles  enlarge,  coalesce  and  ulcerate  on  the  surface,  by 
which  time  pus  and  blood  will  be  present  in  the  urine,  and  tubercle  bacilli  should 


secondary  to  lesions  in  the  testes,  prostate,  or  vesicles,  the  disease  commoniy 
begins  in  the  epididymis  of  one  side,  and  spreads  to  the  vesicle  or  prostate, 
whence  a  focus  may  directly  ulcerate  into  the  bladder.  The  patient  will  first 
notice  increased  frequency  of  micturition  and  vesical  pain,  followed  by  an 
attack  of  hematuria  when  actual  ulceration  into  the  bladder  base  occura ;  the 
formation  of  a  tuberculous  ulcer  in  the  bladder  leads  to  pyuria  and  the  other 
symptoms  mentioned  above.  This  sequence  is  by  no  means  uncommon;  the 
history  of  testicular  disease  and  the  evidence  obtained  by  rectal  examination 
will  serve  to  indicate  the  nature  of  the  condition. 

Vesical  calculus  may  give  rise  to  pyuria  when  it  is  accompanied  by  cystitis, 
but  may  be  present  a  long  time  before  any  inflammatory  infection  occurs. 
When  cystitis  is  present,  the  urine  shows  no  features  which  will  distinguish  it 
from  thit  of  patients  suffering  from  some  other  form  of  cystitis,  except  that 
there  may  be  a  constant  presence  of  crystals,  or  an  increased  amount  of  blood 
after  exercise.  The  constant  symptoms  of  vesical  calculus  are  vesical  irritability 
during  the  day  time,  penile  pain  after  micturition,  and  h^ematuria,  especially 
after  any  exercise.  If  the  presence  of  a  calculus  is  suspected  in  the  bladder,  an 
examination  by  the  i-rays  [Fig.  98,  p.  312),  a  sound,  or  the  cystoscope,  will 
reveal  it.  Rontgen  rays  will  detect  even  a  uric-acid  stone  ;  the  cystoscope  may 
detect  a  stone  that  is  in  a  diverticulum,  partially  encysted  or  lying  in  the 
pouch  behind  an  enlarged  prostate,  where  it  may  easily  be  overlooked  in 
searching  the  interior  of  the  bladder  with  a  sound. 

Ulceration  of  the  urinary  bladder,  apart  from  tuberculosis  and  epithelioma, 
occurs  as  a  simple  ulcer,  consecutive  to  chronic  cystitis,  or  as  the  result  of  , 
injury.  A  single  non- tuberculous  ulcer,  similar  to  gastric  ulcer,  has  been  ' 
descrit>ed  as  occurring  in  young  adults  in  the  neighbourhood  of   the  ureteric 
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orifices,  causing  haematuria  and  painful  frequent  micturition.     Later^  the  surface 
of   the   ulcer  becomes  encrusted  with  phosphatic  material,  when   the    urine 
contains  muco-pus,  and  often  small  flakes  of  phosphatic  debris  from  the  surface 
of  the  ulcer.     This  single  ulcer  is  rare,  and  can  only  be  diagnosed  by  the  use  of 
the  cystoscope.     Ulceration  may  also  occur  in  the  bladder  as  a  result  of  severe 
cystitis,  when  necrosis  has  occurred  in  the  mucous  membrane.     This  condition 
is  occasionally  present  in  a  case  of  obstinate  cystitis,  giving  rise   to  painful 
and   frequent  micturition,  and  may  be  diagnosed  by  means  of  the  cystoscope. 
Both  the  simple  and  the  consecutive  ulcer  must  be  differentiated  from  tuber- 
culous ulceration  of  the  bladder  ;  in  the  latter,  haemorrhage  is  usually  slight, 
and  occurs  at  the  termination  of  micttu'ition  ;  tubercle  bacilU  may  be  found  in 
the  urine,  or  other  deposits  of  tubercle  found  in  the  epididymis,  prostate,  or 
seminal  vesicles.     The  cystoscopic  appearance  of  tuberculous  disease,  and  its 
more  generalized  distribution   in  the    vesical  wall,   will  afford   the   strongest 
evidence  in   the  diagnosis. 

Malignant  ulceration  of  the  bladder  occurs  in  tvvo  distinct  forms  :  (a)  The 
infiltrating  epithelioma  ;  (b)  The  villus-covered  carcinoma. 

(a).  The  infiltrating  variety  occurs  as  an  ulcer,  with  raised  edges  and  uneven 
necrotic  surface,  placed  usually  at  the  basal  portion  of  the  bladder.  It  is 
usually  met  with  in  men  over  fifty  years  of  age,  causing  increased  frequency  in 
micturition,  pain  at  the  glans  penis  following  mictiu'ition,  with  blood  and  pus 
in  the  urine.  The  bladder-wall  in  the  vicinity  of  the  ulcer  is  densely  infiltrated, 
and  frequently  can  be  felt  on  digital  examination  by  the  rectum,  whilst  at  the 
same  time  the  lymphatic  glands  in  the  pelvic  space  may  be  felt  to  be  enlarged. 

(b).  The  villus-covered  carcinoma  of  the  bladder  is  not  uncommon,  and  gives 
rise  to  irregular  profuse  haemorrhages.  The  tumour  is  attached  to  the  bladder 
by  a  broad  pedicle,  or  may  be  entirely  sessile  and  covered  by  blunted  villi, 
presenting  a  coarsely  mammilated  surface.  It  occurs  in  elderly  patients,  and 
the  tumours  are  frequently  multiple.  The  surface  is  often  necrotic,  giving  rise 
to  pyuria.  The  diagnosis  is  not  difficult,  the  frequently  recurring  haemorrhages 
in  the  lu-ine,  associated  with  increased  frequency  of  micturition,  pain,  and 
pjruria  in  an  elderly  patient,  being  fairly  distinctive.  Not  uncommonly  there  is 
unilateral  renal  aching  from  the  interference,  by  the  position  of  the  growth, 
with  the  flow  of  urine  from  one  ureteric  orifice,  so  that  renal  disease  may  be 
suspected  ;  but  in  all  cases  a  careful  cystoscopic  examination  will  show  the 
nature  of  the  disease.  Difficulty  may  be  experienced  in  obtaining  a  satisfac- 
torily clear  medium  for  a  cystoscopic  view,  but  in  most  cases  this  can  be 
accomplished  by  gentle  manipulations,  or  by  the  use  of  a  styptic  such  as  adrenalin 
i-iooo,  or  silver  nitrate  i-iooo.  Difficulty  may  be  found  in  distinguishing 
cystoscopically  between  a  benign  papilloma  and  villus-covered  |>edunculated 
carcinoma ;  but  the  broad  attachment  of  the  latter  to  the  bladder,  the  stunted 
villi  covering  it,  and  the  multiplicity  of  the  tumours,  will  be  signs  of  malignant 
disease  {Plate  VI,  Fig.  F).  In  rare  instances  a  benign  papilloma  may  begin  to 
slough  on  the  surface,  or  may  be  accompanied  by  cystitis,  when  pyuria  will  be 
present.  A  cystoscopic  examination  will  reveal  the  diagnosis.  Microscopical 
examination  of  the  urinary  deposit  may  show  distinctive  fragments  of  new 
growth. 

Bilharzia  hcematobia  may  cause  pus  in  the  urine  in  advanced  cases.  When 
the  small  nodules  in  the  submucous  tissues  (Plate  VI,  Fig  K)  of  the  bladder 
ulcerate,  small  fungating  masses  are  found  in  the  bladder.  The  typical  ova 
in  the  urine  (Fig.  13,  p.  93),  in  addition  to  pus  and  blood,  will  be  found  on 
microscopical  examination  of  the  urinary  sediment. 

4.  Urethral  Causes. — Any  condition  which  sets  up  a  purulent  urethritis  will 
cause  pyuria.     If  the  urethritis  is  recent  or  profuse,  the  local  condition  will  be 
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enough  it  must  be  lemembered  that  cystitis  may 

compile  irect  backward  infection.     If,  in  additjon 

to  uretl  sed  desire  to  orinate,  suprapubic  pain,  or 

hmuti  present.    The  anterior  urethra  should  be 

inigittei  ic  acid  lotion,  and  the  patient  then  directed 

to  paS3  :  first  portion  passed  contains  pus  and  the 

second  i  lie  posterior  urethra  and  not  in  the  bladder, 

but  if  t  pas,  cystitis  is  present. 

The  onset  of  acute  prostatitis  complicating  urethritis  gives  rise  to  increased 
desire  to  micturate,  and  perineal  and  suprapubic  pain,  in  addition  to  pyuria, 
or  may  cause  retention  of  urine.  Digital  examination  of  the  prostate,  pet 
rectum,  will  show  the  prostate  to  be  acutely  inflamed,  enlarged,  and  very 
painful. 

A  small  amount  of  pus  may  be  present  in  the  urine  in  cases  of  chronic 
urethritis  which  is  not  sufficient  to  cause  any  visible  discharge  from  the  meatus. 
The  anterior  urethra  should  be  irrigated  well,  and  the  urine  again  passed  into  two 
separate  glasses,  when,  if  the  first  washings  from  the  urethra  contain  pus,  there 
is  infection  in  the  anterior  urethra  ;  if  the  first  specimen  of  urine  contains  pus 
but  the  second  is  clear,  there  is  infection  in  the  posterior  urethra ;  whilst  if  both 
contain  pus,  cystitis  is  present.  In  any  case  of  urethral  discharge,  a  bacterio- 
logical examination  should  be  made  for  the  organism  cansing  the  infection,  for 
it  is  far  from  uncommon  to  find  that  an  ^apparent  gonorrhtBal  urethritia  is  in 
reality  due  to  staphylococcal  infection. 

Pyuria  is  commonly  present  in  cases  of  stricture  of  the  urethra,  from  the 
co-existing  urethritis  or  cystitis. 

B.  Pyuria  caused  by  Disease  outside  thk  Ubinary  Organs. — Pus  may 
be  present  in  the  urine,  apart  from  any  disease  in  the  urinary  aj^taratos,  either 
by  accidental  contamina^n  of  the  urine,  (v  by  die  direct  spread  of  inflam- 
matory or  carcinomatous  processes  from  neighbouring  organs  to  the  urethra, 
the  bladder,  or  more  rarely  the  ureter.  In  the  male,  the  accumulation  of  pus 
behind  a  phimosis  may  account  for  pyuria,  or  in  the  female  a  liucorrhetal 
discharge  may  contaminate  the  urine.  In  the  latter  case  the  vulva  should  be 
cleansed  well  with  an  antiseptic,  and  a  catheter  passed  to  obtain  a  specimen 
for  examination- 

The  spread  of  inflammatory  processes,  or  the  actual  rupture  of  an  abscess  into 
any  part  of  the  urinary  tract,  will  cause  pyuria,  and  may  create  considerable 
difficulty  in  diagnosis.  If  symptoms  pointing  to  urinary  trouble,  such  as 
markedly  increased  frequency  of  micturition  or  slight  hteroaturia,  be  followed 
by  the  sudden  appearance  of  a  quantity  of  pus  in  the  urine,  there  is  strong 
probability  of  the  rupture  of  an  extra-urinary  abscess  into  the  bladder  or  urethra, 
provided  that  the  sudden  emptying  of  a  renal  abscess  or  a  pyonephrosis  can  be 
eliminated.  Frequently  the  history  of  any  ease  will  give  some  indication  of  the 
primary  trouble,  of  which  the  most  frequent  are  prostatic  abscess,  appendical 
abscess,  pyosalpinx,  psoas,  iliac,  or  pelvic  abscess. 

Prostatic  abscess  is  most  frequently  a  sequela  of  an  acute  urethritis  which  has 
infected  the  posterior  urethra  and  caused  an  acute  prostatitis.  It  may  be  due  to 
a  gonorrhceal  or  to  a  septic  venereal  infection,  or  may  result  from  septic  instru- 
mentation in  the  urethra.  An  acute  prostatitis  is  very  prone  to  result  in  the 
formation  of  an  abscess  which  may  rupture  into  the  urethra,  bladder,  or  rectum, 
unless  appropriate  surgical  measures  be  undertaken.  The  onset  of  acute  pros- 
tatitis is  marked  by  increasing  desire  to  micturate,  pain  in  the  perineum  and 
hypogastric  areas,  and  raised  temperature,  whilst,  per  rectum,  the  prostate  is  felt 
to  be  uniformly  enlarged  and  very  tender.  If  an  abscess  result,  there  may  be 
rigors  and  increased  difficulty  in  micturition,  even  retention  ol  urine,  whilst  a 
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soft  area  may  be  felt  in  the  prostate  from  the  rectal  aspect.  A  prostatic 
abscess  may  occur  more  farely  in  connection  with  a  prostatic  calculus ;  it  may 
open  into  the  urethra  or  bladder,  or  may  be  present  in  advanced  genito-urinary 
tuberculosis  J  when  a  prostatic  focus  may  caseate  and  ulcerate  into  the  trigonal 
area  of  the  bladder,  a  condition  which  is  usually  accompanied  by  a  sharp  attack 
of  haematuria.  A  tuberculous  focus  in  the  prostate  is  commonly  a  compara- 
tively late  feature  in  the  disease,  and  the  presence  of  nodules  in  the  epididymis 
or  seminal  vesicles,  or  the  previous  knowledge  of  vesical  tuberculosis,  will  assist 
very  largely  in  the  diagnosis. 

Pyuria  in  Inflammation  of  the  Vermiform  Appendix. — In  the  usual  position  of 
the  appendix  the  bladder  is  commonly  not  affected ;  but  if  the  appendix  passes 
downwards  across  the  pelvic  brim,  it  is  not  uncommon  to  find  that,  should 
it  become  inflamed,  the  patient  complains  of  frequent  and  painful  micturition. 
The  appendix  may  be  adherent  to  the  bladder,  when  the  latter  will  show  on 
cystoscopic  examination  a  localized  area  of  acute  congestion  on  the  right 
lateral  wall,  and  both  pus  and  blood  may  be  present  in  the  urine  ;  further, 
a  small  abscess  may  be  formed  in  the  adhesions  between  the  appendix 
and  the  bladder,  ulcerating  into  the  latter  and  giving  rise  to  pyuria.  Two 
such  cases  have  come  under  the  care  of  the  writer,  when  the  association  of 
frequently  recurring  attacks  of  pain  low  down  in  the  right  side  of  the  pelvis, 
with  increased  frequency  of  micturition  and  pyuria,  had  given  rise  to  the 
suspicion  of  ureteral  calculus.  In  each  case  a  cystoscopic  examination  showed 
a  normal  ureter,  and  a  small  ulcer  in  the  right  lateral  wall  of  the  bladder, 
surrounded  by  an  area  of  acute  cystitis.  The  diagnosis  of  these  cases  is  by  no 
means  easy  ;  in  the  first  place  the  situation  of  the  pain  is  lower  in  the  pelvis 
than  is  usual  with  appendicitis,  whilst  the  association  with  urinary  symptoms 
rather  points  to  vesical  disease  ;  but  the  character  of  the  onset  of  the  trouble, 
with  elevation  of  temperature  and  pulse-rate,  and  right-sided  abdominal 
rigidity,  will  point  to  an  acute  intra-abdominal  lesion.  In  other  cases,  again, 
an  abscess  resulting  from  appendicular  suppuration  may  track  down  into  the 
pelvis  and,  if  unopened,  may  rupture  into  the  bladder.  In  these  cases,  there 
will  be  the  usual  history  of  acute  appendicitis,  followed  by  a  tumour  in  the 
right  iliac  fossa  or  pelvic  space,  with  a  continuance  of  pyrexia,  or  even  rigors, 
which  subside  on  the  appearance  of  a  large  quantity  of  pus  in  the  urine. 

A  pyosalpinx  may  rupture  into  the  bladder  or  cause  cystitis  from  the  direct 
spread  of  the  inflammatory  process  to  the  bladder.  There  will  usually  be  a 
history  of  leucorrhoea,  with  constant  aching  or  dragging  pains  in  the  lumbo-sacral 
region,  aggravated  at  intervals  with  more  severe  attacks  of  pain  and  malaise. 
The  periods  may  be  profuse  and  associated  with  more  pain  than  usual,  and  on 
vaginal  examination  a  distinct  fullness  or  tumour  may  be  felt  in  one  or  both 
fornices. 

Psoas  or  iliac  abscess  may  rupture  into  the  bladder,  and  a  psoas  abscess  has 
been  known  to  open  into  a  ureter  ;  but  the  swelling  in  the  iliac  fossa  or  inguinal 
region,  together  with  signs  of  spinal  caries,  will  point  to  the  condition. 

Carcinoma  of  the  neighbouring  organs  in  the  pelvis  frequently  attacks  the 
bladder  by  the  direct  spread  of  the  growth.  This  is  most  common  in  carcinoma 
of  the  uterine  cervix  and  of  the  rectum,  but  may  result  from  cancer  of  the  pelvic 
colon,  sigmoid,  or  caecum.  In  any  case,  the  spread  of  the  disease  to  the  bladder 
occurs  late  in  the  disease,  so  that  S3rmptoms  of  the  initial  trouble  are  sufficiently 
manifest  to  point  to  the  diagnosis.  The  implication  of  the  bladder  is  first  shown 
by  an  increased  desire  to  pass  urine,  and  by  pain  during  the  act ;  later,  when 
the  growth  has  actually  infiltrated  the  vesical  mucous  membrane,  ulceration 
into  the  bladder  occurs,  with  the  passage  of  pus  and  blood  in  the  urine.  If  the 
growth  has  extended  from  the  uterus  or  vagina,  there  may  be  a  leakage  of  urine 


relative  excitabUities  ol  tbe  nerves  and  muscles  ol  the  two  sides  of  tbe  body 
cannot  be  compared. 

Under  normal  conditions,  both  faradic  and  galvanic  currents  produce  brisk 
contractions  of  a  muscle  when  applied  either  to  it  or  to  its  nerve  ;  and  with 
galvanism  it  is  found  that  a  weaker  current  will  suffice  to  evoke  a  contraction 
on  making  the  circuit  when  the  kathode  U  on  the  muscle  or  nerve  than  when 
the  anode  is  similarly  employed.  This  is  usually  summarized  by  the  formula 
K.C.C.  >  A.C.C,  which  means  "  the  kathodal  closure  contraction  is  more 
easily  obtained  than  is  the  anodal  closure  contraction,"  When  the  nerve  is 
degenerated,  however,  there  is  a  change  in  these  electrical  reactions,  and  when 
there  is  complete  reaction  of  degeneration — often  written  and  spoken  of  as 
R.D. — stimulation  of  the  nerve  itself  evokes  no  muscular  contractions  whether 
the  faradic  or  the  galvanic  current  is  employed,  stimulation  of  tbe  muscle  evokes 
no  contraction  when  tbe  faradic  current  is  used,  whilst  with  galvanism  the 
muscle  can  still  be  made  to  contract,  though  its  method  oJ  response  differs 
from  the  normal  in  the  following  respects  ; — 

I,   It  may  sometimes  be  evoked  by  a  strength  of  current  less  than  the  healthjr 


2.  The  twitch  of  the  contraction  is  slow  and  sluggish,  instead  of  brisk  and 

3.  It  may  be  evoked  at  least  as  readily  when  the  pole  upon  the  muscle  is  the 
anode  as  when  it  is  the  kathode ;  this  is  expressed  by  the  formulae  A.C.C.  ~  K.C.C., 
or  A.C.C.  >  K.C.C,  which  mean  that  the  anodal  closure  contraction  is  obtained 
from  quite  as  small  a  current  as  is  the  kathodal  closure  contraction,  or  even 
from  a  smaller  current  than  the  minimum  required  -for  the  kathodal  closure 
contraction. 
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In  this  connection,  however,  two  distinct  considerations  require  to  be  clearly 
understood.  In  the  first  place,  if  a  given  nerve  were  cut  across  with  a  knife, 
there  would  be  no  immediate  R.D. ;  it  takes  a  week  or  more  for  the  process  of 
nerve  degeneration  to  reach  the  stage  that  produces  R.D. ;  it  then  depends 
upon  what  happens  to  the  nerve  how  long  lie  R.D.  persists ;  if  regeneration 
occurs,  it  takes  from  twelve  weeks  onwards  to  complete  itself,  and  R.D.  will  be 
found  all  that  time ;  if  the  nerve  does  not  regenerate,  then  R.D.  may  persist 
for  two  or  three  years  or  more,  provided  that  the  muscle  fibres  are  kept,  by 
massage  and  electrical  treatment,  from  becoming  mere  strands  of  fibrous  tissue. 
Should  the  latter  change  ensue,  there  will  be  no  more  electrical  response  in  the 
fibrous  tissue  that  used  to  be  muscle  than  there  would  be  in  any  other  fibrous 
tissue. 

In  the  second  place,  it  happens,  as  often  as  not,  that  when  some  fibres  in  a 
nerve  trunk  degenerate,  others  do  not,  and  the  same  applies  to  the  corresponding 
muscle  fibres.  It  follows  that  there  will  then  be  a  mixed  reaction,  the  normal 
fibres  giving  a  normal  response,  the  degenerated  fibres  giving  R.D.  ;  the  greater 
the  proportion  of  degenerated  fibres,  the  nearer  will  the  reactions  obtained 
approach  to  complete  R.D.,  and  vice  versa.  The  result  is  spoken  of  as  partial 
R.D.  ;  some  excitability  both  of  the  nerves  and  of  the  muscles  to  faradism 
remains,  but  it  is  less  than  normal ;  the  nerve  responds  to  galvanism,  but  not  so 
readily  as  does  the  muscle  when  the  latter  is  stimulated  directly  ;  the  response 
of  the  muscle  will  be  less  brisk  than  normal,  and  yet  K.C.C.  may  still  be  more 
easily  obtained  than  A.C.C.  It  is  by  no  means  easy  to  be  sure  of  the  interpreta- 
tion of  a  partial  R.D.,  but  partial  is  commoner  than  complete  R.D. 

The  chief  use  of  R.D.  is  in  distinguishing  cases  of  muscular  atrophy  that 
are  due  to  organic  changes  in  the  lower  neurone  from  other  cases  of  atrophy, 
especially  when  the  latter  is  due  to  general  wasting  from  cachexia,  or  to  arthritis, 
or  disuse,  or  a  primary  muscular  dystrophy.  When  R.D.  is  present  there  is  a 
lesion  in  the  lower  neurone,  either  in  the  anterior  comual  cells,  in  the  anterior 
nerve  roots,  or  in  the  peripheral  motor  nerve  fibres.  The  differential  diagnosis 
of  the  various  affections  of  these  parts  is  discussed  under  Atrophy,  Muscular. 

It-  remains  to  add  that  there  arc  a  few  maladies  in  which  the  electrical 
reactions  are  peculiar,  though  they  do  not  present  R.D.  In  tetany,  for  instance, 
Erb  has  shown  that  A.C.C.  is  often  greater  than  K.C.C,  although  in  other  respects 
the  reactions  are  normal.  In  Thomsen's  disease  there  is  variability  in  the  polar 
responses,  but  excitability  to  faradism  remains.  In  some  cases  of  Raynaud's 
disease,  and  in  angio-neurotic  oedema  and  allied  vasomotor  neuroses,  there  may 
be  variations  from  the  normal  galvanic  reactions.  In  myasthenia  gravis  (Figs. 
^3.  84,  p.  261)  it  is  characteristic  that,  whereas  the  affected  muscles  respond 
readily  to  the  first  few  faradic  stimuli,  the  contractions  rapidly  diminish  in  size 
and  cease  after  a  few  minutes,  notwithstanding  the  continuance  of  stimulation. 
After  a  period  of  rest  this  myasthenic  reaction  is  obtainable  again,  and  so  on. 
This  type  of  electrical  response  corresponds  precisely  to  the  rapid  fatigue  of 
the  voluntary  muscle  movements,  and  the  diagnosis  is  not  difi&cult,  though  the 
disease  is  rare.  Herbert  French. 

RECTUM,   ABNORMAUTIES  FELT  PER. 

Method  of  Examination. — The  patient  should  be  placed  in  a  good  light  and 
on  a  couch  of  convenient  height.  With  male  subjects  the  position  recommended 
is  the  knee-elbow,  and  with  females  the  right  lateral  with  the  knees  flexed 
and  the  right  arm  drawn  behind  the  back.  The  examination  should  be  made 
with  the  left  hand,  leaving  the  right  free  for  manipulations.  Most  diseases  of 
the  rectum  are  situated  within  two  inches  of  the  anus.  It  is  advisable,  therefore, 
that  to  begin  with,  the  finger  should  be  inserted  as  far  as  the  first  joint  only. 
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and  the  lower  inch  of  the  bowel  examioed  thoroi^hly.  The  e: 
not  be  concluded  until  the  finger  has  been  passed  np  as  high  as  possible  and 
the  whole  of  the  rectnm  within  reach  explored,  as'well  as  the  coccyx,  sacrum, 
ischio-rectal  fossae,  and  adjoining  viscera.  The  rectal  speculum  and  the 
sigmoidoscope  may  also  be  needed  to  comjdete  the  examination. 

If  any  abnormality  be  felt,  the  first  thing  to  ascertain  is  (i)  Whether  it  ties 
free  in  the  lumen  or  is  attached  to  the  wall  of  the  reUum  ;  (a)  Whether  it  is  som* 
abnormality  0/  an  adjoining  strudure  or  triscus  that  can  be  felt  through  Ike  rectum. 

I. — Abnobhalitibs  lying  Frbb  in  the  Lumen  or  Attached  to  the  Wali. 

A.  tvnigtl  BodlM. — Though  fxces  can  hardly  be  considered  as  foreign  to  the 
rectum,  yet  a  hard,  scybalous  mass,  enterolith,  or  hair-ball  may  amount  to  an 
abnormality. 

True  foreign  bodies  include  thos 
and  those  that  have  been  swalloi 
met  with,  and  then  are  generally  in 
employ  the  rectnm  as  a  hiding-pU 
bodies  felt  per  rectum  have  bee: 
needles,  and  sjdinters  of  wood, 
may  cause  a  rectal  or  iachio-rect 
discovery  and  removal  is  essential 

B.  SwalHiigi  of  tlM  RMttim  proji 
t.  Internal  Htsmorrkoidt  are  rat 

inflamed,  thrombosed,  or  gangrene 
inside  the  anus,  and  can  easily  be  he 
through  the  anal  orifice  for  ins[ 
diagnosed,  an  eiTort  should  be  ma 
such  as  a  carcinoma  in  the  bowel  above. 

2.  Abscess  (submucous)  gives  rise  to  a  more  or  less  elongated,  smooth, 
elastic  swelling  in  the  rectal  wall.  It  is  intensely  tender,  the  slightest  pressure 
causing  great  pain.  The  mucous  membrane  may  feel  hot,  and  pit  on  pressure. 
If  the  abscess  has  burst  or  bursts  during  examination,  the  finger  on  withdrawal 
will  be  covered  with  pus.  An  abscess  that  has  already  emptied  itself  feels 
like  a  small  pea  or  bean  in  the  submucous  tissue. 

3.  Polypus  is  a  term  used  to  designate,  without  reference  to  its  histological 
characteristics,  any  benign  tumour  that  is  pedunculated.  Almost  all  innocent 
tumours  in  this  position,  even  if  sessile  at  the  beginning,  become  pedunculated 
owing  to  the  downward  pressure  of  the  taces.  The  passage  of  blood  and 
mucus,  combined  with  the  absence  of  piles  and  carcinoma,  should  lead  one 
to  suspect  the  presence  of  a  polypus.  It  may  not  be  easy  to  feel,  because  its 
consistency  is  much  the  same  as  that  of  the  mucous  membrane,  and  further, 
its  peduncle  may  allow  such  free  movement  that  it  may  easily  be  mistaken 
for  a  small  mass  of  faces.  The  best  way  of  fixing  these  growths  is  to  sweep 
the  finger  round  and  round  the  whole  circumference  of  the  rectum  up  to  the 
highest  point  attainable.  The  growth  is  then  arrested  by  the  pedicle,  and  the 
finger  can  be  hooked  round  it,  so  that  the  growth  is  drawn  down  and,  if 
possible,  made  to  protrude  through  the  anus.  If  the  polypus  is  large,  a  rectal 
speculum  may  be  of  service.  It  is  to  be  remembered  that  polypi  are  often 
multiple. 

4.  Ulcers,  unless  malignant  or  chronically  inflamed,  can  rarely  be  felt  with 
the  finger  ;  they  must  be  exposed  to  view  with  the  speculum.  They  may  be 
tuberculous,  gummatous,  traumatic,  or  due  to  ulcerative  colitis  or  dysentery. 
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5.  Carcinoma  occurs  usually  in  people  over  forty.  Its  commonest  site  is 
within  the  four  terminal  inches  of  the  bowel.  The  exploring  finger  feels  a 
swelling  in  the  wall  of  the  rectum,  and  unfortunately,  because  patients  do  not 
present  themselves  early  for  examination,  the  swelling  will  be  large.  The  great 
characteristic  is  that  it  is  hard,  fixed,  irregular,  and  nodular.  The  extent  of 
the  growth  varies,  of  course,  with  the  stage  of  the  disease  :  it  may  involve  only 
a  small  part  of  the  circumference  of  the  bowel,  or  may  extend  right  round  so 
as  to  occlude  the  lumen  and  cause  a  stricture.  The  growth  is  usually  disinte- 
grated on  the  surface,  forming  a  malignant  ulcer ;  this  surface  is  friable  and 
bleeds  easily.  There  is  nearly  always  a  belt  of  normal  mucosa  between  the 
internal  sphincter  and  the  neoplasm. 

Not  only  the  lateral  but  the  upper  limit  of  the  growth  is  to  be  ascertained 
by  inserting  the  finger  to  its  extreme  limit,  care  being  taken  not  to  split  the 
mass.  Another  point  to  be  gauged  by  a  rectal  examination,  is  the  degree  of 
infiltration  as  measured  by  the  fixity  of  the  tumour  to  the  neighbouring  struc- 
tures, e.g.,  sacrum  and  coccyx.  Following  the  rectal  examination,  the  abdomen 
is  to  be  palpated  for  evidence  of  infection  of  the  inguinal,  pelvic,  and  lumbar 
glands,  and  the  existence  of  secondary  deposits  in  the  liver. 

The  clinical  symptoms  of  carcinoma  of  the  rectum  are  very  suggestive.  The 
patient  generally  complains  of  diarrhoea,  the  bowels  being  open  five  to  twenty 
times  a  day,  and  this  may  have  followed  on  a  period  of  constipation.  Notwith- 
standing the  apparent  diarrhoea,  the  total  amount  of  faeces  passed  is  very  small, 
and  no  sense  of  satisfaction  is  obtained  by  the  patient  after  stool.  The  action 
of  the  bowels  may  be  so  rapid  as  to  merit  the  description  '*  explosive  diarrhoea." 
Haemorrhage  from  the  bowel  is  a  common  symptom,  and  in  the  later  stages 
there  is  a  discharge  of  mucus.  Pain  is  complained  of — a  dull  aching  pain  in 
the  rectum  and  at  the  bottom  of  the  back,  which  is  not  made  much  worse  by 
the  passage  of  a  motion,  quite  unlike  the  sharp  temporary  excruciating  pain 
associated  with  an  anal  fissure  or  ulcer.  Emaciation  is  rapid,  and  a  history  of 
wasting  and  diarrhoea  in  a  middle-aged  patient  should  always  lead  to  a  careful 
examination  of  the  rectum,  and  if  nothing  is  to  be  felt  with  the  finger,  a 
sigmoidoscope  should  be  used.  A  carcinoma  is  likely  to  be  overlooked  from  care- 
lessness and  from  not  making  an  examination.  Mistakes  may,  however,  arise 
between  carcinoma  and  an  adenomatous  pol3rpus  or  ulceration,  either  traumatic 
or  tuberculous,  around  which  much  long-standing  inflammation  has  caused 
thickening.  The  facts  that  a  carcinoma  is  hard,  the  surface  often  excavated, 
and  the  edges  nodular  and  everted,  arc  generally  sufficient.  If  real  doubt  exists, 
a  piece  of  the  ulcer  may  be  removed  for  microscopic  report. 

6.  Intussusception. — Occasionally  a  piece  of  intussuscepted  bowel  may  come 
down  so  far  as  to  be  felt  per  rectum.  This  condition  is  associated  with  the 
passage  of  blood  and  mucus,  and  therefore  might  be  mistaken  for  a  disease 
of  the  rectum  proper.  The  fact  that  intussusception  occurs  nearly  always  in 
children,  especially  at  the  age  of  nine  months  or  thereabouts,  and  causes  intes- 
tinal obstruction,  should  make  such  a  mistake  easily  avoidable. 

C  Strieture  due  to  a  carcinoma  is  dealt  with  above,  but  a  few  remarks  remain 
to  be  made  about  fibrous  stricture.  This  may  be  present  at  the  anal  orifice, 
at  the  level  of  the  upper  border  of  the  internal  sphincter,  or  three  to  four  inches 
up  the  rectum.  It  may  be  annular  or  tubular.  The  finger  meets  with  a  firm 
cord-like  constriction,  which  perhaps  will  not  allow  the  entrance  of  more  than 
its  tip  ;  there  will  be  no  bleeding  unless  the  finger  is  forced  through  the  stenosis 
and  the  mucous  membrane  torn. 

D,  FUtnln,  either  recto-vaginal  or  recto-vesical,  whether  congenital  or 
acquired,  may  be  felt  with  the  finger.  The  passing  of  urine  or  faeces  by  abnormal 
passages  indicates  the  complaint. 


^  iTf, — SaKJrial  seciion  or  the  pelvis  of  a  fcmiiLe 

ef  Ihc  vulva.      A  Bladdn;   B  rectum;  C  nctg- 
ne  fold :  D  symphjnia  pubLi ;  E  vulvi-aniH ;  t  «i- 


Fif,    m.  — Illmtniting_  the   c 
between  the  proctodeum  indib' 
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II. — Abnormalities   of   some   Neighbouring   Structure   or   Viscus 

FELT    THROUGH    THE    ReCTUM. 

It  does  not  lie  within  the  scope  of  this  article  to  give  the  differential 
diagnosis  of  all  the  morbid  conditions  that  can  be  felt  through  the  rectum  ; 
it  suffices  to  take  the  structures  within  reach  of  the  finger,  and  indicate 
the  varying  conditions  in  which  a  diagnosis  may  be  aided  by  a  rectal 
examination. 

On  the  Anterior  Wall  the  structures  that  can  normally  be  felt  are'  the  prostate 
in  the  male,  and  the  uterus  in  the  female. 

Prostate. — Any  enlargement  is  easily  felt.  An  adenoma  is  the  commonest 
form.  This  is  soft,  elastic,  and  has  a  groove  in  the  middle  line.  A  carcinoma 
or  sarcoma  is  hard  and  fixed,  and  the  outlines  are  blurred.  A  prostatic  abscess 
causes  a  marked  painful  protrusion  into  the  rectum. 

The  Vesiculee  Seminales  are  not  palpable  normally.  The  fact  that  they  can 
be  felt  is  almost  sufficient  to  declare  them  diseased.  They  are  most  commonly 
affected  in  connection  with  tuberculosis  of  the  testes  or  from  present  or  past 
gonococcal  vesicuUtis. 

The  Bladder  is  not  felt  if  healthy.  If  greatly  distended  it  may  form  a  tense 
resistance  in  the  anterior  wall  of  the  rectum.  Rarely,  a  large  stone  or  a  malignant 
growth  of  the  floor  may  be  felt. 

The  Uterus  is  easily  palpable.  Any  enlargement  or  retroversion  can  be 
recognized  ;  the  pressure  of  a  foetal  head  may  occlude  the  rectum. 

The  Vagina  cannot  be  felt  unless  it  is  occupied  by  a  foreign  body  such  as  a 
pessary,  or  is  the  seat  of  a  growth. 

The  Ovaries,  if  enlarged  by  cystic  disease  or  by  new  growth,  may  come  within 
reach  of  the  finger ;  pyosalpinx  is  often  a  bilateral  affection  in  which  the 
inflammatory  masses  can  be  felt  per  rectum  in  Douglas's  pouch ;  they  can  be 
detected  more  readily  by  vaginal  examination,  however,  when  this  route  is 
permissible. 

Through  the  Posterior  Wall  the  only  structures  that  can  be  recognized  are  the 
coccyx  and  sacrum. 

The  Coccyx  may  be  found  bent  in  and  pressing  on  the  rectum.  In  coccy- 
dynia  any  movement  of  the  coccyx  may  cause  great  pain. 

The  Sacrum  may  be  the  seat  of  cither  a  growth  or  an  abscess,  which  wUl 
cause  a  bulging  into  the  posterior  wall. 

On  the  two  Lateral  Sarfaees  no  structures  are  normally  recognized.  The 
ischio-rectal  fossae  are  common  sites  for  abscesses,  and  these  can  be  felt  as 
tense  swellings  pushing  in  the  wall.  Rarely  an  aneurysm  of  the  internal  iliac 
artery  or  a  stone  in  the  lowest  portion  of  the  ureter  may  be  felt. 

If  anything  is  felt  with  the  tip  of  the  finger  through  the  upper  portion  of 
the  rectum,  it  will  usually  be  something  distending  Douglas's  pouch.  This 
may  be  blood  coming  from  a  ruptured  or  leaking  ectopic  gestation,  or,  more 
likely,  a  localized  abscess,  either  parametric  or  arising  from  a  septic  Fallopian 
tube  or  the  vermiform  appendix.  In  some  cases,  an  abscess  in  this  position 
may  exert  such  pressure  on  the  rectum  as  to  cause  intestinal  obstruction. 
Some  surgeons  state  that  they  arc  able  to  detect  the  appendix  if  it  is  hanging 
over  the  brim  of  the  pelvis,  but  to  do  this  the  finger  must  be  long  and  the  senses 
very  acute. 

Sometimes,  when  there  is  doubt  as  to  whether  symptoms  arising  in  connec- 
tion with  a  more  distant  organ,  e.g.,  the  stomach  or  the  gall-bladder,  are 
due  to  malignant  disease  or  not,  rectal  examination  affords  valuable  evidence 
of  malignancy  even  when  there  are  no  pelvic  symptoms  at  all.  When  secondary 
deposits  have  arisen,  they  develop  not  infrequently  in  the  pelvic  peritoneum. 
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presumably  aa  the  result  of  giavitatioD  of  malignant  particles  into  Douglas's 
pouch.  These  latent  secondary  deposits  can  sometiines  be  felt  very  definitely 
as  a  firm  band  or  shelf — tbe  "  rectal  shelf  " — if  the  observer's  index  fingei  is 
a  fairly  long  one.  George  E.  Gash. 

RECTDM,  BLOOD  PI 

REDDPLICATIOK   O; 

the  diagnosis'  in  a  part 
presence  or  absence  af 
reduplication  is  sometin 
interpretation.  It  has 
larly  from  the  canter-i 
carditis,  and  less  often  1 
in  pernicious  anaemia  a 
beginning  of  a  mid-dias 
endocarditis  of  tbe  miti 
various  sounds  are  to  t 
them  in  other  cases ; 
sounds  heard  in  a  given 
Reduplication  of  the 

but  does  not  specify  ei 
bruit,  the  commonest  1 
granular  kidney  or  art 
pressure,  urinary  and  n 
Reduplication  of  the 
area  (second  left  interco 

great  relative  increase  in  the  intrapulmonary  blood-pressure,  so  that  the 
pulmonary  valves  close  a  fraction  sooner  than  the  aortic  ;  the  reduplication 
may  alternate  with  simple  accentuation  (see  p.  i),  the  commonest  cause  being 
mitral  disease,  especially  mitral  stenosis.  Similar  reduplication  of  the  second 
sound  may  be  heard  at  the  impulse  also  in  these  cases,  though  more  often  the 
second  ^Tound  here  is  weak  or  inaudible.  The  commonest  cause  for  reduplication 
of  the  second  sound  at  the  impulse  is  great  relative  increase  in  the  systemic 
blood -pressure — especially  in  cases  of  arteriosclerosis  or  granular  kidney.  The 
second  sound  in  the  aortic  area  {second  right  intercostal  space  close  to  the 
sternum)  is  generally  very  loud  and  at  the  same  time  ringing,  or  even  redupli- 
cated also  if  the  pulmonary  second  sound  is  of  its  ordinary  loudness.  There 
are  no  other  really  important  causes  of  reduplication  of  either  of  the  heart 
sounds.  Herbert  FriiKk. 

REFLEX,  PLANTAR.— (See  Babinski's  Sigh.) 

REFLEX,  PUPILLARY.— (See  Pupil,  Abnormalities  of  the.) 

REGURGITATION  OF  FOOD  THROUGH  THE  NOSE.— This  occurrence  may 
be  but  a  temporary  accident,  the  result  of  an  unsuccessful  attempt  to  stave  off 
a  sneeze,  a  cough,  or  a  burst  of  laughter  when  the  mouth  is  lull  of  food  or 
fluid.  It  may  also  result  from  an  explosive  return  of  gas  from  the  stomach  or 
oesophagus,  particularly  after  drinking  gassy  fluid  such  as  soda-water,  champagne, 
ginger -beer,  cider,  or  beer.     In  such  cases  the  diagnosis  is  generally  obvious. 

Repeated  regurgitation  of  food  through  the  nose  results  from  two  main  groups 
of  causes,  namely  : — 
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A,  Stnietural  Imperfeetloiis  of  the  Palate : — 

(a)  Congenital :    cleft  palate 

(b)  Acquired  perforation :    (i.)  traumatic,   (ii.)   syphilitic,   (iii.)  malignant, 

(iv.)  tuberculous. 

B.  Paresis  or  Paralysis  of  the  Soft  Palate  or  of  the  Pharynx : — 


(a)  Post-diphtheritic 
(6)  Post-operative 

(c)  Syphilitic 

(d)  The  result  of  bulbar  paralysis 


(e)  The  result  of  pseudo- bulbar 

paralysis 
(/)  Cases  of  undetermined  cause. 


Simple  inspection  of  the  roof  of  the  mouth  is  generally  sufficient  to  decide 
whether  the  cause  belongs  to  group  A  or  to  group  B.  The  median  and  sym- 
metrical imperfection  of  a  congenital  cleft  palate  is  obvious,  and  there  is  the 
history  of  the  trouble  dating  from  birth.  There  may  be  a  hareUp  or  other 
congenital  abnormaUty  at  the  same  time.  When  an  ulcerative  process  is  still 
in  progress,  there  may  for  a  time  be  some  doubt  as  to  whether  it  is  syphilitic, 
malignant,  or  tuberculous.  The  history  may  help,  or  the  heahng  of  the 
ulcer  under  the  influence  of  mercury  or  iodide  of  potassium  may  indicate  its 
syphilitic  nature.  If  it  is  important  to  arrive  at  the  correct  diagnosis  as  early  as 
possible,  a  small  portion  of  tiie  pathological  tissue  may  be  excised  and  examined 
microscopically,  or  some  assistance  may  be  derived  from  the  application  of 
Wassermann's  serum  test,  or  by  direct  examination  of  scrapings  from  the  ulcer 
for  the  Spirochata  pallida  or  for  tubercle  bacilli.  Tuberculous  ulceration  of 
the  palate  is  very  rare,  and  is  generally  associated  either  with  lupus  or 
with  definite  phthisis.  A  new  growth  of  the  palate  may  be  either  epithelioma, 
endotheUoma,  or  sarcoma,  the  distinction  between  these  depending  mainly  on 
the  microscope. 

Diphtheria. — If  there  is  no  structural  defect  of  the  palate,  the  regurgitation  of 
food  through  the  nose  being  due  to  paralysis,  by  far  the  most  likely  cause,  when 
this  is  the  chief  symptom,  is  previous  diphtheria.  The  existence  of  the  latter 
may  have  been  recognized  at  the  time,  but  quite  often  the  diphtherial  attack 
has  been  so  slight  as  either  to  have  caused  no  definite  illness  at  the  time,  or  else 
to  have  been  regarded  as  simple  sore  throat.  The  palate  alone  may  be  paralyzed, 
giving  rise  to  a  nasal  alteration  in  the  character  of  the  voice,  as  well  as  to  the 
regurgitation  ;  or  there  may  be  paresis  of  the  ciliary  muscles  and  the  eyes  as 
well,  causing  difficulty  in  reading ;  less  commonly,  there  is  further  evidence  of 
peripheral  neuritis  afiecting  the  limbs  and  heart.  The  trouble  may  not  come 
on  for  three  or  four  weeks  after  the  diphtherial  attack  and  therefore  it  may  no 
longer  be  possible  to  detect  Klebs-Loffler  bacilli  in  swabbings  from  the  tonsils 
or  fauces  ;  but  in  every  such  case  it  is  important  to  look  for  them,  both  directly 
and  by  means  of  cultures.  Probably  not  a  few  cases  ascribed  to  "  influenza," 
or  to  undetermined  causes,  are  really  post-diphtheritic.  The  paresis  recovers 
in  time,  sometimes  quickly,  but  often  not  until  three  months  or  more  have 
elapsed. 

Post-operative  Cases. — The  history  in  these  cases  will  point  to  the  diagnosis ; 
the  accident  is  rare,  and  as  a  rule  the  effects  are  temporary  ;  it  may  happen 
during  the  removal  of  tonsils  and  adenoids. 

Syphllitie  Paralysis  of  the  Palate  is  not  common,  and  it  hardly  ever  occurs  by 
itself.  It  is  a  general  rule  that  luetic  affections  of  cranial  nerves  are  multiple 
and  often  asymmetrical ;  thus  there  may  be  strabismus,  or  a  laryngeal  paresis, 
in  addition  to  that  of  the  palate  ;  or  there  may  be  a  history  or  other  evidence 
of  syphilis. 

Bulbar  or  pseado-bnlbar  Paralysis.~When  this  affects  the  palate  and  causes 
regurgitation  of  food  through  the  nose,  there  have  generally  been  other  symptoms 
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for  some  time.  The  maUdy  is  slowly  progressive,  and  starts  with  paresis  of 
the  lips  and  tongue  ;  swallowing  is  difficult,  not  so  much  because  of  the 
regurgitation  as  because  the  tongue  is  unable  to  thrust  the  bolus  back  between 
the  fauces.  Tbe  constant  dribbling  of  saUva  from  the  angles  of  the  mouth 
is  characteristic  of  some  cases.  The  title  labio-glosso-pharyngo-laryngeal 
paralysis  indicates  the  usual  sequence  of  events.  Bulbar  paralysis  may  be 
associated  with  progressive  muscular  atrophy,  and  it  may  be  distinguished  from 
pseudo-bnlbar  paralysis  by  the  atrophy  of  the  tongue,  which  occurs  in  the- 
former  but  not  in  the  latter.  Bulbar  paralysis  is  due  to  a  lesion  in  the  medulla, 
oblongata,  whereas  pseudo-bulbar  paralysis  has  very  similar  symptoms  due  to 
bilateral  cortical  softening.     In  either  case  the  patients  are  generally  elderly. 

Ondttarmliwd  Canwi.— As  regards  such  cases,  it  may  be  repeated  that  the 
majority  are  doubtless  post-diphtheritic,  so  that  it  is  important  to  take 
swabbings  from  the  throat  of  all  such  patients,  in  order  to  examine  culturally 
for  the  Klebs-Ldffler  bacillus.  Herbert  Frtnch. 

RETBIITIOII  OF  DRIRB. — (See  Micturition,  Abmorhalitibs  of.) 

RBTRACTION  OF  THE  ABDOMBH.— (See  Rigidity  of  thb  Abdombn.) 

RETRACTIOK   OF  THB   ODMS 

patients  very  much,  but  in  itself  it 
In  a  mild  degree  it  may  be  due  to 
absence  of  this  canse  it  suggests  thi 
tartar,  caries  of  the  teeth,  or  pyo 
cussed  under  the  heading  of  Blk 
may  be  present,  even  in  an  extrem 
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symptom  in  the  following  conditions  ; — 

Acute  meningitis    (i.|      Suppurative 

,,  ,,  (ii.)    Tuberculous   (basal) 

„  ,,  (iii.)  Meningococcal  (posterior  basal) 

,,  ,,  (iv.)  Meningococcal  (epidemic  cerebrospinal) 

Cerebellar  or  other  subtentorial  tumour  or  abscess 

Superior   longitudinal  sinus  thrombosis 

Acute  encephalitis 

Bronchopneumonia  with  partial  asphyxia 

Laryngeal  obstruction,  especially  diphtheria  in  children 

Strychnine  poisoning 

Tetanus 

Hydrophobia 

Catalepsy 

Spasmodic  torticollis 

Paramyoclonus  multiplex 

Hysteria  and  hystero-epilepsy. 
In  arriving  at  a  diagnosis  in  any  given  case,  the  probability  is  that  stryditiine 
poisoning,  tetanus,  and  hydrophobia  will  either  suggest  themselves  at  once  on 
account  of  other  circumstances  in  the  case,  or  else  will  not  need  to  be  discussed 
at  all.  Hysteria  can  only  be  diagnosed  when  all  other  possibilities  have  been 
excluded,  and  probably  not  until  the  case  has  been  anxiously  watched  for  a  time  ; 
there  may  be  other  functional  symptoms  in  the  case  ;  the  patient  is  generally 
a  young  adult,  more  often  female  than  male.  Catalepsy  and  hystero-epilepsy 
will  be  suggested  by  the  mental  symptoms,  or  obvious  insanity. 
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These  things  being  excluded »  the  first  thought  that  marked  and  maintained 
retraction  of  the  head  arouses  is  that  the  patient  has  some  serious  intracranial 
lesion,  probably  meningitis.  Before  coming  to  this  conclusion,  however,  it  is 
important  not  to  forget  that  extreme  dyspnoea  in  children  sometimes  produces 
considerable  head  retraction,  so  that  the  physical  signs  in  the  lungs  and  heart 
should  be  noted  carefully,  bronchopneumonia  and  capillary  bronchitis  being 
kept  specially  in  mind,  and  any  signs  of  laryngeal  obstruction  looked  for, 
especially  stridor  and  spasmodic  up-and-down  movements  of  the  thyroid 
cartilage,  with  sucking  in  of  the  thorax  above  and  below  the  clavicles, 
along  the  attachments  of  the  diaphragm,  and  in'  the  intercostal  spaces. 
Diphtheria^  foreign  body  in  the  larynx^  and  retropharyngeal  abscess  have  all 
been  mistaken  for  meningitis. 

If  there  is  no  evidence  of  sufficient  throat  or  lung  trouble  to  account  for  the 
symptom,  an  intracranial  lesion  is  probable ;  and  by  far  the  most  likely,  especially 
in  a  child,  is  acute  meningitis,  either  tuberculous  or  posterior  basal.  Symptoms 
common  to  all  the  intracranial  affections  are  headache,  vomiting,  and  giddiness  ; 
pyrexia,  generaUzed  convulsions,  coma,  incontinence  of  urine  and  faeces, 
retraction  of  the  head,  and  optic  neuritis  ;  or  even  local  symptoms,  especially 
twitchings,  convulsions,  or  paralysis  of  individual  limbs  or  parts  of  limbs, 
according  as  one  part  of  the  brain  or  another  is  more  irritated  or  softened  than 
the  rest.  If  there  is  an  obvious  source  of  sepsis  in  connection  with  the 
cranium,  such  as  otitis  media,  mastoid  abscess,  facial  erysipelas,  a  septic  scalp 
wound,  boils,  pedicuU  with  sores,  suppuration  in  the  orbit,  nose,  antrum  of 
Highmore,  frontal,  ethmoidal,  or  sphenoidal  air-cells,  or  nasopharynx,  the 
probabiUty  is  that  any  acute  meningitic  symptoms  are  due  to  staphylococcal 
or  streptococcal  suppurative  meningitis  ;  pneumococcal  meningitis  may  occur 
without  local  sepsis,  either  alone  or  as  part  of  a  general  pneumococcal 
septicaemia ;  suppurative  meningitis  due  to  the  Bacillus  diphtheritSy  the 
typhoid  bacillus,  or  the  Bacillus  coli  communis  may  occur,  but  it  is  decidedly 
uncommon  and  cUnically  indistinguishable  from  other  forms  of  suppurative 
meningitis,  in  all  of  which  marked  pyrexia  and  a  fatal  ending  in  two  or  three 
days  are  the  rule.  Tuberculous  meningitis  is  much  commoner  in  cliildhood  than 
it  is  at  any  other  age  ;  it  is  always  part  of  a  general  tuberculosis,  and  it  is 
very  rare  in  adult  life.  At  first  there  may  be  no  pyrexia,  though  this  depends 
on  the  caseous  glands  and  tuberculous  lesions  in  the  lungs  and  elsewhere  more 
than  upon  the  meningitis.  At  first,  the  diagnosis  is  apt  to  be  uncertain,  but  as 
the  days  go  by  the  serious  nature  of  the  complaint  generally  becomes  obvious  ; 
the  effortless  vomiting,  the  irregular  pyrexia,  severe  headache,  optic  neuritis, 
retracted  head,  possibly  choroidal  tubercles  (Plate  VIII,  Fig.  W)  or  evidence 
of  tuberculous  foci  elsewhere,  serve  to  chnch  the  diagnosis.  The  chief  difficulty, 
after  the  stage  of  retraction  has  been  reached,  is  to  decide  between  tuberculous 
meningitis  on  the  one  hand  and  meningococcal  {posterior  basal)  meningitis  on 
the  other.  The  duration  of  the  disease  is  often  of  assistance  in  this  respect — 
suppurative  meningitis  kills  in  two  or  three  days,  tuberculous  meningitis  in  two 
or  three  weeks,  whilst  posterior  basal  meningitis  ends  in  recovery  in  a  variable 
percentage  of  cases,  even  after  continuing  for  two  or  three  months.  The  tendency 
to  head  retraction  is  greatest  with  the  posterior  basal,  least  with  the  suppurative 
forms.  Optic  neuritis  barely  has  time  to  develop  in  suppurative  meningitis, 
but  it  is  present  more  often  than  not  in  both  basal  and  posterior  basal  mening. 
itis.  The  way  in  which  the  heels  touch  the  occiput  in  some  cases  of  the  latter 
may  by  itself  decide  the  diagnosis.  Another  point  in  favour  of  meningococcal 
meningitis,  is  the  occurrence  of  periodic  spike-Uke  rises  of  the  temperature  chart 
— pyrexia!  "  crises "  lasting  twenty- four  hours  or  less,  and  superposed  upon 
what  is  otherwise  a  chart  ol  but  moderate  ty^.    '^^^^xv  doubt  remains  as  to  the 


alter  lumbar  puncture,  assisted  perhaps  by  the  beneficial  effects  of  the  specific 
ant i meningococcal  serum. 

Supirior  longitudinal  sinus  thrombosis  and  acute  polio-encephalitis  are  both 
nearly  always  diagnosed  as  acute  meningitis  in  the  first  instance.  It  is  when 
a  case  that  has  simulated  acute  and  severe  meningitis,  with  coma  and  apparently 
impending  death,  gets  rapidly  better  after  a  few  days  and  ends  in  speedy  recovery, 
with  or  without  some  impairment  of  local  or  general  brain  functions,  in  a  child 
or  young  person,  that  one  changes  one's  diagnosis  of  meningitis  to  polio- 
encephalitis, though  even  then  it  remains  one  of  opinion  chiefly.  Almost  the 
same  apphes  to  superior  longitudinal  sinus  thrombosis  ;  though,  if  acute  cerebral 
symptoms  in  a  previously  healthy  child  end  in  a  gradual  and  but  partial  recovery, 
accompanied  by  permanent  spastic  paralysis  of  the  tegs,  without  much  affection 
of  the  arms,  it  is  very  possible  that  the  lesion  has  been  thrombosis  of  the  superior 
longitudinal  sinus,  with  softening  of  the  leg  areas  of  cortex  on  either  side  of  it. 

Cerebellar  or  other  sublentorial  tumours  or  abscesses  generally  cause  a  much 
more  gradual  onset  of  symptoms  than  do  any  of  the  other  conditions  named. 
Head  retraction  is  not  present  until  the  later  stages.  The  diagnosis  of  tumour 
will  rest  on  the  slow  increase  in  the  signs  of  raised  intracranial  pressure,  with 
nystagmus,  optic  neuritis  going  on  to  optic  atrophy,  and  a  tendency  to  fall 
always  in  one  definite  direction— forwards  or  backwards  if  the  tumour  is  in  the 
vermis,  to  the  right  or  to  the  left  according  as  it  is  in  the  right  or  leit  hemisphere. 
There  i.s  often  marked  ataxy,  with  exaggeration  of  the  tendon  reflexes,  particularly 
on  the  same  side  as  the  tumour.  If  nystagmus  is  well  marked,  this  serves 
as  a  point  of  some  value  in  distinguishing  a  cerebellar  from  a  cerebtaV  \.\«awix , 
Abscess  is  distinguished  from  tumour  chiefly  by  tbc  e 
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cause  for  intracranial  abscess,  especially  otitis  media  on  the  one  hand,  bronchi- 
ectasis upon  the  other.  Cerebellar  abscess  may  give  rise  to  no  pyrexia  and  no 
leucocj'tosis  ;  but  whether  the  temperature  is  raised  or  not,  the  pulse-rate  is  often 
absolutely  slowed.  Herbert  French. 

RIGIDITY  OF  THE  ABDOBIEN  is  a  sign  not  to  be  regarded  lightly,  and 
one  to  find  the  true  significance  of  which  may  call  for  the  greatest  care  and  skill. 
The  patient  should  be  examined  lying  on  the  back  with  the  whole  of  the  abdomen 
and  lower  thorax  exposed.  The  observer,  seated  on  a  level  with  the  patient, 
should  watch  the  abdomen  for  a  minute  or  so  and  see  whether  it  moves  or  not 
with  respiration,  and  whether  one  part  moves  more  than  another. 

It  should  be  remembered  that  some  patients,  whether  from  modesty  or  timidity, 
hold  their  abdomens  intensely  rigid  in  a  wholly  unnecessary  way,  a  tendency 
which  may  create  a  false  impression.  This  can  be  avoided  by  engaging  them 
in  conversation  for  a  minute  or  two,  by  asking  them  to  take  a  few  deep  breaths, 
or  by  making  them  draw  their  knees  up  and  keep  their  mouths  open,  when  the 
normal  abdominal  walls  will  generally  relax. 

There  are  varying  degrees  of  rigidity.  The  whole  abdomen  may  be  rigid, 
the  upper  or  lower  part  only,  or  one  side,  as  in  the  presence  of  a  locahzed 
appendicular  abscess.  Again,  one  part  or  one  rectus  muscle  may  be  put,  as  it 
is  termed,  "  on  guard,"  whenever  the  patient  thinks  a  tender  spot  is  about  to 
be  touched.     The  rigidity  over  an  inflamed  gall-bladder  is  an  instance  of  this. 

The  commonest  cause  of  rigidity  is  septic  infection  of  the  peritoneum^  which 
may  follow  external  wounds,  abdominal  operations,  childbirth,  abortion, 
endometritis,  parametritis,  extension  of  inflammation  from  or  perforation  of  the 
appendix,  ulcer  of  the  stomach,  duodenum,  or  bowels,  perforation  of  the  gall- 
bladder, suppurating  Fallopian  tube,  or  abscess  of  the  liver,  spleen  or  kidney. 
It  is  a  safe  rule  to  believe  there  is  peritonitis  until  the  contrary  is  proved. 
As  in  the  case  of  other  disease,  diagnosis  must  not  be  based  on  one  clinical 
sign,  and  the  patient  must  be  examined  for  the  other  signs  of  peritonitis. 

The  history  of  the  onset  is  important.  In  perforative  cases,  the  beginning 
is  marked  by  intense  abdominal  pain.  This  may  be  general  and  continuous, 
or  by  being  referred  to  the  stomach  or  appendix  region  give  an  indication  of 
the  seat  of  the  mischief.  The  position  taken  up  is  on  the  back,  sometimes 
with  the  knees  drawn  up  to  relieve  abdominal  tension,  and  the  patient 
generally  lies  still,  for  any  movement  causes  increase  of  pain.  In  colic,  on 
the  contrary,  whether  intestinal,  bihary,  or  renal,  the  patient  rolls  about 
during  the  spasms. 

It  is  painful  to  use  the  diaphragm  :  therefore,  respiration  is  superficial  and 
costal  in  type.  The  abdomen  gradually  becomes  distended,  tense,  and  tym- 
panitic; the  liver  dullness  which  was  previously  present  may  disappear,  and, 
in  some  forms  of  peritonitis,  fluid  may  accumulate  in  the  abdomen  and  be 
detected  by  the  signs  of  shifting  dullness  in  the  flanks.  The  pulse  is  small 
and  rapid,  loo  to  150,  and  has  the  tendency  to  quicken.  A  friction  rub 
may  be  heard  over  the  liver  or  the  spleen  when  the  patient  breathes. 
Borborygmi  will  generally  be  absent.  Vomiting  is  an  early,  prominent,  and 
almost  constant  feature.  The  contents  of  the  stomach  are  ejected  first,  then 
bile-stained  fluid,  and  later  green  or  brownish  fluid  with  a  slight  fa&cal  odour. 
The  vomiting  is  often  of  a  peculiar  "pumping"  character.  The  bowels  may 
be  loose  at  first,  and  then  constipation  follows,  but  is  not  complete,  as  in 
intestinal  obstruction.  Micturition  is  frequent ;  occasionally  there  is  retention 
when  the  pelvic  peritoneum  is  acutely  inflamed.  When  the  disease  is  well 
developed,  the  appearance  of  the  patient  is  very  characteristic,  exhibiting  the 
"  Hippocratic    facies."      In   this,   as    in   other   diseases,    successful    treatment 
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demands  early  diagnosis,  and  it  is  to  be  hoped  that  this  will  be  made  long  before 
the  chnical  picture  is  complete. 

Leucocytosis  as  a  Diagnostic  Sign, — In  suppurative  peritonitis  this  is  marked 
early,  and  is  almost  invariably  present  (15,000  to  30,000  per  c.nmi.).  In  very 
severe  cases,  in  which  the  patient  is  rapidly  poisoned  by  the  quantity  and  viru- 
lence of  the  toxins,  and  is  not  reacting,  it  may  be  absent.  Here,  however,  the 
other  signs  of  peritonitis  will  be  well  marked. 

It  does  not  necessarily  follow,  because  the  whole  abdomen  is  rigid,  that  the 
peritonitis  is  general.  For  instance,  in  cases  of  perforative  appendicitis  it  has 
been  shown  by  operation  that  pus  was  only  to  be  found  around  the  caecum, 
and  yet  there  was  general  rigidity.  Without  operating,  it  is  often  impossible 
to  tell.  The  best  way  of  finding  out  whether  there  is  pus  in  the  abdomen, 
and  the  method  to  be  employed  at  once  if  there  is  any  doubt,  is  to  open  the 
abdomen  and  see. 

Other  Conditions  associated  with  Abdominal  Rigidity  which 

MAY    BE    mistaken   FOR   PERITONITIS. 

Pneumonia  or  Diaphragmaiic  Pleurisy. — In  the  early  stages  here,  before  the 
onset  of  dullness  in  the  lungs  and  other  physical  signs  in  the  chest,  the  most 
prominent  features  may  be  abdominal  pain  and  rigidity.  Laparotomy  has 
often  been  performed  on  the  mistaken  diagnosis  of  peritonitis.  If,  however, 
the  examination  is  thorough,  signs  pointing  to  implication  of  the  lungs  will 
usually  be  found.  Rapidity  of  respiration,  working  of  the  nares,  and  blueness 
of  the  lips  should  receive  particular  attention.  Examination  of  the  blood  will 
often  reveal  a  high  leucocytosis  (30,000  to  40,000) ;  in  suppurative  peritonitis 
the  numbers  are  rarely  so  high. 

Colic. — The  suddenness  of  the  onset  of  pain,  its  intense  character  and  the 
abdominal  rigidity,  may  render  this  condition  extremely  difficult  to  differentiate 
from  peritonitis  due  to  perforation  of  some  viscus.  Collapse  may  be  marked, 
and  the  effect  on  the  pulse  is  considerable  ;  vomiting  is  common  also.  The  tem- 
perature is  slightly  raised  but  rarely  exceeds  100°  F.,  and  the  pulse,  though  it 
may  be  rapid,  does  not  tend  to  quicken  progressively.  The  pain  is  spasmodic, 
not  continuous  as  in  peritonitis,  and  is  generally  relieved  in  a  few  hours.  BiHary 
and  renal  colic  are  fairly  characteristic,  but  that  due  to  lead,  the  crises  of  tabes 
dorsalis,  or  gastro-intestinal  disturbances  may  easily  be  mistaken.  The  gums 
arc  to  be  examined  for  a  blue  line,  the  knee-jerks  and  pupils  tested,  and  a  blood- 
count  made.  In  uncomplicated  colic  there  is  no  leucocytosis.  In  cases  of 
extreme  difficulty  the  abdomen  may  have  to  be  opened.  The  persistence  of 
borborygmi  is  in  favour  of  colic  rather  than  of  general  peritonitis. 

Intestinal  Obstruction. — The  vomiting  and  constipation  here  present  may 
lead  one  to  think  of  peritonitis,  and  indeed  the  two  conditions  may  be  present 
at  the  same  time,  as  in  the  case  of  an  ulcerating  carcinoma  of  the  bowel.  Usually 
the  rigidity  is  not  well  marked,  and  the  constipation,  which  is  not  absolute  in 
peritonitis,  is  here  complete. 

Injuries  of  the  Abdomen. — 

1.  Contusion  of  the  abdominal  wall,  with  laceration  of  muscle  :  Particularly 
in  patients  who  have  been  run  over  across  the  abdomen,  rigidity  is  a  marked 
feature,  and  there  must  always  be  a  doubt  at  first  whether  any  of  the  viscera 
have  been  torn  and  are  bleeding,  or  whether  the  escape  of  their  contents  is 
setting  up  peritonitis.  In  the  case  of  mere  contusion,  if  the  patient  is  put  to  bed 
and  kept  warm,  collapse  will  soon  disappear,  the  abdomen  will  become  less 
rigid,  and  the  pulse-rate  will  fall. 

2.  Contusion  of  the  abdominal  wall  with  injury  of  viscera  :  The  signs  here 
will  be  more  marked,  and  instead  of  tending  to  diminish  rapidly  will  become 
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worse.  If  there  is  internal  bleeding,  the  mucous  surfaces  will  be  pale,  the  skin 
cold  and  clammy,  and  the  pulse  small  and  frequent.  If  the  contents  of  a  viscus 
have  escaped,  the  signs  of  peritonitis  will  develop  rapidly.  In  all  cases  of  doubt 
an  exploratory  laparotomy  should  not  be  delayed. 

Ruptured  Tubal  Gestation. — This  may  simulate  general  peritonitis.  The 
abdominal  rigidity  here  is  not  well  marked,  and  the  signs  of  bleeding  are.  A 
moderate  degree  of  leucocjrtosis  is  present  (10,000  to  15,000),  but  the  number 
of  red  cells  is  much  diminished.  If  the  patient  is  a  woman  of  the  child-bearing 
age,  is  known  to  be  a  week  or  more  overdue  as  to  monthly  period,  and  has  begun 
to  lose  blood  per  vaginam  synchronously  with  the  onset  of  acute  abdominal 
pain  and  pallor,  the  diagnosis  will  suggest  itself  at  once. 

Acute  Hamorrhagic  Pancreatitis  is  usually  diagnosed  as  intestinal  obstruc- 
tion or  acute  perforative  peritonitis.  The  attack  sets  in  with  intense  pain, 
usually  in  the  upper  and  left  part  of  the  abdomen.  Vomiting,  constipation,  and 
tympanitic  distention  are  present.  The  condition  is  so  rare,  and  the  signs  are 
so  unreliable,  that  an  exploratory  laparotomy  should  be  made,  and  the  nature 
of  the  case  becomes  obvious  directly  the  characteristic  opaque  yellow  patches 
of  fat-necrosis  are  seen  in  the  omentum. 

Rupture  of  an  Abdominal  Aneurysm,  Dissecting  Aortic  Aneurysm,  Embolism  of 
the  Superior  Mesenteric  Artery,  may  simulate  peritonitis,  and  so  also  may  Acute 
Thrombosis  of  the  Inferior  Vena  Cava ;  but  all  these  conditions  are  rare,  and 
they  will  be  very  difficult  of  diagnosis  unless  the  existence  of  some  cause  for 
them,  such  as  aortic  aneurysm  or  fungating  endocarditis,  is  already  known. 

Acute  Suppurative  Nephritis  sometimes  gives  abdominal  rigidity,  and  is 
associated  with  fever  and  vomiting.  There  is  always  marked  tenderness  in 
the  loin  on  the  affected  side,  and  the  urine  will  contain  albumin,  pus,  blood, 
casts,  and  bacteria.  The  milder  types  of  the  infection  (see  Bacteriuria)  may 
be  mistaken  for  acute  appendicitis,  or  for  general  peritonitis,  unless  the  cen- 
trifugaUzed  deposit  from  the  urine  is  examined  microscopically  for  pus. 

George  E.  Gask. 

RIGORS,  or  CHILLS,  are  common  at  the  onset  of  the  most  various  acute 
febrile  disorders,  and  may  occur  at  regular  or  irregular  intervals  in  the  course  of 
many  of  the  more  severe  of  them.  The  chief  sign  of  a  rigor  is  shivering,  the 
chief  symptom  a  feeUng  of  cold  and  general  wretchedness.  At  its  beginning,  the 
patient  looks  chilly,  pinched,  and  blue,  and  sits  or  hes  huddled  up,  complaining 
of  the  cold  ;  his  arteries  are  contracted,  the  pulse  is  rapid,  small,  and  of  raised 
tension  ;  the  extremities  are  chilled  superficially,  but  the  internal  temj>era- 
ture  is  raised  above  the  normal.  Very  soon  the  sensation  of  cold  induces 
involuntary  shivering  to  correct  it ;  the  patient  shakes  all  over,  sometimes  so 
violently  tliat  the  chair  or  bed  is  thrown  into  noisy  vibration  ;  his  teeth  chatter, 
and  even  the  muscles  of  the  face  twitch  involuntarily.  This  shivering  lasts  for  a 
few  minutes,  or  even  for  an  hoiu*,  gradually  dying  away  as  the  patient  feels 
himself  to  be  warmed  up.  Thus  the  initial  stage  of  the  fever  passes  into  the 
second  stage  or  fastigium,  in  which  the  complaint  is  of  sweating,  thirst,  and 
undue  heat,  and  the  body  temperature  rises  still  further.  In  children,  general 
convulsions,  with  partial  or  complete  loss  of  consciousness,  may  occur  at  the 
onset  of  an  acute  infection,  under  conditions  that  would  give  rise  to  a  rigor  in 
adults.  In  adults,  convulsions  are  not  known  to  take  the  place  of  rigors.  Cases 
may  arise,  however,  particularly  when  only  an  imperfect  history  can  be  obtained, 
in  which  it  may  be  hard  to  say  whether  a  patient  has  had  a  rigor,  or  an 
epileptiform,  hysterical,  or  epileptic  fit.  Should  the  patient  have  lost  con- 
sciousness during  the  shivering,  or  have  fallen  down,  bitten  his  tongue,  or 
passed  his  water  during  the  attack,  or  should  he  give  a  history  of  similar 
attacks  on  previous  occasions,  the  diagnosis  of  epilepsy  would  be  more  than 


Scarlet  fever 

Sapramia 

Measles 

Glanders 

Diphtheria 

Sick  headache 

Tonsillitis 

Acute  gastro- intestinal  disorders 

Rheumatic  fever 

Nephritis 

Tetanus 

CholeUthiasis 

Mihary  tuberculosis 

Kenal  calculus. 

is  comparatively  rare  in  :^ 

Enteric  fever 

Cholera 

German  measles 

Plague 

Mumps 

Dysentery 

Gout 

Malta  fever 

Anthrax 

Beri-beri. 

Hydrophobia 

The  diagnosis  of  all  these  different  morbid  conditions  must  naturally  b«  made 
from  the  history  of  exposure  to  infection,  and  from  the  subsequent  signs  and 
symptoms.  It  is  clear  that  the  occurrence  or  non-occurrence  of  ao  initial 
rigor  will  rarely  be  of  much  practical  assistance  in  determining  the  nature  of 
the  disorder  from  which  any  given  ptatient  is  suffering. 

A  rigor  after  catheterization  is  not  rare,  whether  the  kidneys  be  sound  or 
no,  and  in  some  cases  is  due  to  septic  infection  of  the  urethra  or  bladder  by 
the  instrumentation.  In  others,  however,  it  ensues  when  no  infection  has 
talien  place,  and  is  not  followed  by  any  evidences  of  urinary  sepsis  ;  in  these 
s  the  rigor  must  be  referred  vaguely  to  nervous  shock,  and  Deed  not 
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2.  A  Second  Rigor  coming  on  in  the  course  of  any  of  these  disorders,  or  a 
rigor  occurring  unexpectedly  for  the  first  time  when  the  disease  is  well  estab- 
lished or  declining,  is  often  evidence  of  the  spread  of  the  infection,  or  of  the 
occurrence  of  some  compUcation.  For  example,  a  second  rigor  occurring  in  the 
course  of  lobar  pneumonia  may  coincide  with  the  appearance  of  signs  indicating 
the  spread  of  the  disease  to  the  second  and  previously  sound  lung ;  a  second 
rigor  happening  after  the  crisis  may  indicate  the  establishment  of  an  empyema. 
In  enteric  fever  a  second  rigor  may  be  due  to  such  compUcations  as  perforation  of 
the  intestine,  acute  peritonitis,  pleurisy,  pneumonia,  middle-ear  disease,  periostitis, 
and  so  forth.  But  it  must  be  remembered  that  there  is  an  abnormal  tyipe  of 
enteric  fever  in  which  rigors  occur  for  no  apparent  reason,  followed  by  heavy 
sweats  ;  and  that  rigors  may  be  observed  in  cases  with  constipation,  or  during 
defervescence,  or  in  enteric  patients  who  have  been  treated  with  antipyretic 
drugs. 

3.  Recurring  Rigors. — The  occurrence  of  a  series  of  rigors  often  gives  infor- 
mation of  more  definite  value,  for  it  is  seen  in  but  a  comparatively  limited  number 
of  local  or  general  infections,  most  of  which  have  some  characteristic  or  locahzing 
signs.  In  themselves,  these  rigors  are  no  more  than  evidence  of  the  severity  of 
the  infections  in  which  they  are  seen,  and  of  the  extent  to  which  bacterial  or 
other  toxins  have  been  absorbed  into  the  blood  and  have  upset  the  thermotactic 
centres.     The  following  are  the  chief  disorders  characterized  by  a  series  of  rigors  : 

Malaria  —  tertian,   quartan,    aestivo-autumnal   or   malignant   tertian,    and 

mixed  types 
Relapsing  fever 
Acute  leukaemia 

Acute  blood-infections,  including  : — 
Portal  pyaemia 


Pyaemia 

Septico-pyaemia 

Septicaemia 

Acute  inflammations,  such  as  : — 


Special  forms  of  which  *  may  be  known  as  puer- 
peral fever,  malignant  endocarditis,  acute  infective 
osteomyelitis,    suppurative    pylephlebitis,  etc. 


\  PyeUtis 

Pyelonephritis 
dystitis 

Abscess  formation  : — 


Cholecystitis 

Empyema 

Infective  sinus  thrombosis. 


Perinephric 

Prostatic 

Cerebral. 


Hepatic  (tropical  ^bscess) 

Appendicular 

Subphrenic 

Pulmonary  tuberculosis  ;  bronchiectasis. 

Enteric  fever ;  influenza. 

Erysipelas. 

It  is  neither  possible  nor  desirable  to  detail  the  diagnosis  of  all  these  dis- 
orders ;  but  it  may  be  pointed  out  that  a  very  thorough  physical  examination 
of  any  patient  presenting  multiple  rigors  should  be  made  ;  the  condition  is 
always  of  serious  import,  and  may  be  due  to  septic  absorption  from  some  deep- 
seated  abscess  that  produces  only  the  scantiest  of  physical  signs,  but  calls  out 
urgently  for  surgical  treatment.  When  no  abnormal  physical  signs  can  be  found, 
bacterial  cultures  should  be  made  from  the  circulating  blood,  care  being  taken 
to  draw  off  a  sufficient  quantity  of  blood — 5  to  10  c.cm. — and  to  repeat  the 
cultivation  several  times  before  it  is  decided  that  the  blood-stream  is  sterile. 

In  malaria  the  rigors  tend  to  recur  at  regular  intervals  of  forty-eight  or 
seventy- two    hours  in   the  benign  tertian  and  quartan  infections,  at  .shorter 
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intervals  if  the  infection  is  mixed.  In  the  aestivo-autumnal  form,  the  rigors  and 
also  the  course  of  the  fever,  are  much  less  regular.  In  all  cases  of  malaria  the 
parasite  can  be  found  in  the  circulating  blood,  and  the  patient,  if  not  in  extremis, 
is  cured  by  quinine  :  there  is  no  leucocytosis,  but  a  relative  increase  in  large 
lymphocytes  occurs. 

In  relapsing  fever  the  onset  is  acute,  with  a  rigor  or  a  series  of  rigors.  A  fort- 
night later,  when  the  patient  has  been  convalescing  for  a  week  or  ten  days,  relapse 
and  a  second  rigor  or  series  of  rigors  occurs.  A  second  relapse  may  be  noted  at 
the  end  of  the  third  week,  and  in  a  very  few  cases  a  third  relapse.  To  all  intents 
and  purposes  relapsing  fever  has  died  out  of  the  United  Kingdom,  but  it  is  met 
with  in  Egypt,  India,  and  other  countries.  It  occurs  in  epidemics,  and  Ober- 
meier's  spirochaete  (Plate  XI I,  Fig.  I)  can  be  found  in  the  patient's  blood 
while  he  is  feverish. 

Multiple  rigors  occur  exceptionally  in  the  course  of  acute  blood-diseases,  such 
as  acute  leukaemia,  pernicious  anaemia,  or  Hodgkin's  disease.  Severe  and  pro- 
gressive anaemia,  wasting,  fever,  heavy  sweats,  and  haemorrhage  from  the 
mucous  membranes,  are  likely  to  occur  in  these  cases,  with  characteristic 
changes  in  the  microscopical  appearances  presented   by  the  blood. 

Multiple  rigors  are  without  doubt  commonest  in  the  various  forms  of  acute 
blood-infections,  given  the  presence  of  bacteria  of  the  proper  degree  of  virulence 
in  the  blood-stream.  Special  forms  of  these  infections  have  received  particular 
names.  Thus  puerperal  fever  occurs  after  delivery,  and  is  due  to  bacterial 
infection  of  the  uterus  and  its  spread  thence  to  the  blood  ;  the  patient  will 
probably  have  a  sanious  or  offensive  vaginal  discharge  as  well  as  the  evidences 
of  septicaemia  or  pyaemia.  In  malignant  endocarditis^  attention  is  mainly  directed 
to  the  condition  of  the  heart,  the  presence  of  valvular  murmurs,  the  detachment 
of  emboli  from  the  inflamniatory  vegetations  on  the  heart-valves  and  their 
lodgment  in  various  peripheral  arterioles.  In  acute  infective  osteomyelitis  the 
first  complaint  arises  from  the  acute  inflammation  occurring  in  the  marrow  of 
one  of  the  bones.  Portal  pycemia  or  suppurative  pylephlebitis,  is  seen  in  patients 
with  various  acute  inflammatory  intra-abdominal  lesions,  and  is  due  to  the 
spread  of  bacterial  infection  to  the  portal  vein.  The  commonest  precursor  is 
mild  appendicitis.  The  blood  in  the  portal  vein  clots,  the  clot  is  infected  with 
microbes,  softens,  and  breaks  up,  to  be  dispersed  throughout  the  hver  in  the 
form  of  infective  emboli.  Multiple  hepatic  abscesses  result,  with  pain,  sweUing, 
and  tenderness  in  the  hepatic  region  ;  jaundice  is  present  in  less  than  half  the 
cases,  with  more  or  less  coloured  stools ,  vomiting  and  diarrhoea  are  frequent,  and 
there  is  hectic  fever.  Pycemia  {Fig.  165,  p.  613)  is  characterized  by  the  formation 
of  metastatic  abscesses  in  any  of  the  tissues  or  organs  of  the  body,  of tenest  in  the 
lungs,  in  consequence  of  the  lodgment  there  of  multiple  infected  emboli.  Before 
the  days  of  antiseptic  or  aseptic  surgery,  pysemia  was  the  common  outcome  of 
serious  surgical  operations  or  severe  wounds.  Nowadays  it  is  comparatively 
infrequent,  and  when  it  does  occur  is  secondary  to  a  severe  infected  wound,  to 
ulcerations  of  the  mucous  surfaces,  or  to  deeply-seated  abscesses  that  are  not 
amenable  to  surgical  treatment.  Occasionally  it  seems  to  be  idiopathic,  or  due 
to  some  infective  lesion  that  escapes  discovery.  Pyaemia  of  tenest  begins  sud- 
denly ;  the  main  symptoms  are  hectic  fever,  rigors,  leucocytosis,  diarrhoea  and 
vomiting,  heavy  sweats,  prostration,  and  the  formation  of  secondary  abscesses 
due  to  the  arrest  of  septic  emboli.  When  the  lungs  become  the  seat  of  multiple 
abscesses,  the  breathing  becomes  rapid,  and  signs  of  bronchitis,  pleurisy,  or 
pulmonary  consolidation  appear.  Abscesses  in  the  more  superficial  tissues  or 
joints  make  their  presence  known  by  the  local  evidences  of  pain,  swelling,  redness, 
and  heat ;  in  the  deeper  parts  or  organs,  by  pain  and  disturbance  of  function. 
The  development  of  secondary  subcutaneous  abscesses  is  common  in  the  less 
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acute  cases  ;  abscess-formation  in  the  heart,  and  suppurative  pericarditis,  are 
prone  to  occur  when  the  primary  lesion  is  a  periostitis  or  an  acute  necrosis  of 
bone.  Pyaemia  may  be  distinguished  from  enteric  fever  only  with  great  difficult>^, 
if  evidences  of  abscess-formation  or  some  source  of  primary  infection  are  not 
forthcoming,  especially  as  the  typhoid  state  is  common  in  the  later  stages  of 
both  diseases  ;  the  occurrence  of  multiple  rigors  is  rare  in  enteric  fever,  common 
in  pyaemia,  and  Widal's  reaction  should  be  of  assistance  here.  From  malaria, 
pyaemia  is  distinguished  by  not  reacting  to  quinine  ;  malarial  parasites  will  not 
be  found  in  the  circulating  blood.  Pain  and  inflammation  in  the  joints  after 
childbirth  or  a  miscarriage  may  be  diagnosed  as  rheumatism  when  the  condition 
is  really  one  of  pyaemia  or  puerperal  fever. 

The  precise  diagnosis  between  pyaemia  and  septicaemia  is  often  impossible, 
and  is.  indeed,  of  academic  rather  than  clinical  interest.  The  necessity  for  it  is 
in  part  avoided  by  the  use  of  the  term  septicopyemia,  the  evidences  of  which 
axe  much  the  same  as  those  of  pyaemia :  all  three  conditions  may  arise  from 
identical  causes,  and  bacteria  (streptococci,  staphylococci,  gonococci,  pneumo- 
cocci,  B.  coli  communis,  B.  typhosus,  B.  influenza,  B.  pyocyaneus,  etc.),  may  be 
cultivated  from  the  circulating  blood  in  any  of  them.  Multiple  rigors  are  far 
commoner  in  pyaemia — where  several  may  occur  daily — than  they  are  in  septicae- 
mia. Septicemia,  the  disease  due  to  the  growth  of  microbes  in  the  blood  without 
the  formation  of  metastatic  abscesses,  originates  in  lesions  very  similar  to  those 
that  underlie  pyaemia,  or  results  from  infected  but  apparently  trifling  cuts  or 
injuries,  or  even  from  neglected  chronic  suppuration  about  the  teeth.  Its  main 
symptoms  are  fever,  debility,  anaemia  ;  in  severe  cases  rigors  occur,  and  the 
patient  may  fall  into  the  typhoid  state.  The  bacteria  causing  it  can  be  cultivated 
from  the  circulating  blood  ;  septic  rashes  are  often  seen  in  both  pyaemia  and 
septicaemia,  but  they  are  not  seen  in  enteric  fever.  It  should  be  noted  that,  at 
the  best,  a  deal  of  looseness  attaches  to  the  meaning  of  the  term  septicaemia  ; 
for  in  lobar  pneumonia,  enteric  fever,  Malta  fever,  and  many  other  acute  febrile 
disorders,  the  specific  microbes  can  habitually  be  cultivated  from  the  circulating 
blood.  Technically  speaking,  therefore,  these  are  all  instances  of  septicaemia. 
Two  new  terms  have  recently  come  into  vogue  in  this  connection,  namely, 
bacillamia  and  bacteriamia. 

Multiple  rigors  occur  in  a  number  of  acute  inflammatory  infections  localized 
in  various  parts  or  organs  of  the  body,  provided  that  the  inflammation 
is  sufficiently  extensive  and  the  infecting  micro-organism  of  a  sufficiently 
virulent  type.  It  is  often  impossible  to  say  how  far  such  rigors  are  evidence 
of  the  absorption  of  toxins,  and  how  far  they  indicate  that  living  bacteria  have 
gained  access  to  the  blood-stream.  Situated  in  the  genito-urinary  tract, 
these  inflammations  are  often  associated  with  a  history  of  gonorrhoea,  renal 
calculus,  or  gout,  and  produce  characteristic  pathological  changes  (haematuria, 
pyuria,  albuminuria)  in  the  urine,  or  difficulties  in  micturition.  If  the  gall- 
bladder or  bile-ducts  are  the  seat  of  the  inflammation,  jaundice  and  pain  in  the 
hepatic  region  will  probably  be  observed  with  the  fever  and  rigors,  and  a  history 
of  gall-stone  cohc  may  be  given  ;  Charcot's  hepatic  intermittent  fever  is  due  to 
chronic  cholangitis,  with  intermittent  biUary  obstruction  due  to  a  ball-valve 
stone  often  lying  in  the  ampulla  of  Vater.  The  occurrence  of  rigors  in  a  child 
convalescing  from  pneumonia,  measles,  scarlet  fever,  or  pleurisy,  may  lead  to  the 
discovery  of  an  unsuspected  empyema.  Infective  sinus  thrombosis  character- 
istically occurs  in  patients  with  chronic  or  intermittent  otorrhoea,  and  indicates 
that  the  bacterial  infection  has  spread^from  the  ear  to  one  of  the  cranial  venous 
sinuses.  Its  symptoms  are  general — those  of  septicaemia  or  pyaemia,  often  with 
an  initial  rigor  and  vomiting  followed  by  high  fever,  more  rigors  {Fig.  165, 
p.  613),  and  sweating — and  local.     The  local  symptoms  are  very  severe  pain 


Multiple  rigors  may  occur  from  septic  absorption  in  various  diseases  of  the 
lungs,  the  most  important  of  which  are  bronchieclasis.  and  advanced  pulmonary 
tubtrculosis,  with  secondary  pyogenic  infection  of  the  bronchi  or  tuberculous 
cavities.  In  either  case  the  sputum  will  be  abundant,  and  will  probably  contain 
fragments  of  elastic  tissue  ;   it  is  sure  to  be  oflensive  in  bronchiectasis. 

High  or  irregular  fever  with  recurring  rigors  has  been  recorded  in  a  few 
unusual  cases  of  enteric  fever  (Fig.  162.  p.  Gil)  and  of  infiuema  without  any 
complication,  and  in  erysipelas  {Fig,  166,  p.  614). 

A.  }.  Jex-Blakt. 

RINGWORM. — (See  Fungous  Affections  of  thk  Skin.) 

RISOS  SARDONICUS. — The  term  risus  sardonicus  is  used  to  denote  the  fixed 

unmirthful  grin  that  results  from  spasm  of  the  muscles  of  both  sides  of  the 
lace.  The  angles  of  the  mouth  are  drawn  outwards  and  the  eyelids  are  raised 
by  tonic  contraction  of  the  same  muscles  that  produce  the  facial  expression  of 
smiling,  but  the  spasm  is  maintained  in  a  way  that  at  once  excludes  natural 
smiling.  The  chief  causes  of  the  condition  are  tetanus,  strychnine  poisoning, 
malingering,  hysteria,  catalepsy. 

Calal«|sy — The  differential  diagnosis  is  not,  as  a  rule,  difficult.  A  cataleptic 
case  is  chronic  ;  the  facies  is  by  no  means  always  that  of  smiling,  but  if  it  should 
be,  then  the  smile  is  a  fixed  one  ;  the  chief  characteristic  of  the  condition  is  the 
maintenance  for  hours  at  a  stretch  of  some  attitude  that  would  rapidly  fatigiie 
an  ordinary  person ;  the  history  and  the  associated  mental  symptoms  o* 
melancholia  or  dementia  would  point  to  the  diagnosis,  and  tetanus  and  strychni 
poisoning  would  be  excluded  by  the  absence  of  tetanic  spasms. 
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Hysteria  sometimes  takes  a  form  that  may  for  a  while  raise  doubts  as  to 
strychnine  having  been  taken,  but,  as  a  rule,  the  multiformity  of  the  contortions 
points  to  the  correct  diagnosis.  The  features  may  be  kept  fixed  for  a  time,  but 
sooner  or  later  they  become  twisted  into  all  sorts  of  shapes,  and  the  tonic  and 
clonic  spasms  of  the  body  and  limbs  are  not  in  any  way  regular,  as  they  are  apt 
to  be  in  strychnine  poisoning  and  tetanus.  The  patient  is  likely  to  be  a  woman, 
and  there  may  be  a  history  of  previous  hysteria.  During  a  quiescent  interval 
it  may  be  found  possible  to  stroke  or  touch  the  patient  without  bringing  on  a 
convulsion,  whereas  in  strychnine  poisoning  and  in  tetanus  the  slightest  touch 
is  apt  to  evoke  a  violent  and  generalized  spasm,  even  opisthotonos. 

Malingering  may  take  the  form  of  imitated  convulsions,  during  which  the 
features  may  be  kept  fixed  in  one  position  or  another,  sometimes  in  that  of 
smiling.  The  fixed  voluntary  contractions  cannot  be  long  maintained,  however, 
on  account  of  fatigue,  so  that  although  there  may  be  some  doubt  at  first,  this 
generally  disappears  soon.  The  patient  is  generally  a  man  who  has  something 
to  gain  by  malingering  :  a  night's  lodging  in  a  hospital,  for  instance. 

Strychnine  Poisoning  and  Tetanus  are  the  two  chief  causes  of  typical  risus 
sardonicus.  The  main  point  to  rely  on  in  distinguishing  the  two  is  the  history, 
if  it  is  obtainable — the  injection  of  an  overdose  of  strychnine  hypodermically, 
or  the  taking  of  a  rat-paste,  on  the  one  hand,  or  the  occurrence  of  some  small 
but  penetrating  wound  by  a  rusty  nail  or  earth-soiled  knife  or  stick  during  the 
fortnight  preceding  the  symptoms,  on  the  other.  The  absence  of  any  known 
wound,  however,  does  not  exclude  tetanus.  If  lock-jaw  and  stiffness  of 
the  neck  are  prominent  features,  tetanus  is  more  probable  than  strychnine 
poisoning,  and  vice  versa.  In  strychnine  cases,  the  patient  will  either  die  quickly, 
or  the  symptoms  will  rapidly  subside,  whereas  in  tetanus  they  may  persist 
unabated  for  several  days.  In  a  few  instances  the  diagnosis  may  only  be  settled 
by  the  discovery  of  strychnine  in  the  gastric  contents,  or  of  tetanus  bacilli 
{Plate  XII y  Fig.  T)  in  anaerobic  cultivations  from  the  infected  wound. 

It  only  remains  to  add  that  a  few  cases  of  facial  sclerodermia  may  simulate 
risus  sardonicus,  though  more  often  there  are  complete  smoothness  of  the  features 
and  lack  of  expression.  There  are  no  spasmodic  contractions,  the  condition 
comes  on  gradually,  is  permanent,  and  the  diagnosis  becomes  obvious  at  once 
when  the  hard  smooth  skin  is  palpated,  for  one  cannot  pick  it  up  between 
one's  fingers.  Herbert  French. 

RUMINATION.— (See  Merycism.) 

RUPIA.— (See  Scabs.) 

SALIVATION,  UNDUE.--(See  Ptyalism.) 

SAND,  INTESTINAL. — ^This  is  seen  in  the  motions,  especially  when  they  are 
fluid,  of  some  sufferers  from  membranous  colitis.  It  is  like  the  finest  sea-sand  ; 
its  colour  varies  owing  to  varying  degrees  of  imbibition  of  faecal  pigment. 
Usually  it  is  red,  looking  something  like  fine  uric  acid,  and  it  varies  from 
this  to  a  pale  dirty  yellow.  It  is  seen  best  showing  up  against  the  white 
of  the  bed-pan  in  which  it  lies.  Analysis  shows  that  it  consists  of  from 
30  to  70  per  cent  of  organic  matter,  doubtless  all  derived  from  the  faeces.  The 
inorganic  matter  is  invariably  nearly  all  calcium  phosphate,  with  traces  of 
calcium  oxalate,  magnesium,  iron,  and  perhaps  silica.  The  amount  of  sand 
passed  in  a  day  may  be  four  teaspoonfuls,  but  usually  it  is  much  less.  Many 
patients  pass  it  for  years,  but  not  always  constantly  even  then  ;  it  may  be 
passed  daily  for  weeks,  and  then  for  weeks  none  is  passed.  It  is  far  commoner 
in  those  who  have  membranous  colitis  than  in  other  patients,  but  it  has  been 
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seen  with  malignant  disease  of  the  large  intestine  ;  it  always  indicates  some 
organic  disease  of  the  colon.  It  must  be  distinguished  from  false  intestinal 
sand,  which  looks  very  like  it  and  may  be  found  in  the  motions  of  those  who 
have  eaten  largely  of  pears.  This  is  entirely  vegetable,  and  can  be  distinguished 
easily  from  true  intestinal  sand  by  microscopical  examination  {Plate  IX). 

W.  Hale  White. 

SCABS. — ^The  scab,  or  crust,  one  of  the  secondary  cutaneous  lesions,  is  a 
more  or  less  irregular,  dried-up  mass  of  exudation  on  the  surface  of  the  skin. 
It  may  be  produced  by  the  desiccation  of  serum,  pus,  or  blood,  or  of  a 
mixture  of  these  fluids,  and  commingUng  with  these  substances  there  may 
be  epithelial  debris,  or  fat,  or  fungous  elements.  Scabs  form  on  matured 
vesicles,  bullae  and  pustules,  on  ulcerations,  erosions,  and  on  every  kind  of 
excoriation,  pathological  or  traumatic.  If  the  exudation  is  thin,  as  some- 
times in  eczema,  they  are  soft  and  friable,  and  soon  eliminated ;  if  it  is 
thick,  they  may  be  tougher  and  more  adherent,  and  successive  layers  may  be 
formed,  as  in  the  rupial  crusts  of  syphilis.  Scabs  composed  largely  of  ftmgous 
elements  are  more  or  less  friable,  and  these,  Uke  those  resulting  from  the 
seborrhoeic  process,  may  partake  of  the  character  of  scales  as  well  as  of  scabs. 
Such  formations,  however,  as  for  example  the  "  crusts  "  of  favus,  are  in  the 
nature  of  scales  rather  than  of  scabs,  and  are  noticed  elsewhere.  (See  Scaly 
Eruptions  ;   and  Fungous  Affections  of  the  Skin.) 

Scabs  vary  greatly,  not  only  in  consistence,  thickness,  and  adhesiveness,  but 
also  in  colour  and  in  form  ;  and  by  attention  to  these  difierences  the  diagnosis 
of  the  affections  in  which  they  occur  may  be  assisted.  Some  guidance  may 
also  be  obtained  from  the  condition  of  the  surface  from  which  the  scab  hais 
been  removed  ;  it  may  be  dry  when  the  scab  has  been  long  adherent,  as  in 
some  cases  of  impetigo,  excoriated  as  in  eczema,  or  ulcerated  as  in  rupia.  But 
the  cUnician  will  be  guided  much  more  by  the  primary  than  by  any  secondary 
lesion  ;  and  for  the  decisive  diagnostic  features  of  the  diseases  about  to  be 
mentioned,  the  reader  is  referred  to  the  articles  Macules  ;  Vesicles  ;  Bull^  ; 
Papules  ;   Nodules  ;   and  Pustules. 

In  irritative  herpes  the  vesicles  on  the  skin  shrivel  up  and  form  yellowish- 
brown  crusts,  which  after  a  few  days  become  detached,  as  a  rule  leaving  no  scar, 
but  only  a  brownish  stain,  which  slowly  fades  away.  In  herpes  zoster  most  of 
the  vesicles  which  do  not  abort,  reach  the  same  termination  ;  but  others,  instead 
of  drying  up,  may  burst  and  discharge  a  fluid,  which  then  forms  yellowish 
or  brownish  crusts.  In  zoster  a  scar  is  sometimes  produced.  In  erythema 
multiforme  there  is  often  considerable  scabbing,  as  is  mentioned  under  Vesicles. 
In  eczema  the  lesions  may  dry  up  either  into  scales  (see  under  Scaly  Erup- 
tions) or  into  crusts.  Crustation  is  usually  the  third  stage  in  the  evolution  of 
the  disease,  the  discharge  from  the  vesicles  drying  into  greyish-yellow  scabs  of 
varying  thickness,  which  become  detached  and  are  succeeded  by  others  until 
the  "weeping"  ceases.  When  the  lips  are  attacked,  they  may  become  so 
stiffened  under  layers  of  crusts  superimposed  one  upon  another  that  the  patient 
can  hardly  move  his  lips  without  Assuring  the  skin.  In  the  male,  the  "  bathing- 
drawers  "  area  may  be  so  covered  with  crusts  that  the  patient  cannot  walk  or 
sit  down  without  breaking  them.  In  the  same  region  in  the  female  the  inflam- 
mation and  crustation  may  be  even  more  severe,  and  the  scabs  may  be  marked 
by  much  foulness.  One  of  the  characteristic  features  of  what  is  called  papular 
eczema  is  the  appearance  of  a  tiny  dome  of  blood-crust  on  the  papules,  due  to 
scratching.  In  seborrhceic  eczema  there  may  either  be  scaling,  or  the  sq names 
may  be  massed  into  fatty  crusts  (see  Scaly  Eruptions).  The  scabs  in  eczema 
rubrum  are  extremely  thin,  like  goldbeater's  skin  ;  when  they  are  torn  off,  a  red, 
wet,  raw,  tender  surface  is  laid  bare.     The  crusts  of  scabies  may  be  distinguished 
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from  those  of  eczema  by  their  being  isolated  and  distributed  irregularly,  instead 
of  being  grouped,  and  by  the  multiformity  of  the  lesions  with  which  they  are 
mixed — vesicles,  bullae,  pustules,  haemorrhagic  scabs,  etc.  In  most  itching 
diseases  there  will  be  found  blood-scabs,  resulting  from  the  scratching  to  which 
the  patient  is  provoked. 

In  cheifopompholyx  the  bullae  into  which  the  little  sago-grain  vesicles  run, 
dry  up  into  crusts,  the  removal  of  which  reveals  a  surface  that  is  red  and 
exquisitely  tender.  The  appearance  and  sensitiveness  of  the  underlying  skin, 
together  with  the  Umitation  to  the  hands  and  feet,  and  often  to  the  hands  alone, 
will  help  the  diagnosis.  The  crusts  of  sycosis  vulgaris  also  have  a  limited 
distribution  ;  they  may  be  confined  to  the  upper  Up,  and  in  any  case  they  do 
not  extend  beyond  the  hairy  parts  of  the  face.  They  are  brown  or  yellow  in 
colour,  thin,  and  distinctly  adherent. 

In  impetigo  contagiosa  (Tilbury  Fox)  the  scabs  which  are  formed  from  the  dried- 
up  fluid  discharged  by  the  pustules  on  rupture  are  yellowish ;  in  uncleanly 
persons  they  are  brown,  or  even  black.  A  characteristic  feature  is  that  they 
have  around  them  no  hyperaemic  halo,  but  look  as  if  they  might  have  been  stuck 
on  artificially.  In  the  severe  form  of  the  disease  styled  ecthyma,  however,  the 
flat  irregular  scab  formed  from  the  ruptured  vesicles  is  surrounded  by  a  more 
or  less  pronounced  areola.  At  first  loosely  attached,  the  scabs  in  impetigo 
contagiosa  afterwards  become  so  firmly  adherent  that  their  removal  requires 
some  force  and  gives  rise  to  a  little  bleeding.  In  this  aflection  there  is  what 
may  be  called  a  secondary  scab,  formed  by  the  drying-up  of  the  thick,  purulent 
discharge — honey-like  in  consistence  and  appearance — from  the  surface  left 
raw  by  the  removal  of  the  earlier  crusts.  The  reddish  stain  that  appears  when 
the  lesion  heals  is  not  permanent.  In  pemphigus  vulgaris  the  crusts  into  which 
the  bullae  shrink  are  brownish-yellow  ;  and  when  they  fall  ofl  spontaneously, 
the  surface  beneath  is  not  raw,  as  in  impetigo,  but  is  found  to  be  covered  with 
newly-formed  epidermis,  at  first  purple,  but  afterwards  turning  brown,  and 
gradually  becoming  normal  in  colour.  When  the  area  covered  by  the  scabs 
is  extensive,  there  is  an  unpleasant  sense  of  tension,  and  if  they  are  removed 
prematurely,  excoriation  may  be  caused.  In  the  more  serious  affection  known 
as  pemphigus  foliaceus,  the  crusts  are  yellowish,  and  as  the  disease  proceeds, 
large  scales  are  formed.  In  pemphigus  vegetans  the  foul-smelling  secretion  from 
the  patches  of  aflected  skin  forms  a  thin  crust,  which  can  easily  be  stripp>ed  ofl, 
when  a  papillary  excrescence,  partly  covered  with  a  thin  stratum  of  epidermis, 
is  revealed.  The  process  usually  ends  in  gangrene  and  death.  The  excrescences 
are  distinguishable  from  the  condylomata  of  syphiUs  by  always  being  surrounded 
by  a  zone  of  bullae,  while  condylomata  have  an  infiltrated  border. 

In  nerve  leprosy  the  bullae,  which  have  the  same  characters  as  those  of 
pemphigus  vulgaris,  form,  on  rupture,  a  large  crust,  the  removal  of  which 
exposes  a  grey  surface  consisting  of  altered  rete,  the  epidermis  being  cast  ofl 
by  suppuration.  In  this  way  a  succession  of  yellow  scabs  or  crusts  may  be 
formed  and  fall  off,  leaving  at  last  a  granulating  surface,  which  ultimately  is 
converted  into  a  white  scar.  If  the  bullae  abort,  they  are  followed  by  a  parch- 
ment-hke  scale  instead  of  a  crust,  and  this  in  turn  gives  place  to  a  hyperaesthetic 
ulcer.  The  scabs  of  nerve  leprosy  have  some  resemblance  to  the  rupial  crusts 
of  secondary  syphilis,  but  there  is  Uttle  danger  of  confusion  between  the  two. 
The  rupial  crusts,  greenish  or  blackish,  consist  of  several  successive  layers,  each 
one  smaller  than  the  one  immediately  below  it,  so  that  a  pyramidal  structure 
is  formed,  somewhat  resembUng  the  shell  of  a  limpet.  This  very  characteristic 
crust,  which  can  scarcely  be  mistaken  for  that  of  any  other  condition,  and  is 
distinguishable  from  the  psoriasis  rupioides  of  M'Call  Anderson  by  the  base  being 
ulcerated,  usually  is  formed  from  pustules,  but  may  follow  also  on  the  drying  up 


horny  transformation.  In  colour,  scales  are  ordinarily  white  or  grey,  either 
dull  and  lustreless,  as  in  seboiihoea,  or  silvery,  as  in  psoriasis ;  but  they  are 
sometimes  a  dirty  yellow,  as  in  some  dry  syphilides,  or  even  reddish-brown, 
as  in  oily  seborrhoca.  They  may  be  large  and  thin,  as  in  pityriasis  rubra,  or 
small  and  branny,  as  in  tinea  versicolor  ;  even  in  the  same  affection  (e.g., 
pityriasis  rubra)  they  may  vary  greatly  in  size  in  difierent  legions.  They  may 
consist  of  a  single  layer,  as  in  squamous  eczema,  oi  of  several  adherent  strata, 
as  in  psoriasis.  In  quantity  they  may  be  inconsiderable,  as  in  tinea  versicolor, 
or  most  profuse,  as  in  psoriasis  and  pityriasis  rubra.  Usually  they  are  dry  and 
friable,  but  if  mixed  with  an  oily  secretion,  as  in  seborrhoea,  or  with  a  serous 
or  setopurulent  discharge,  as  in  ecieraa,  they  may  partake  of  the  nature  ol 
both  scales  and  crusts. 

A  brief  description  of  the  scales  met  with  in  various  affections  may  be  given 
here ;  but  except  in  a  lew  diseases  of  which  they  form  a  highly  characteristic 
manifestation,  such  as  seborrhcea,  psoriasis,  and  pityriasis  rubra,  they  have 
little  diagnostic  value,  and,  as  I  have  said  elsewhere  of  scabs,  diagnosis  must 
usually  rest  upon  primary  rather  than  upon  secondary  lesions. 

Sometimes  there  is  scale- formation  in  eruptions  due  to  the  internal  adminis- 
tration of  such  drugs  as  quinine  or  belladonna,  or  to  the  external  apphcation 
of  carbolic  acid,  iodine,  etc. ;  but  it  has  no  significance  in  diagnosis.  In  keratosis 
pilaris  (xeroderma)  and  other  forms  of  ichthyosis,  there  is  always  more  or  less 
desquamation  of  the  dry  and  roughened  and  sometimes  warty  skin ;  but  here 
aiso  it  is  without  diagnostic  import.  Of  the  scales  of  scarlet  fever,  measles, 
German  measles,  and  other  in/tclious  fevers,  again,  nothing  need  be  said,  for  the 
diagnosis  ought  to  have  been  settled  before  they  appear.  Nor  need  I  speak  of 
the  scaliness  of  tinea  tonsurans,  tinea  versicolor,  and  other  fungous  affections. 
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for  the  differential  diagnosis  of  these  diseases  has  been  given  under  Fungous 
Diseases.  The  scales  of  papular  syphilides,  again,  have  been  described  under 
Papules,  and  the  diagnosis  of  the  lesions,  both  primary  and  secondary,  from 
those  of  psoriasis  will  be  found  in  that  article.  In  the  unusual  instances  of 
urticaria  in  which  desquamation  is  present,  it  is  so  shght  as  to  be  negligible. 
In  most  forms  of  erythema^  scales  occur  ;  but  here  again  they  have  little 
significance  for  the  diagnostician,  and  it  will  be  sufficient  to  say  that  in  erythema 
simplex  the  desquamation  is  slight,  and  that  in  erythema  scarlatiniforme  it  is 
more  considerable.  In  lupus  erythematosus  the  central  scar-Uke  depression 
of  the  primary  eruptive  lesions  may  be  covered  either  with  thin,  papery,  greyish 
scales,  or  with  a  firmly  adherent  scab.  In  parts  furnished  with  sebaceous  glands, 
the  skin  will  usually  be  covered  with  small  adherent  scales  of  sebum,  which 
at  the  margin  of  the  patch  plug  the  dilated  orifices  of  the  glands,  so  that  numerous 
comedones  are  formed.  From  other  forms  of  erythema,  as  also  from  ringAvorm, 
lupus  erythematosus  may  be  distinguished  by  the  slowness  and  persistence 
of  the  process.  The  lesion  itself,  atrophic  in  the  centre,  with  a  well-defined 
red  border,  and  studded  with  plugs,  can  scarcely  be  mistaken  when  it  appears 
on  its  site  of  election,  the  face.  When,  however,  it  occurs  on  the  hands,  it  may 
mimic  chilblains  so  closely  that  only  the  lapse  of  time  can  make  the  diagnosis 
certain,  lupus  erythematosus  being  much  more  obdurate  to  treatment,  and  not 
disappearing  in  the  summer.  For  the  diagnosis  between  lupus  erythematosus 
and  psoriasis,  see  below  ;  for  that  between  lupus  erythematosus  and  lupus 
vulgaris,  see  under  Nodules. 

We  now  come  to  afiections  in  which  scales  play  a  more  important  part.  In 
seborrhcea  sicca,  there  is  an  excess  of  the  solid  fatty  constituents  of  the  sebum, 
and  the  excreted  material  takes  the  form  of  scaly  but  usually  somewhat  greasy 
masses.  In  seborrhcea  oleosa  there  is  an  abnormal  predominance  of  the  oily 
part  of  the  sebaceous  secretion,  which  dries  into  yellowish  or  reddish-brown 
cakes  of  greasy  scales,  often  with  a  hyperaemic  base  and  a  fringe  of  papules 
about  the  edge.  In  the  face,  oily  seborrhcea  is  more  often  met  with  than  the 
dry  form  ;  but  seborrhcea  generally,  though  it  may  occur  on  the  trunk  and 
limbs,  almost  invariably  begins  on  the  scalp.  When  not  hmited  to  the  scalp, 
as  usually  it  is,  it  spreads  downwards  to  the  face,  round  the  neck,  the  chest,  the 
centre  of  the  back,  and  the  limbs.  In  the  Ught  of  this  preference  for  the  scalp, 
and  the  downward  extension  when  the  affection  is  not  confined  to  that  part, 
a  typical  case  of  seborrhcea  is  unmistakable.  In  cases  of  seborrhcea  which 
resemble  psoriasis,  guidance  may  be  found  in  the  scales,  which  in  the  latter  affec- 
tion are  silvery,  and  harder.  The  respective  starting-points  of  the  eruptions, 
however,  furnish  a  safer  indication,  psoriasis  almost  always  appearing  first  on 
the  elbows  and  knees  and  spreading  upwards. 

In  typical  eczema^  scaUng  forms  the  final  stage  of  the  pathological  process. 
After  the  initial  erythema  comes  the  exudation,  then  the  crustation  (see 
Scabs),  next  the  dry  stage,  and  lastly  the  desquamation,  the  epidermis  being 
shed  in  scales  that  become  progressively  thinner  and  smaller  until  only  a 
brownish  stain  is  left  to  mark  the  site.  All  the  stages,  as  need  hardly  be  said, 
are  often  present  at  once  in  a  given  case.  Scaling  is  frequently  a  noticeable 
feature  when  there  is  a  predominance  of  erythematous  lesions,  as  it  is  also  in 
eczema  follictdorum.  But  it  is  in  seborrhoeic  eczema  that  this  phenomenon  is 
most  prominent,  the  latent  catarrh  with  which  the  affection  begins  being  followed 
by  the  agglutination  of  epidermic  scales  which  are  thrown  off  in  the  form  of 
large  lamella;.  In  some  cases  the  scales  may  increase  in  quantity,  in  others, 
as  is  mentioned  under  Scabs,  they  may  become  massed  into  fatty  crusts  among 
the  hairs.  The  differential  diagnosis  of  eczema  has  been  set  out  in  the  articles 
on  the  primary  lesions.     The  secondary  lesions  in  this  affection  may  indeed 
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Id  determining  its  true  na,ture,  and  in  doubtful 
move  both  scales  and  crusts  in  order  that  the 
examined.  As  between  eczema  and  psoriasis, 
and  seborrhcea,  the  scales  aSord  guidance  in 
is  the  lower  layers  of  scales  are  whitish  or 
iTt  yellowish,  dull  and  triable. 
scale  has  distinct  diagnostic  value.  It  enters, 
disease  as  an  affection  of  the  sidn,  charac- 
terized by  flat,  dry  patches  of  varying  extent,  covered  with  whitish,  silver- 
grey,  or  asbestos-like  scales.  The  scaliness  may  vary  from  a  thin  film  to 
a  dense,  beaped-up  mass.  If  the  scales  are  removed,  a  smooth,  shining 
bypercemic  surface  is  seen,  studded  with  spots  that  show  various  gradations 
of  colour,  from  a,  deep  to  a  bright  red,  the  bright-red  points  being  the  tops  of 
inflamed  papiltx.  The  eruption  appears  as  papules  of  pin-head  size,  at  first 
red,  but  becoming  white  as  the  scales  form.  Spreading  centrifu gaily,  the 
papules  form  patches,  generally  roundish  or  oval  when  small,  and  becoming 
more  irregular  as  they  grow  larger.  They  may  remain  stationary  for  a  long 
time,  and  slowly  disappear,  or,  continuing  to  spread,  may  become  confluent. 
While  the  disease  is  active  the  individual  patch  is  encircled  by  a  narrow  zone 
of  redness,  but  when  it  is  not  spreading  this  fades  away.  Sooner  or  latxr 
involution  takes  place,  and  the  reditess  which  the  lesions  leave  behind  them 
soon  disappears,  though  in  protracted  cAses  a  brown  stain  may  persist,  and 
in  rare  instances  there  may  be  superficial  atrophy.  In  distribution,  psoriasis 
is  almost  invariably  symmetrical.  like  small-pox,  it  shows  a  marked  predilec' 
tion  for  surfaces  that  are  exposed  to  friction.  Almost  always  it  starts  on  the 
tips  of  the  elbows  and  the  fronts  of  the  knees.  After  the  extensor  aspects  of 
the  limbs,  its  favourite  site  is  the  hairy  scalp,  and  then  the  trunk,  especially 
over  the  lumbar  region.  In  typical  cases  the  clinical  picture — the  patches  with 
sharply  defined  border,  covered  with  hard,  shiny  scales  ;  the  hypenmic  surface 
beneath,  dotted  with  red  points  ;  the  distribution  as  just  described  ;  the  unim- 
paired health,  the  natural  complexion,  the  proneness  to  attack  blue-eyed  fair- 
liaired  persons,  and  the  absence  of  exudation- — scarcely  admit  of  misinterpreta- 
tion. In  all  these  particulars,  except  the  unimpaired  health,  psoriasis  differs 
from  eczema,  as  well  as  in  the  less  intense  and  less  constant  itching  by  which  it  is 
attended.  On  the  scalp,  while  psoriasis  usually  occurs  in  patches  and  ends 
abruptly  at  or  only  just  beyond  the  margin  of  the  hair,  seborrhteic  eczema 
almost  invariably  extends  over  the  whole  surface,  and  often  involves  the  face 
and  the  neck.  Almost  always,  too,  psoriasis  spreads  upwards  from  its  sites  of 
election,  seborrhteic  eczema  downwards  from  the  head.  In  very  chronic  forms 
of  eczema,  in  which  there  may  be  no  history  o(  "  weeping,"  the  diagnosis 
from  psonasis  may  be  difficult.  In  all  doubtful  instances,  gentle  scratching 
on  the  affected  surface  will   bring  out   the   silvery   scales,   if   the   case  is  one 

In  the  papular  stage  of  lickm  planus,  that  afiection  may  in  some  cases 
be  mistaken  for  psoriasis.  In  lichen  planus,  however,  the  eruption  shows  a 
preference  for  the  flexor  aspects  of  the  wrists  and  knees  ;  it  consists  of  shining- 
smooth  papules,  while  scales  are  absent  ;  the  ground-tint,  so  to  speak,  is  bluish 
ted  or  violet  ;  and  the  patches  are  formed  by  the  aggregation  of  a  number  of 
papules  instead  of  by  centrifugal  extension.  In  doubtful  cases  the  whole  body 
must  be  searched  for  the  typical  lesions  of  either  disease. 

Lupus  erythematosus  differs  from  psoriasis  in  that,  in  the  former  condition, 
the  scales  are  not  abundant,  the  edge  of  the  patch  is  more  elevated,  the 
cheeks  are  usually  attacked,  as  they  are  not  in  psoriasis,  and  there  are  the 
distinctive   plugs   in   the   orifices  of  the   sebaceous  ducts,  as  described  earlier 
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in  this  article.     Scarring,  too,  may  be  found  in  the  patch,  and  there  may  be 
atrophy  of  the  ears. 

As  between  psoriasis  and  papular  syphilides^  the  diagnosis  is  given  under 
Papules.  The  heaped-up  crusts  of  the  condition  which  has  been  styled  psoriasis 
rupioides  can  be  distinguished  from  the  rupial  lesions  of  syphihs  by  the  base 
being  ulcerated  in  the  latter  disease  ;  but  syphiUs  mimics  everything,  and  cases 
sometimes  occur  in  which  it  can  only  be  distinguished  even  from  so  distinctive 
an  affection  as  psoriasis  by  attention  to  the  history,  and  by  the  discovery  of 
other  lesions,  the  presence  of  cachexia,  the  influence  of  iodides  and  mercury,  or 
by  the  Wassermann  serum  test. 

In  pityriasis  rubra  the  whole  cutaneous  surface  is  always  inflamed  and 
reddened,  without  infiltration  or  thickening,  but  accompanied  by  profuse  des- 
quamation (Plate  X)y  branny  on  the  head,  shed  in  larger  flakes  from  the  trunk, 
and  from  the  hands  and  feet  in  huge  scales.  Pityriasis  rubra  may  occur  as  an 
independent  disease — an  extremely  rare  event — or  may  follow  in  the  wake  of 
erythema  multiforme,  eczema,  psoriasis,  hchen  planus,  dermatitis  herpetiformis, 
and  certain  drug  eruptions.  Its  most  frequent  precursor  is  psoriasis.  The  con- 
stant and  profuse  desquamation,  the  papery  scales  and  sheets  in  which  the 
epidermis  is  shed,  are  important  diagnostic  signs  ;  others  are  the  vivid  redness 
of  the  eruption,  the  rapidity  with  which  it  is  diffused,  its  universahty,  the  serious 
impairment  of  health — sometimes  issuing  in  death — which  it  produces,  and  the 
frequent  absence  of  itching.  From  eczema  it  is  distinguished  by  the  absence 
of  exudation  and  of  crusts  ;  from  psoriasis  by  its  rapid  spread  and  universal 
diffusion  ;  from  pemphigus  foUaceus  by  the  absence  of  loose  bullae  and  of  foul- 
smelling  discharge,  the  less  severe  general  symptoms,  and  the  greater  amena- 
biUty  to  treatment ;  from  lichen  ruber  pkmus  by  the  absence  of  papules,  as 
well  as  by  its  rapid  extension  and  involvement  of  the  whole  area  of  the  body. 

The  essential  lesions  of  pityriasis  rosea  are  patches  or  circles,  very  slightly 
raised  and  thinly  covered  with  small  scales.  The  eruption  usually  first  shows 
itself  on  the  abdomen,  though  it  may  begin  on  the  chest,  the  face,  or  the  arms.  It 
spreads  less  rapidly  than  pit3rriasis  rubra,  but  in  two  or  three  weeks  the  trunk, 
the  face,  and  the  limbs  may  be  covered,  and  though  occasionally  it  is  universal, 
it  seldom  extends  below  the  elbow  or  the  knee.  The  diagnosis  is  seldom  in 
doubt,  the  characteristic  "  herald  patch  '*  with  which  the  rash  begins,  the  pale- 
red  tint,  the  sUght  elevation  of  the  patches,  the  minghng  of  maculate  and 
circinate  lesions,  the  slight  degree  of  scahness,  and  the  spontaneous  involution, 
forming  a  distinctive  ensemble.  The  differences  it  presents  from  pityriasis  rubra 
have  been  indicated.  From  psoriasis  it  is  differentiated  by  its  less  inflammatory 
character,  the  more  rapid  onset,  the  slight  scaliness,  its  neglect  of  the  situations 
most  vulnerable  to  psoriasitic  attack,  and  the  absence  of  hyperaemic  spots  on 
the  surface  beneath  the  scales.  From  seborrhoea  corporis,  by  the  dryness  of  the 
scales,  its  much  less  chronic  character,  the  lesions  disappearing  spontaneously 
in  a  few  weeks.  From  tinea  circinata,  by  the  large  number  and  wide  distribu- 
tion of  the  lesions,  and  the  absence  of  the  fungus  which  is  the  cause  of  cutaneous 
ringworm.  From  the  maculo-papular  syphiUde,  by  the  absence  of  infiltration, 
the  lighter  colour,  the  fact  that  the  palms  of  the  hands  are  usually  spared,  and 
the  lack  of  concomitant  syphilitic  signs. 

Pityriasis  rubra  pilaris  may  appear  in  the  form  of  scaly  patches,  resembling 
psoriasis,  on  the  palms  and  soles,  or  as  a  dry  eruption,  covered  with  eczematous- 
looking  crusts ;  but  the  papule  which  soon  appears  is  a  more  characteristic 
lesion,  and  the  diagnosis  of  the  condition  from  psoriasis  and  other  affections 
will  be  found  under  Papules.  Malcolm  Morris. 

SCOTOMATA. — (See  Vision,  Defects  of.) 
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Id  the  present  paper  wc  shall  have  to  deal  first  of  all  with  the  common  forms 
of  sensory  loss,  and  their  significance  in  clinical  work.  Wherever  sensory  loss 
occurs,  it  should  aflord  some  assistance  in  forming  a  conclusion  as  to  the  site  of 
disease,  even  if  it  does  not  indicate  clearly  anything  with  regard  to  its  nature. 
In  order  that  the  sensory  loss  may  give  the  necessary  information  as  to  the 
site  of  disease,  it  is  absolutely  necessary  that  the  physician  should  ascertain  both 
the  limit  and  the  nature  of  the  loss.  He  will  be  able  to  judge  from  the  shape 
and  locality  of  the  anxsthetic  area,  whether  it  conforms  to  a  lesion  of  a  peripheral 
nerve,  a  spinal  root,  or  some  part  of  the  central  nervous  system.  An  analysis 
of  the  sensory  loss — that  is  to  say,  an  examination  directed  to  show  whether 
the  loss  is  uniform  to  all  forms  of  sensory  stimuli,  or  whether  it  is  Umited  to 
one  or  two  forms  only — will  provide  additional  information  for  the  purpose  of 
diagnosing  the  situation  of  the  lesion. 

In  order  to  utilize  the  information  provided  by  the  shape  and  size  of  the  area 
of  anaesthesia,  it  is  necessary  to 
know  what  are  the  areas  on  the 
surface  of  the  body  which  corres- 
pond to  the  distribution  of  peri- 
pheral nervts  on  the  one  hand, 
and  of  spinal  segments  or  spinal 
roots  on  the  other.  The  accom- 
panying diagrams  (Fig.  174  and 
Plate  XI)  supply  this  information 
to  some  extent,  but  in  order  that 
it  may  be  used  to  the  best  advan- 
tage, it  is  necessary  to  say  a  few 
words  about  various  forms  ol 
sensory  loss  due  to  lesions  in 
diHerent    parts    of    the    nervous 

Before  entering  upon  this  part 
of  the  subject,  we  may  interpose 
an  explanation  of  the  way  in 
which  we  propose  to  use  the  term."! 

aruesthesia,  analgesia,  and  thermo- 
anesthesia. 
and  Anastkesia     will     be     used     to 

ttrat         lienote  impairment  or  loss  of  the 
Thii  ii  aisociiicd  itiih  hyperaigisia  of  ihi  under-  cutaneous    Sensibility    tO    cotton- 

ying  Buwei.  wool   touch,   and   it  is  important 

to    remember    that    parts    which 
are  hairless  should  be  chosen  when  an  accurate  examination  is  being  made. 

Analgesia  refers  to  impairment  or  loss  o(  pain-sense,  the  adjective  "  superficial  " 
being  applied  when  the  surface  pain  produced  by  the  prick  of  a  pin  is  interfered 
with,  and  the  adjective  "  deep  "  when  the  pain  usually  associated  with  pinching 
or  squeezing  the  muscles  and  deeper  tissues  is  no  longer  appreciated. 

Thermo-anisslhesia  indicates  loss  of  appreciation  o(  heat  and  cold  ;  but  as  we 
shall  see  later,  the  inability  to  distinguish  between  things  which  are  warm  and 
cool  is  not  always  associated  with  equal  loss  of  sensibility  in  distinguishing 
between  objects  which  are  ice-cold  and  really  hot. 

DIsturbiDMs  of  Sensation  In  ParlphermI  Hsrva  LmIodi, — It  was  shown  by 
Head  and  Rivers  that  the  aflerent  meclianism  of  the  peripheral  nervous  system 
3  of  the  following  three  sub-systems  : — 
.  Detp  Sensibilily. — This  conveys  impulses  excited  by  pressure  and  by  all 
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id  musclea.  Painful  impulses  derived  from 
by  this  sub-system.  By  its  means  a  bealthy 
le  movements  of  joints,  but  also  the  locality 
if  the  movement.  The  fibres  which  conduct 
ith  the  muscular  oerves,  and  are  not  destroyed 
to  the  akin. 

sub'System  responds  to  painful  cutaneous 
)re  extreme  degrees  of  heat  and  cold.  The 
rue  and  inexact  as  to  the  locality  of  the  spot 

3-  Epicrilic  Sensibility.- — ^To  this  sub-system  is  due  the  power  of  perceiving 
and  locating  light  touches  (cotton -wool),  of  discriminating  between  two  points 
applied  simultaneously  to  the  surface,  and  of  recognizing  the  finer  grades  of 
temperature  called  cool  and  warm. 

It  has  been  shown  that  when  a  peripheral  cutaruous  nerve  is  divided  the  area 
of  epicritic  loss  is  greater  than  that  of  protopathic  loss  ;  in  other  words,  there  is 
more  overlapping  of  protopathic  sensibility  than  of  epicritic  sensibihty  between 
neighbouring  nerve  distributions.  Thus,  if  the  ulnar  nerve  is  divided  near 
the  wrist,  there  is  complete  loss  to 
touch,  superficial  pain,  heat,  and 
cold,  over  an  area  including  the  little 
finger  and  part  of  the  inner  edge  of 
the  palm  of  the  hand.  This  is  the 
area  of  epicritic  and  protopathic 
loss.  But  epicritic  loss  extends 
over  a  wide  area  which  includes 
half  the  ring  finger  and  more  of 
the  hand.  In  this  area  of  epicritic 
loss  pain  can  be  recognized  but 
cannot    be    localized    exactly,    while  /^i^.  176,— Division  of  ulrai  nerve  ai  the  wrist, 

light  touch  is  not  appreciated,  and      ^^  ^"^.  '"^  ."R'*""''  '"''  ""^  cpipmc  and 
the  discrimination  between  cool  and      limits  of  epicHiictiK!.    (A/in-HraiiafidShcntH.) 

A  consideration  of  the  above  points  shows  how  important  it  is  to  define 
accurately  the  exact  nature  of  any  sensory  loss,  and  to  be  careful  that  the 
appreciation  of  pressure  is  not  mistaken  for  the  appreciation  of  light  touch. 
If  tactile  sensibility  is  tested  by  means  of  the  observer's  finger  or  by  the  head 
of  a  pin,  the  results  will  be  vitiated,  because  pressure  sensibility  is  at  once  brought 
into  action. 

Another  diagnostic  point  of  importance  depends  on  the  fact  that  protopathic 
sensibility  returns  some  months  Ijeiorc  epicritic  sensibility  in  the  process  of 
regeneration  after  the  division  of  a  peripheral  nerve.  During  the  stage  of 
protopathic  repair  there  is  olten  a  considerable  degree  of  hyperalgesia  in  the 
affected  area  ;  that  is  to  say,  the  pain  produced  by  a  pin-prick  or  a  scratch  is 
out  of  all  proportion  to  the  nature  of  the  stimulus. 

So  far  we  have  dealt  with  the  disturbance  of  sensibility  produced  by  the 
disease  or  injury  of  a  single  nerve.  In  the  disease  known  as  peripheral  neuritis 
the  sensory  disturbances  are  very  characteristic,  and  consist  of  pain,  tingling, 
tenderness,  and  cutaneous  anaesthesia.  Spontaneous  pain  in  the  limbs  is  often 
complained  of,  but  more  important  is  the  intense  suffering  produced  by  move- 
ments, and  especially  by  handling  the  limbs  or  by  squeezing  the  muscles.  At 
the  same  time  cotton-wool  touch  is  often  unperceived  on  the  peripheral  parts 
of  the  limbs,  particularly  in  what  are  known  as  the  glove  and  stocking  areas. 
This  combination  of  deep  hyperalgesia  and  cutaneous  anaesthesia  constitutes 
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an  important  differential  sign  between  some  cases  of  peripheral  neuritis  and 
cases  of  tabes  dorsalis,  in  which  superficial  and  deep  analgesia  are  nearly  always 
associated. 

Distorbanees  of  Sensation  In  Lesions  of  the  Cord. — Head  and  Thompson  have 
shown  that  the  impulses  of  the  three  peripheral  sub-systems — deep,  epicritic, 
and  protopathic — combine  in  new  groups  soon  after  they  enter  the  spinal  cord. 
Some  impulses  cross  to  the  opposite  side  immediately,  others  cross  after  running 
a  short  course  on  the  same  side,  and  others  ascend  to  the  upp>er  extremity  ot 
the  cord  entirely  on  the  side  of  their  entry.  This  rearrangement  may  be 
summarized  briefly  thus  : — 

1.  Impulses  of  pain,  whether  excited  by  cutaneous  stimuli  or  by  excessive 
pressure,  run  together  in  the  spinal  cord,  and  cross,  probably  soon,  to  the 
opposite  side. 

2.  Impulses  of  temperature  of   all  degrees  cross  to  the   opposite    side    and 
are  closely  associated,   but   not  inter- 
mingled,   with     those     of    pain ;     the 
impulses  of   heat    are    also    separated 
from  those  of  cold. 

3.  Impulses  excited  by  light  touch 
and  by  pressure,  and  those  which  sub- 
serve their  localization,  accompany  each 
other,  cross  to  the  opposite  side,  prob- 
ably less  rapidly  than  those  of  pain  and 
temperature,  and  ascend  in  a  path 
which  is  distinct  from  that  of  the  latter. 

4.  Impulses  subserving  the  senses  of 
passive  position  and  movement  are 
associated  with  those  o^  tactile  dis- 
crimination (compass  points)  in  their 
ascent  of  the  cord  on  the  same  side  as 
their  entry.  These  impulses  pass  up 
the  posterior  columns.      ..^  «- 

The  accompanying  diagram  represents 
this  rearrangement  of  impulses  and 
their  course  in  the  spinal  cord  : — 
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■'^'iT.  177'— l^»*gra«n  illustrating  the  course  of  the  sensory  impulses  passing  from  the  peripheral 
nes  into  the  spinal  cord.    (From  the  author's  article  in  Osier's  Sfodem  Medicine^  vol.  vii.) 
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The  chief  points  of  practical  importance  in  clinical  work  to  be  deducted  from 
the  above  considerations  are  as  follows  :  In  the  first  place,  analgesia  resulting 
from  a  cord  lesion  always  includes  deep  as  well  as  superficial  pain,  and  so  differs 
from  the  analgesia  produced  by  a  peripheral  nerve  lesion  in  which,  as  we  have 
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In  testing  the  sensibility  o£  the  skin,  il 
amesthetic  area  towards  the  normal,  and 
but  all  modifications  of  sensation.  Far 
complete  anxsthesia  there  may  be  an  a 
appreciate  a  touch  or  a  pin-prick,  but 
produced  as  diHering  from  the  natural 
modifications  should  be  taken  into  acca 

As  a  result  of  disease  or  injury  of  o 
complex  called  Broivn-Siquard  paraly. 
sensibility  in  parts  of  the  body  o 


always  advisable  to  work  from  the 
note  not  only  complete  anaesthesia, 
stance,  bordering  on  the  region  of 
in  which   the   patient   is   able  to 
which  he   describes   the   sensation 
elicited  by  these  stimuli.     Such 
:  in  diagnosing  the  level  of  the  lesion. 
side  of  the  spinal  cord,  a  symptom- 
is  met  with.     This  includes  loss  of 
n  the  opposite  side  to  that  of  the  lesion,  and  at 
a  lower  level.     The  sensory  loss  is 
often  of  a  dissociative  type,  that  is 
to   say,   tactile    sensibiUty    is    pre- 
served   while   painful   and   thermal 
sensibility  is  lost.     Fig.    iSi    illus- 
trates the  sensory  loss  in  a  case  of 
this  kind. 

Syringomyelia  and  kitmalomyelia 
are  other  conditions  in  which  dis- 
sociative ana;sthe$ia  is  common  {Fig. 
182).  In  the  former  disease  thermo- 
anesthesia and  analgesia  are  usuallj' 
found  first  in  the  upper  extremities 
and  thorax,  and  they  tend  to 
spread  all  over  the  body.  In  rare 
instances  they  commence  in  the 
lower  extremities  or  on  the  face. 
Their  distribution  is  nearly  always 
asymmetrical.  The  borders  of  the 
cutaneous  loss  are  not  sharp  but 
shaded  off,  and  correspond  to  the 
c  10  ail  limits  of  spinal-root  areas.  On  the 
ihoracic  Other  hand,  charts  sometimes  show 
Imiuri;  regions   of   dissociative   anesthesia 

I  movf         which   correspond   laterally  to  one 

tadamd         covEr     their     longitudinal     extent. 
■        '  For  instance,    the    sensory   loss  in 

one  hand  may  be  limited  above  by  a  line  encircling  the  forearm  so  as 
to  give  it  the  appearance  of  a  glove  distribution.  Similarly,  on  the  face  a 
central  area,  including  the  nose,  mouth,  and  eyes,  may  preserve  its  sensibility 
intact,  while  the  surrounding  regions  are  completely  insensitive  to  painful  and 
thermal  stimuU.  Thermo-anxsthesia  and  analgesia  are  sometimes,  but  not 
always,  co-extensive.  Tactile  loss  also  occurs,  but  usually  supervenes  in  the 
later  stages  of  the  disease.  Subjective  sensations  may  form  the  initial  evidence 
of  the  disease,  and  may  be  thermal,  painful,  or  tactile.  Lancinating  pains  and 
cramps  arc  described.  More  curious  are  the  subjective  sensations  of  drenching 
sweat  in  a  part  which  is  dry,  or  of  cold  in  a  part  which  is  quite  normal  in 
temperature. 

In  tc^cs  doTsaiis  the  disturbances  of  sensation  are  numerous  and  charac- 
teristic. Lightning  and  dull  boring  pains,  tingling,  numbness,  girdle  sensations. 
and  various  painful  crises  are  among  the  subjective  abnormalities.  Impairment 
or  loss  of  deep  and  superficial  pain  sensibility  in  various  parts  of  t!i»  body  is  one 
of  the  earliest  and  most  important  physical  signs  for  the  purpose  of  diagnosis. 


inLra-mEdulLiryoiiE-si. 
cord.    The  shaded  11 
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The  cutaneous  analgesia  b  generally 
root  areas  on  the  arms  and  thorax 
(see  Fig.  183).  Deep  analgesia  is 
nearly  always  present  in  tbe  calf 
muscles.  Superficial  nerves  such 
as  tbe  ulnar  may  often  be  found 
insensitive  to  rolling  or  pinching. 
Delayed  sensibility  is  another 
phenomenon  very  characteristic  of 
some  cases  of  tabes  dorsalis. 
Hyperxstbesia  may  be  present, 
especially  in  bands  around  the 
abdomen,  when  gastric  or  intestinal 
crises  form  part  of  the  clinical 
picture.  Intolerance  of  hot  or  cold 
water  on  any  part  of  the  skin  is 
described  not  uncommonly  by 
patients  suffering  from  severe  forms 
of  the  disease.  Allocheiiia,  or  refer- 
ence of  a  sensory  stimulus  to  the 
opposite  side  of  the  body,  has  also 
been  observed. 

The  sense  of  position  and  move- 
ment is  nearly  always  disturbed  in 
locomotor  ataxy,  and  this  results 
in  varyiDg  degrees  of  inco-ordina- 
tion  and  in  the  production  of 
Romberg's  sign.     Astereognosis,  or 


found  on  the  legs,  and  often  also  in  tbe 
rresponding  to  the  C  S  to  D  5  segments 


Av-  103.  — SyrineoiTiyeliA,     ITie  ibulcd  ptuti 
'       -'     -  eu  of  diBociiUvs  ■lunlboU,  i.e.,  of 

._ lhc«  and  inaluiii.    Thii  wu  nuoci- 

ated  wiih  Ktreidiic  paby  oT  Uie  upper  eiircniiiiH. 

the  inability  to  gauge  approximately  the 

size  and  shape  of  objects  placed 
in  the  patient's  hand,  is  another 
common  sensory  defect. 

In  disseminaled  sclerosis,  sensory 
troubles  do  not  as  a  rule  constitute 
so  prominent  a  feature  as  do  the 
motor  disabilities,  but  subjective 
and  abjective  changes  arc  by  no 
means  uncommon.  Numbness  of 
one  limb  lasting  a  few  weeks  or 
months,  girdle  sensations,  and  even 
pains  of  a  neuralgic  type,  are 
sometimes  complained  of.  I  have 
known  transient  hemianesthesia  to 
be  an  initial  symptom  in  one  case, 
and  astereognosis  with  loss  of 
sense  of  position  on  one  side,  to 
be  the  earliest  signs  of  disease  in 
two  or  three  cases.  From  the 
diagnostic  standpoint  these  are 
important  facts,  because  it  is  very 
tempting  to  assume,  erroneously, 
ited  that  such  sensory  phenomena, 
ig  alone  without  any  reHex 
otor  signs  of  organic  disease, 
hysterical     in    origin.      They 
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are  doubtless  due  to  patches  of  disease  in  the  neighbourhood  of  the  internal 

This  brings  us  to  the  coDsideration  of  the  AbDOrmslltiei  of  Seiuallon  raiDltlDK 
(rDin  dlMue  ot  the  Hlgh«r  Pirti  ol  tbs  NtrTOua  System. 

HemianiEsthesia    is    a    common    result    of    the    various  vascular    accidents 
responsible  for  apoplexy  and  hemiplegia.     It  may  be  present  with  or  without 
any  motor  paralysis  and  with  or  without  hemianopia  ;    sometimes  all   three 
phenomena  are  associated  in  the  case  of  severe  lesions  of  the  internal  capsule 
and  optic  radiations.     In  most  cases  of  apoplexy  hemianaesthesia  is  slight  and 
transient.     Tactile  and  pain  sensibility  may  be  impaired,  usually  more  so  on  the 
limbs  than  on  the  trunk,  and  more  especially  in  the  distal  portions  of  the  arm 
and  leg.     Even  when  touches  are  perceived,  they  arc  localized  badly  by  the 
patient.     In  lesions  of  the  optic  thalamus  the  opposite  side  of  the  body  may  be 
the  site  of  a  curious  sensory  disturbance  which  consists  in  part  of  a  lowered 
sensibility  to  painful  stimuli  and  in 
part  of  a  great  exaggeration  of  the 
disagreeable    effects     produced    by 
such   stimuh   when   they    are    per- 
ceived.    For  instance,   the   patient 
may  fail  to  recognize  a  light  pin- 
prick so  well  on  the  affected  as  on 
the  sound  side,  but  a  scratch  may 
produce  an  intensely  painful  sensa- 
tion referred   to    a   very  wide  area 
and    not    locahzed     to     the     spot 
stimulated.       In     such     cases     the 
patient    often    complains    also    of 
paroxysms   of   severe    pain   in   the 
afiected  limbs. 

The  kemianixslhtsia  of  hysteria  is 
usually  far  more  complete  to  all 
forms  of  stimulation  than  any 
hemianicsthesia  due  to  organic  dis- 
ease of  the  brain.  The  hysterical 
patient  is  found  to  have  lost  taste, 
smell,  and  sometimes  even  hearing, 

ngiooi  or   disvKiiitivi  aruesthcus.    Le..    Iom  of  defect,  instead  Of  being  hemianopic 

lenvbilUy  10  pain  and  icmpcriEuK  of  all  dtKiees.  as  in  the  organic  cases,  is  generally 

a  marked  contraction  of  the  visual 
fields,  sometimes  amounting  to  blindness,  especially  in  the  eye  corresponding 
to  the  other  sensory  defects. 

Lesions  of  the  brainstem  may  also  be  responsible  for  entensivc  loss  of  sensation. 
For  instance,  thrombosis  of  the  posterior  inferior  cerebellar  artery  gives  rise 
to  a  localized  softening  on  one  side  of  the  medulla,  which  produces  thermo- 
ana;sthesia  and  analgesia  on  the  same  side  of  the  face,  and  on  the  trunk  and 
limbs  of  the  opposite  side.  This  sensory  disturbance  is  sometimes  complicated 
by  homolateral  cerebellar  ataxy  and  cranial  nerve  palsies. 

So  far  we  have  dealt  chiefly  with  the  various  forms  of  lowered  sensibility,  and 
have  given  little  attention  to  perversions  of  sensation,  such  as  are  indicated  by 
the  terms  kyperaslhesia  and  parasthesia. 

Hyperasthesia  is  observed  in  cases  of  tabes  dorsalis  and  peripheral  nerve 
lesions  as  described  above,  but  it  is  also  met  with  in  other  conditions  of  organic 
as  welt  as  functional  disease.     It  is  found,  for 
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SKODAIC  RBSONAMCE.— When  there  is  a  basal  and  unilateral  pleuritic 
efiusion  of  medium  degree,  it  may  often  be  noted  that  the  pitch  of  the  percussion 
note  over  the  upper  part  of  the  thoran  in  front  is  higher  on  that  side  of  the 
chest  on  which  the  effusion  is  than  on  the  other.  It  is  not  a  question  either 
of  impairment  of  resonance  or  of  hyper- resonance,  but  merely  of  pitch.  This 
higher  pitch  of  the  percussion  note  over  the  upper  lobe,  when  the  lower  lobe  is 
compressed  by  an  efiusion,  is  named  "  Skodaic  resonance,"  after  the  observer 
who  first  drew  attention  to  it.  Its  importance  is  mainly  twofold  :  in  the 
first  place  it  does  not  indicate  disease  of  that  part  of  the  lung  which  affords 
the  sign— for  instance,  the  (act  that,  in  a  case  of  right-sided  effusion,  the  right 
upper  lobe  gives  a  higher- pitched  percussion  note  than  does  the  left  cannot  be 
taken  as  evidence  that  there  is  a  lesion,  fierhaps  tuberculous,  at  the  right  apex  ; 
in  the  second  place,  it  is  erroneous  to  suppose  that  this  is  only  obtained  in  cases 
of  effusion  ;  its  occurrence  cannot  be  taken  as  proof  that  dullness  at  the  base  is 
due  to  fluid  there.  It  is  true  that  pUurat  effusion  gives  it  not  only  ia  most  marked 
degree,  but  also  most  commonly ;  nevertheless  it  may  also  be  observed  in  some 
cases  of  basal  pneumonia  without  effusion,  or  as  the  result  of  compression  of  a 
lower  lobe  by  such  causes  as  subdiapkragmalic  or  hepatic  abscess,  hepatic  tnassts 
such  as  carcinoma,  gumma  or  hydatid  cyst,  great  enlargements  of  the  spleen  such 
as  occur  in  splenomeduUary  leukemia,  a  big  heart,  a  pericardial  effusion,  or  a 
mediastinal  or  pulmonary  neui  growth. 

The  cause  of  Skodaic  resonance  has  never  been  quite  decided,  and  many 
theories  have  lieen  propounded  about  it ;  clinically,  the  most  serviceable 
view  is  that  anything  that  lessens  the  degree  to  which  the  upper  lobe  is 
stretched,  yet  without  actually  compressing  it,  may  produce  a  rise  in  the 
pitch  of  its  percussion  note.     Bilateral  compression  of  the  bases  of  the  lungs 
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by  such  lesions  as  ascites,  presumably  causes  bilateral  Skodaic  resonance, 
but  this  is  difficult  to  determine,  because  the  latter  is  only  recognizable  when 
there  is  a  difference  of  pitch  between  the  two  sides  of  the  upper  part  of  the 
chest  in  front. 

Skodaic  resonance  over  an  upper  lobe  when  there  is  some  lesion  affecting  the 
lower  lobe  on  the  same  side,  should  not  be  confused  with  the  tympanic  note  that 
may  sometimes  be  heard  over  the  other  parts  of  the  thorax.  Stomach  tympany 
is  normally  heard  external  to  and  below  the  precordial  region  over  an  area 
known  as  Traube's  space,  which  is  bounded  above  by  the  precordial  dullness, 
behind  by  the  splenic  dullness,  and  below  by  the  rib  margin.  When  the 
stomach  is  dilated,  there  may  be  an  abnormal  extent  of  this  gastric  tympany 
in  the  thorax.  When  the  transverse  colon  is  distended  with  gas,  or  when 
it  is  pushed  upwards  by  something  intra-abdominal,  it  may  produce  abnormal 
areas  of  thoracic  tympany,  particularly  in  the  lower  sternal  region  or  on  either 
side  of  this. 

Such  conditions  can  scarcely  be  mistaken  for  Skodaic  resonance,  for  the  latter 
concerns  the  upper  part  of  an  upper  lobe  in  front,  and  is  not  a  definite  tympany, 
but  rather  a  moderate  rise  in  the  pitch  of  the  ordinary  percussion  note,  not  as 
a  rule  obvious  till  the  two  sides  are  contrasted.  Herbert  French 

SLEEPLESSNESS. — (See  Insomnia.) 

SMELL,  ABNORMALITIES  OF.— AbnormaUties  of  the  sense  of  smell  fall 
into  three  main  categories,  namely  : — (i)  Too  great  sensitiveness  to  smells  which 
actually  exist ;  (2)  Deficient  sensitiveness  to  smells  which  actually  exist ;  (3)  Sub- 
jective senscUions  of  smells  which  do  not  exist. 

1.  Too  great  sensitiveness  to  existing  smells  is  sometimes  a  nuisance  to  the* 
individual,  but  is  very  seldom  a  sign  of  disease.  There  are  very  great  dififerences 
in  the  powers  of  perception  of  different  sensations  in  different  persons,  and  just 
as  some  can  appreciate  very  slight  differences  in  sounds  more  than  others,  so 
can  some  detect  smells  which  are  undiscemable  by  others.  This  is  natural 
idios3mcrasy. 

2.  Deficient  sensitiveness  to  actual  smells  is  often  but  the  obverse  of  the 
above,  and  no  sign  of  disease,  although  it  may  be  a  detriment  to  the  individual, 
especially  in  certain  commercial  pursuits  in  which  the  varying  qualities  of 
products  are  judged  partly  by  smell.  When  the  power  of  smell,  having  been 
normal,  becomes  deficient  or  totally  absent,  the  change  may  affect  one  nostril 
only,  or  both.  The  condition  may  be  transient  or  persistent.  The  commonest 
cause  of  transient  anosmia  is  acute  nasal  catarrh^  whether  the  result  of  an 
ordinary  coldy  or  of  other  affections  such  as  hay  fever  (coryza  e  feno),  oncoming 
measles f  or  the  effects  of  drugs  such  as  iodide  of  potassium  or  arsenic. 

Persistent  anosmia  may  be  due  to  : — 

(a).  Inability  k)  get  air  freely,  or  at  cUl,  through  the  nostril ,  as  the  result  of  : — 

Adenoids  '       H)rpertrophic  rhinitis 

Polypi  I       Syphilis 

Dislocation  of  the  nasal  Necrosis  of  bones  in  the  nares 

septum  Occlusion  of  anterior  or  posterior 

Nasal  septal  spur  '  nares. 

(6).  Alteration  in  the  olfactory  mucous  membrane,  so  that  it  no  longer 
transmits  impulses  to  the  endings  of  the  olfactory  nerve,  although 
the  airway  is  free  : — 

Atrophic  rhinitis 

Paralysis  of  the  fifth  nerve,  leading  to  undue  dryness  of  the  mucosa. 
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{c).  Abnormalities  of  the  olfactory  nerves. 
Congenital  absence 
Hydrocephalus 
Olfactory  neuritis,  either  the  result  of  overstimulation  locally  by 

strong  noxious  vapours,  ammonia,  or  snuii ;  or  part  of  a  general 

peripheral  neuritis 
Post-influenzal  changes. 

d).  Cranial  lesions ,  especially  haemorrhage,  thrombosis,  embolism,  softening 
injury,  or  tumour  of  the  uncinate  gyrus,  which  is  the  centre  for  smell. 

e).  General  nerve  diseases,  especially : — 

General  paralysis  of  the  insane 

Locomotor  ataxy. 
(/).  Hysteria. 

There  is  Uttle  need  to  discuss  the  above  table  in  detail,  for  each  heading  speaks 
for  itself.  When  a  case  is'  being  investigated,  the  history  is  very  important ; 
it  is  next  necessary  to  examine  the  nose  carefully  through  a  speculum,  and  to 
test  the  air-way  through  each  nostril ;  if  there  is  any  local  lesion,  it  will  generally 
become  obvious  at  once,  and  only  after  local  affections  have  been  excluded 
should  conditions  in  groups  c,  d,  e,  and  /  be  discussed.  Anosmia  will  seldom 
if  ever  be  a  prominent  symptom,  except  in  connection  with  local  affections  of 
the  nose  ;  when  due  to  any  other  cause,  there  will  nearly  alwa)rs  be  some 
other  symptoms  which  will  attract  attention  more  than  the  anosmia  itself. 

3.  Subjective  sensations  of  smells  which  do  not  exist  externally  may  be 
due  to  : — 

(a).  Offensive  or  purulent  inflammations  of  the  nose  or  of  the  air-cells 
communicating  with  it,  especially  empyema  of  the  antrum  of 
Highmore,  or  of  a  frontal  sinus. 

(6).  Local  thickening  of  the  meninges,  tumour  of  the  brain,  or  inter- 
ference with  the  vascular  supply,  causing  irritation  of  the  hippo- 
campal  region. 

{c).  An  aura  preceding  an  epileptic  seizure. 

(d).  Hysteria. 

{e).  Insanity. 

In  arriving  at  a  diagnosis,  it  is  chiefly  important  to  exclude  purulent  affec- 
tions discharging  into  the  nose  ;  if  it  is  possible  to  state  with  certainty  that  the 
abnormal  sensations  have  no  such  organic  basis,  it  is  not  difficult  as  a  rule  to 
decide  between  the  other  causes.  It  is  a  curious  fact  that  subjective  abnor- 
malities of  smell  are  apt  to  be  associated  with  delusional  insanity  concerning 
the  genital  organs,  in  which  the  prognosis  is  not  free  from  acute  dangers. 

Herbert  French. 

SNORING  may  be  a  very  troublesome  symptom  in  some  patients,  particularly 
to  those  who  have  to  sleep  in  the  same  room  with  them ;  but  it  is  often  less  an 
indication  of  disease  than  merely  a  bad  habit.  Most  snorers  sleep  with  their 
mouths  open,  and  breathe  partly  through  the  nose  and  partly  through  the 
mouth  ;  but  it  is  possible  for  snoring  to  occur  with  the  mouth  completely  shut, 
and  nothing  the  matter  with  the  nasal  passages.  The  tendency  is  increased, 
however,  by  any  obstruction  of  the  nasal  airway,  so  that  particular  examination 
should  be  made  for  such  lesions  as  undue  smallness  of  the  nares  or  a  tendency 
for  the  soft  parts  of  the  nostrils  to  coUapse  on  inspiration,  deflected  septum, 
hypertrophic  rhinitis,  polypi,  adenoids,  acute  or  chronic  nasal  catarrh,  inflam- 
mation of  the  accessory  sinuses  or  of  the  pharyngeal  tonsils,  or  even  a  fibro- 
sarcoma or  other  neoplasm  of  the  nasopharynx.  Herbert  FretvcK, 
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SORE  THROAT   may  be    due  to  one  or  other  of    many  different  causes  :  — 

1.  Affections  of  the  Tonsils  : — 

Quinsy. 

Acute  Tonsillitis. 

(a) .  With  reddening  and  swelUng  only : 

Acute  inflammation  due  to  various  micro-organisms,  especially 
to  streptococci ;  staphylococci ;  pneumococci ;  diphtheria 
baciUi ;  Hofmann's  baciUi ;  Vincent's  spirilla  and  fusiform 
bacilli ;  spirochaeta  (treponema)  pallida ;  micrococci  catar- 
rhales  ;  bacilli  influenzae  ;  tubercle  bacilli.  The  sore  throats 
of  scarlet  fever,  German  measles,  and  measles  are  probably 
not  due  to  specific  micro-organisms,  but  to  streptococci,  or 
others  of  the  bacteria  just  enumerated. 
(6).  With  redness,  swelling,  and  exudation  : 

FolUcular  tonsillitis  due  to  streptococci,  etc.,  as  above. 
Diphtheria 
Vincent's  angina 
Syphilis, 
(c).  With  ulceration : 

Phlegmonous  tonsilUtis  due  to  streptococci,  etc.,  as  above. 

SyphiUs 

Vincent's  angina. 

Chronic  Affections  of  the  Tonsils  : — 

Recurrent  inflammation  often  associated  with  adenoids,  or  tonsillar 

h5^rtrophy,  especially  in  children 
Primary  or  secondary  syphiUs 
Vincent's  angina 
Squamous-celled  carcinoma 
Sarcoma 
Gumma 
Tubercle. 

2.  Inflammation  of  the  Soft  Palate,  Uvula,  and  Fauces  : — 

Catarrh,  occurring  either  by  itself  or  associated  with  any  of  the 

varieties  of  tonsillitis  enumerated  above 
Gumma 

Squamous-celled  carcinoma 
Tubercle. 

3.  Affections  of  the  Pharynx  : — 

Acute  catarrhal  pharyngitis  due  to  any  of  the  micro-organisms  men- 
tioned under  the  heading  of  acute  tonsilUtis 

Chronic  granular  pharyngitis  due  to  smoking  in  excess  ;  or  to  over-use, 
as  in  clergyman's,  costennonger's,  or  stockbroker's  sore  throat 

Squamous-celled  carcinoma  of  the  pharynx 

Post-pharyngeal  abscess 

Varicella 

Variola. 

4.  Laryngeal  Conditions,  especially  : — 

Acute  catarrhal  laryngitis  due  to  any  of  the  organisms  mentioned 

above 
Tuberculous  laryngitis 
Syphihtic  laryngitis 
Carcinoma  laryngis 
Acute  perichondritis  of  the  arytenoid  cartilages. 


diagnosis  of  one  of  the  other  varieties  of  acute  tousiUitis  is  rendered  passible. 
The  frequency  with  which  acute  rheumatism  is  associated  with  recurrent  tonsil- 
litis, especially  in  young  people  between  the  ages  of  five  and  twenty,  should 
always  be  borne  in  mind  ;  the  patient  may  or  may  not  have  suffered  from  other 
effects  of  acute  rheumatism,  such  as  joint  pains,  endocarditis  (evidenced  by  the 
bruits),  pericarditis,  pleurisy,  erythema  nodosum,  chorea  ;  or  a  history  of  sucb 
rheumatic  affections  may  be  obtained  in  other  members  of  the  same  family. 
The  tonsillitis  is  benefited  by  sodium  saUcylate,  but  by  no  means  to  the  same 
extent  as  are  the  joint  pains,  so  that  the  effect  of  treatment  is  not  by  itself 
conclusive  evidence  of  the  nature  of  the  complaint. 

When  acute  rheumatism  gives  rise  simultaneously  to  generalized  erythema 
and  to  tonsillitis,  there  will  be  very  considerable  difficulty  in  excluding  scarlet 
fever,  especially  if  there  has  been  considerable  nausea  or  actual  vomiting; 
in  some  such  cases  the  diagnosis  will  be  one  of  opinion  only  ;  that  which  was 
regarded  at  first  as  acute  rheumatic  tonsillitis  and  erythema  may  prove  to  have 
been  scarlatina  after  all,  should  the  patient  presently  develop  acute  nephritis  ; 
the  occurrence  of  extensive  peeling  of  the  skin  is  not  conclusive  evidence  of 
scarlatinal  erythema  and  sore  throat.  If  the  patient  is  known  to  have  had 
scarlet  lever  formerly,  the  rheumatic  nature  of  the  case  is  more  likely. 

Follicular  tonsillitis  is  not  a  final  diagnosis,  for  it  may  be  due  to  various  different 
micro-organisms,  and  there  is  no  doubt  that  the  diphtheria  bacillus  may  produce 
that  which  to  inspection  presents  multiple  foci  of  pus  in  the  different  tonsillar 
crypts  formerly  regarded  as  characteristic  of  foUicular  as  distinct  from  diph- 
theritic tonsiUitis.  The  only  conclusive  proof  that  a  comparatively  simple 
follicular  tonsillitis  is  not  diphtheritic  is  bacteriological  examination.     If  clinical 
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points  alone  have  to  be  relied  on,  one  would  say  that  the  higher  the  temperature, 
the  greater  the  constitutional  disturbances,  and  the  more  sudden  the  onset,  the 
more  Ukely  is  it  not  to  be  diphtheria. 

VincenVs  angina  has  been  differentiated  bacteriologically,  cases  of  this  kind 
having  formerly  been  regarded  either  as  diphtheria  or  as  follicular  tonsilUtis. 
The  characteristic  micro-organisms  present  are  elongated  fusiform  bacilli  sym- 
biotic with  spirilla  {Plate  XII ^  Fig.  M).  The  disease  is,  as  a  rule,  more 
resistant  to  treatment  than  are  other  forms  of  acute  sore  throat,  so  that  what 
has  originally  been  a  tonsillitis  with  exudation  presently  becomes  an  ulceration 
associated  with  remarkable  foetor  of  the  breath,  but  without  that  tendency 
to  fatal  termination  presented  by  most  other  varieties  of  acute  ulcerative  or 
phlegmonous  sore  throat.  The  disease  'cannot  be  recognized  without  the  aid 
of  the  bacteriologist. 

Syphilis  may  cause  acute  soreness  of  the  throat  in  its  secondary  stages,  and 
unless  that  possibility  is  borne  in  mind,  one  may  diagnose  as  acute  simple  or  acute 
follicular  tonsillitis  that  which  is  really  syphiUtic.  There  is  more  or  less  pyrexia 
at  the  same  time,  and  in  most  cases  there  will  be  tenderness  of  the  scalp  and  ot 
the  bones,  together  with  the  well-known  roseolous  eruption  upon  the  skin  and  the 
"  snail-track  "  ulcers  upon  the  pharynx.  The  diagnosis  may  be  more  difficult 
in  women  than  in  men,  for  in  the  latter  the  remains  of  the  chancre  may  still  be 
obvious.  Wassermann's  serum  test  may  materially  assist  in  the  diagnosis  of 
doubtful  cases. 

Chronic  affections  of  the  tonsils  in  children  are  nearly  always  the  result  of 
recurrent  acute  attacks  of  non-diphtheritic  tonsillitis,  generally  in  association 
with  adenoids,  both  affections  arising  from  the  habit  of  mouth  breathing.  I  nspec- 
tion  of  the  bulging  hypertrophied  tonsils,  with  or  without  digital  examination  of 
the  posterior  nasal  fossae,  will  indicate  the  diagnosis.  In  an  older  person,  simple 
hypertrophy  from  a  recurrent  tonsillitis  becomes  progressively  less  common. 
Chronic  tonsilUtis  in  a  young  adult  may  be  diphtheritic,  syphiUtic,  or  due  to 
Vincent's  angina,  the  diagnosis  between  these  being  arrived  at  in  the  way 
described  above.  It  may  be  mentioned  that  in  very  rare  instances  an  actual 
chancre  appears  upon  one  tonsil,  giving  rise,  unless  secondary  symptoms  are 
present ,  to  much  difficulty  in  diagnosis  until  the  case  has  been  watched.  Malignant 
disease  of  the  tonsils^  whether  squamous-celled  carcinoma,  or  sarcoma,  is  fortunately 
not  very  common  ;  when  it  does  develop,  its  comparatively  non-acute  course 
and  its  unilateral  distribution  with  progressive  ulceration  of  the  central  parts 
and  overgrowth  of  the  edges  of  the  neoplasm  will  point  to  the  diagnosis.  A 
gumma  of  the  tonsil  is  very  rare,  and  it  might  at  first  simulate  squamous-celled 
carcinoma  :  in  case  of  doubt  a  small  portion  of  the  suspicious  mass  might  be 
excised,  and  examined  microscopicaUy  ;  or  if  operative  measures  were  not  to  be 
adopted  at  once,  potassium  iodide  might  be  administered,  and  the  lesion  would 
be  shown  to  be  gummatous  if  it  were  thereby  reUeved  or  cured.  Tuberculous 
ulceration  of  the  tonsils  is  quite  uncommon,  practicaUy  never  primary,  but 
secondary  to  extension  from  the  lungs,  and  nearly  always  preceded  by  both 
phthisis  and  tuberculosis  of  the  larynx.  The  diagnosis  will  be  indicated  by  the 
discovery  of  tubercle  bacilU  in  the  sputum,  though  it  should  not  be  forgotten 
that  carcinoma  or  gumma  might  affect  the  tonsils  in  a  person  who  had  phthisis. 

2.  Inflammation  of  the  Soft  Palate,  Uvula,  and  Fauces. 

This  may  be  seen  in  many  cases  of  common  cold  ;  in  association  with  acute 
rheumatism  ;  in  persons  who  have  recently  returned  to  town  from  a  hoUday  in 
the  country  ;  in  patients  who  have  been  subjected  to  the  influence  of  motor-car 
dust  stirred  up  from  the  roads  after  the  latter  have  been  dry  for  about  three 
days — a  longer  period  of  dryness  seems  to  lead  to  relative  disinfection  of  the 
dust^  whilst  rain  keeps  the  dust  from  rising,  so  that  either  continuance  of  fine 
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alternatives. 

Posi- pharyngeal  abscess  is  rather  a  cause  of  acute  dyspncea  than  of  si 
the  throat  ;  it  is  almost  confined  to  infancy  ;  after  three  or  four  years  of  ^e 
the  disease  becomes  almost  unknown.  It  might  be  simulated  by  spinal  caries, 
in  which,  long  before  there  is  soreness  of  the  throat,  there  is  severe  pain  in  the 
cervical  region  of  the  spine,  especially  on  movement. 

Chicken-pox  and  small-pox  may  each  produce  its  characteristic  eruption  in 
the  mouth,  pharynx,  and  cesophagus,  and  thus  give  rise  to  sore  throat ;  but  the 
latter  symptom  will  never  be  present  by  itself,  and  the  presence  of  the  cutaneous 
papules,  vesicles,  or  pustules,  will  indicate  the  diagnosis,  especially  if  there  have 
beta  other  similar  cases  in  the  neighbourhood. 

4.  UryiiKad  ComUHoiu. 

Acute  laryngitis  may  be  due  to  the  same  micro-organisms  as  acute  tonsillitis; 
soreness  of  the  throat  is  generally  less  complained  of  than  ishuskiness,orweakDe3S 
or  loss  of  voice.  The  nature  of  the  inflammation  is  determined  bacteriologically 
in  most  cases.  One  variety  of  acute  non-diphtheritic  laryngitis  that  merits 
special  mention  is  that  due  to  pyogenic  cocci- — pneumococci,  streptococci, 
staphylococci — which  in  a  few  cases,  in  addition  to  producing  acute  superficial 
inflammation,  also  lead  to  rapid  and  extreme  cedema  of  the  larynx,  with  death 
from  asphyxia  unless  tracheotomy  be  speedily  performed.  These  cases  have 
been  spoken  of  as  acute  suffocative  cedema  of  the  larynx. 

Tuberculous,  syphilitic,  and  carciHomalous  lesions  oi  the  larynx  are  less  acute, 
though  they  may  have  relatively  acute  exacerbations  or  may  become  secondarily 
infected  with  pyogenic  cocci  ;  their  diagnosis  depends  partly  upon  laryngoscopic 
inspection — tuberculosis   and   syphilis   being   bilateral,   whilst    new   growth   is 
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generally  unilateral ;  upon  examination  of  the  sputum  for  tubercle  bacilli,  and 
of  the  lungs  for  apical  physical  signs  of  phthisis  ;  upon  the  beneficial  influence 
of  potassium  iodide  and  mercury ;  upon  Wassermann's  syphilitic  serum  test ; 
upon  microscopic  examination  of  small  excised  portions  ;  or  upon  the  course  of 
the  disease. 

5.  Son  Throats  the  Result  of  the  SwaUowIng  or  Inhilatloii  of  Irritants  and 
Corrosives,  are  diagnosed  as  a  rule  by  the  history  ;  enquiry  into  the  circumstances 
of  the  case  will  generally  suffice  to  indicate  that  some  irritant  has  been  taken,  or 
there  may  be  direct  evidence  of  it  in  the  form  of  eschars  on  the  Ups  or  the  buccal 
mucosa  ;  there  may  be  vomiting  and  haematemesis  ;  anal3rsis  of  the  gastric 
contents  may  indicate  the  nature  of  the  poison  taken  ;  Ammonia  may  be  detected 
by  the  smell. 

6,  7.  Mumps  and  Acute  Adenitis  of  the  Cervieal  Lymphatie  Glands  may  each 
produce  marked  soreness  of  the  throat  in  addition  to  dysphagia,  stiffness, 
discomfort,  and  pain.  Mumps  is  not  difficult  to  diagnose  unless  its  possibihty 
is  forgotten,  in  which  case  it  might  be  mistaken  for  acute  oedema  of  the  neck 
or  other  similar  lesions.  The  way  in  which  the  swelUng  is  located  in  the  salivary 
glands,  starting  on  one  side  and  spreading  to  both,  is  often  pathognomonic. 
Cervical  adenitis  might  simulate  mumps,  but  careful  palpation  vnW  generally 
enable  one  to  determine  that  the  swelUng  is  not  in  the  salivary  but  in  the 
lymphatic  glands,  and  it  will  only  remain  to  decide  what  has  been  the  source  of 
the  infection.  This  will  probably  have  been  from  some  inflammatory,  ulcerative, 
or  malignant  focus  in  connection  with  the  shoulders,  neck,  head,  face,  lips, 
cheeks,  gums,  teeth,  tongue,  fauces,  uvula,  palate,  tonsils,  pharynx,  or  nares  ; 
the  differential  diagnosis  will  be  based  upon  inspection  and  palpation  of  the  parts, 
together  with  bacteriological  examination. 

It  only  remains  to  add  that  scarlet  fever  is  at  the  present  time  so  atypical  that 
acute  cervical  adenitis  may  really  be  of  scarlatinal  origin  without  any  scarlatini- 
form  rash  having  been  observed  upon  the  skin.  One  would  naturadly  look  for 
evidence  of  desquamation,  sore  throat,  bald  tongue,  albuminuria,  nephritis, 
perhaps  otitis  media  ;  but  there  is  no  doubt  that  some  cases  of  acute  cervical 
adenitis  are  really  scarlatinal,  without  there  having  been  any  other  sign  of  this 
disease  except  pyrexia  and  sore  throat.  A  few  such  cases  prove  rapidly  fatal, 
and  they  have  recently  been  recorded  as  examples  of  acute  and  fatal  sore  throat 
corresponding  with  one  form  of  the  angina  maligna  of  the  eighteenth  century. 

Herbert  French. 

SORES,  PEKILE. — ^Sores  on  the  penis  may  be  present  on  the  thin  mucous 
covering  of  the  glans  or  prepuce,  or  on  the  cutaneous  surface  of  the  body  oi 
the  penis  ;   they  are  more  common  in  the  former  situation. 

Ulceration  in  the  neighbourhood  of  the  glans  penis  may  be  due  to : — 


5.  Epithelioma 

6.  Gummatous  ulceration 

7.  Tuberculous  ulceration. 


1.  Balanitis 

2.  Herpes  progenitalis 

3.  Soft  sore 

4.  Chancre 

I.  Balanitis. — If  inflammatory  processes  have  been  allowed  to  continue 
beneath  the  prepuce,  ulceration  and  excoriation  of  the  mucous  membrane 
covering  the  glans  penis  or  lining  the  prepuce,  will  occur.  The  surface  of  the 
glans  will  be  seen  to  be  denuded  of  epithelium,  and  the  process  will  be  accom- 
panied by  a  stinking,  purulent  discharge.  Multiple  shallow  ulcers  are  formed, 
rapidly  coalescing  and  causing  considerable  discomfort.  The  prepuce  often 
becomes  swollen  and  oedematous,  preventing  retractkNi^  so  that  a  condition  of 
phimosis  occurs.  In  this  condition  care  must  be  exercised  in  the  diagnosis  of 
a  simple  balanitis  from  one  accompanying  acute  gonorrhosal  urethritis  or  an 


become  inoculated  upon  a  herpetic  patch,  or  that  heipes  may  appear  in  an 
a.rca  previously  inoculated  with  the  syphilitic  virus. 

;).  Soft  Sons  OT  Ctatneroldt  of  the  penis  occur  almost  invariably  from  infection 
during  sexual  connectioD.  The  incubation  period  is  short,  a  vesicle  occurs  ia 
two  days,  and  this  rapidly  breaks  down  to  form  a  rounded  or  oval  ulcer  with 
sharply  defined  edges,  and  a  yellowish  sloughing  base.  The  ulcers  appear 
usually  on  the  mucous  surface  of  the  glans,  (nenum,  or  corona,  and  are  most 
often  multiple,  direct  inoculation  occurring  from  an  ulcer  to  the  contiguous 
part.  They  may  cause  rapid  destruction  of  tissue,  perforating  the  franum  or 
spreading  over  the  surface  of  the  glans. 

The  soft  sore  must  be  differentiated  from  others  occurring  on  the  glans,  and 
above  all  from  a  syphilitic  chancre.  At  the  same  time  it  must  be  remembered 
that  besides  the  infection  with  chancroid,  a  simultaneous  infection  with  syphilis 
may  have  taken  place,  so  that  a  soft  sore  may  ultimately  become  indurated  and 
assume  the  character  of  a  primary  syphilitic  lesion.  The  chancroids  are  multiple, 
are  accompanied  by  a  good  deal  of  thin,  purulent  discharge,  and  by  a  painful 
swelling  of  the  inguinal  glands,  usually  of  one  side,  which  have  a  marked  tendency 
to  suppurate.  On  the  other  hand,  a  syphiliric  chancre  is  single,  is  raised  and 
indurated,  has  little  discharge,  and  is  accompanied  by  enlarged,  but  firm  and 
indolent,  glands  in  both  inguinal  regions  ;  the  incubation  period  of  a  syphilitic 
chancre  is  from  twenty-one  to  twenty-five  days. 

The  multiple  ulcerations  caused  by  herpes  are  more  superficial,  and  rarely 

4.  Chanor* — the  initial  lesion  of  syphilis — generally  appears  on  the  penis,  and 
a  the  neighbourhood  of  the  frxnum  or  coronary  sulcus.     A 
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chancre  appears  about  twenty-one  days  after  infection,  as  a  reddened  patch, 
which  becomes  raised  above  the  surface  of  the  mucous  membrane,  with  distinctly 
indurated  margins.  The  central  part  breaks  down  into  an  ulcer,  discharging 
a  thin,  purulent  fluid,  and  at  the  same  time  the  inguinal  glands  of  both  sides 
become  palpable,  slightly  enlarged,  but  discrete,  and  with  no  tendency  to 
suppurate.  The  chancre  increases  but  slowly  in  size,  or  may  occasionally 
become  smaller  without  any  treatment,  and  after  a  further  lapse  of  from  four  to 
six  weeks  the  typical  secondary  symptoms  make  their  appearance ;  namely,  a 
roseolar  rash  on  the  chest,  abdomen,  face,  and  thighs,  general  adenitis,  and  a 
mucous  patch  about  the  faucial  pillars  and  tonsils. 

The  diagnosis  of  the  primary  lesion  of  syphilis  frequently  presents  no  diffi- 
culties, the  indurated  character  of  the  sore,  the  date  of  its  appearance  after 
infection,  and  the  presence  of  firm,  indurated  glands  in  the  inguinal  region, 
being  distinctive.  In  other  cases  the  character  of  the  sore  is  by  no  means  dis- 
tinctive, and  it  is  necessary  to  differentiate  it  from  other  lesions  of  the  penis. 
If  the  sore  be  syphilitic,  the  secondary  manifestations  of  the  disease  will  follow, 
provided  that  the  doubtful  ulcer  is  not  treated  as  a  chancre.  Thus,  in  any  case 
in  which  syphilis  is  suspected,  but  not  wholly  certain,  it  is  advisable  to  withhold 
any  specific  treatment  for  syphilis  until  such  time  as  secondary  symptoms 
appear,  so  that  a  patient  may  not  be  condemned  to  the  lengthy  process  of  treat- 
ment for  syphilis  until  the  diagnosis  is  absolutely  certain.  Wassermann's  serum 
reaction  may  also  be  tried,  and  the  Spifochata  pallida  looked  for  in  scrapings 
from  the  afiected  p»arts. 

A  chancre  may  be  simulated  by  an  inflamed  soft  sore,  especially  if  the  latter 
has  undergone  cauterization.  Soft  sores  are,  however,  frequently  multiple, 
appear  within  a  few  days  of  infection,  and  are  accompanied  by  a  paiiiiul  enlarge- 
ment of  the  inguinal  lymphatic  glands,  which  are  particularly  prone  to  suppurate. 
It  must  not  be  forgotten  that  a  double  infection  may  have  occurred,  so  that 
a  soft  sore  may  show  little  inclination  to  heal  or,  becoming  indurated,  may 
present  the  features  of  a  chancre  after  about  three  weeks,  and  later,  the  symptoms 
of  constitutional  syphilis. 

Epithelioma  of  the  penis  in  the  early  stage  may  be  confused  with  syphilitic 
chancre.  In  epitheUoma  there  is  no  history  of  infection ;  it  occurs  only  in 
elderly  patients,  and  there  is  frequently  a  greater  destruction  of  tissue  than  in 
syphilis.  The  inguinal  glands  are  not  enlarged  until  the  sore  has  been  present 
for  some  weeks,  and  there  are  no  secondary  lesions  such  as  the  faucial  ulceration 
and  cutaneous  rash.  If  any  doubt  exists,  a  small  piece  may  be  removed  from 
the  edge  of  the  ulcer  for  microscopical  examination. 

Perhaps  the  greatest  difficulty  in  the  diagnosis  of  a  chancre  is  experienced 
when  the  latter  is  hidden  beneath  an  inflamed  and  phimosed  prepuce.  There 
is  a  purulent  and  foul  discharge  from  beneath  the  prepuce,  which  may  be 
cedematous  and  swollen ;  the  inguinal  glands  are  enlarged  from  the  associated 
sepsis,  either  with  a  simple  balanitis  or  from  subpreputial  ulceration.  If  a  chancre 
is  present,  it  can  frequently  be  felt  as  an  indurated  area  under  the  prepuce, 
whilst  if  it  has  been  present  for  some  time,  the  secondary  lesions  of  syphilis 
may  be  present.  If  any  doubt  exists  in  an  elderly  patient  whether  an  indurated 
subpreputial  area  be  an  early  epithelioma  or  a  syphilitic  sore,  the  prepuce  should 
be  split  up  along  the  dorsal  aspect  under  anaesthesia,  the  ulceration  inspected, 
and  a  small  piece  submitted  to  microscopical  examination  if  necessary,  without 
loss  of  time. 

5.  EpitheUoma  (squamous-celled  carcinoma)  is  the  most  common  form  of 
malignant  growth  of  the  penis.  It  arises  most  frequently  from  the  inner  aspect 
of  the  prepuce,  or  from  the  mucous  membrane  of  the  glans,  as  a  small,  raised 
ulcer,  with  friable,  irregular  edges.     Epithelioma  is  rarely  present  before  the 
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SORES,   PERINEAL. — Ulceration    may  be   present   in  the  perineum  as  the 

result  of  : — 

1.  Cutaneous  inflammations  and        I     3.  Prostatic  suppuration 

traumatism  4.  Syphilis 

2.  Urethral  Astulx  or  suppuration     \     5.  Epithelioma. 

1.  CulkDeous  lDfl«mma(loiis  and  TtanmktUni. — An  ulcer  in  the  perineum  may 
result  front  direct  injury  to  the  area,  or  from  inflammatory  infeclion  of  Ihe 
sebaceous  or  katr  /ollicUs  of  the  cutaneous  covering.  An  ulcer  from  these  canses 
may  be  placed  at  the  centre  or  to  one  side  o{  the  perineum,  is  movable  on  the 
deeper  parts,  and  shows  no  tract  into  which  a  probe  can  be  passed,  indicating 
its  derivation  from  other  tissues.  In  women,  ulceration  of  the  perineal  area  may 
be  associated  with  gonarrhaal  or  septic  vaginal  discharge. 

2.  Unthril  Snppnratlon  or  FUtula. — During  the  progress  of  an  acute  urethri- 
tis, a  glandular  follicle  frequently  becomes  infected.  The  suppurative  process 
leading  from  this  in  the  bulbous  urethra  may  extend  towards  the  perineum  and 
open  externally,  leaving  a  small  fistula  which  may  or  may  not  discharge  urine 
during  the  act  of  micturition.  In  a  similar  manner,  urinary  fistulae  may 
result  from  the  inflammatory  processes  behind  a  urethral  stricture,  and  in 
an  old-standing  case  it  is  not  uncommon  to  find  a  urinary  calculus  in  the 
dilated  portion  of  the  urethra  behind  the  strictute.  In  the  first  instance,  when 
the  urethral  suppuration  is  acute  and  an  abscess  bursts  in  the  perineum,  the 
diagnosis  will  be  quite  obvious,  and  the  ordinary  treatment  for  an  abscess,  in 
addition  to  that  of  the  acute  urethritis,  will  usually  suffice  to  cure  the  condition. 

If,  however,  the  perineal  wound  discharges  urine,  it  will  be  fotind  that  thitt 
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occurs  as  a  rule  only  during  the  act  of  micturition,  as  there  is  no  interference 
with  the  vesical  sphincter.  In  nearly  all  cases,  however,  it  will  be  found  that 
there  exists  a  stricture  of  the  urethra,  though  not  necessarily  one  of  sufficient 
degree  to  cause  any  severe  interference  with  micturition.  An  endoscopic 
examination  will  show  the  presence  of  a  urethral  stricture,  whilst  behind  it 
can  be  seen  frequently  the  sloughy  granulations  denoting  the  position  of  the 
internal  or  urethral  opening  of  the  fistula. 

Occasionally  it  may  be  found  that  urine  drains  from  a  perineal  fistula  con- 
tinuously, and  not  only  during  the  act  of  micturition.  In  these  cases  there  is 
constant  soaking  of  the  perineal  skin,  and  frequently  excoriation.  That  urine 
should  leak  constantly  from  the  fistula  denotes  interference  with  the  vesical 
sphincter,  either  by  dilatation  behind  a  tight  urethral  stricture,  by  the  presence 
of  a  calculus  in  the  prostatic  or  membranous  urethra,  or  by  actual  division 
of  the  vesical  sphincter  following  some  operation,  such  as  perineal  prostatectomy 
or  perineal  lithotomy. 

3.  Diseases  of  the  Prostate. — An  abscess  or  tuberculous  focus  in  the  prostate 
may  occasionally  discharge  in  the  perineum,  and  remain  as  a  sinus. 

An  abscess  in  the  prostate  arises  practically  always  from  some  infection 
in  the  posterior  urethra,  from  venereal  causes,  or  after  septic  instrumentation. 
It  is  accompanied  by  urethral  discharge,  or  there  is  a  history  of  a  recent  infection, 
whilst  per  rectum  the  prostate  may  be  felt  to  be  inflamed  or  scarred  from  the 
shrinkage  of  the  abscess  cavity. 

That  a  tuberculous  cavity  in  the  prostate  should  open  in  the  perineum  implies 
that  there  is  advanced  tuberculous  disease,  so  that  little  difficulty  will  be  found 
in  arriving  at  a  diagnosis.  A  tuberculous  prostate  is  very  rarely  a  primary 
condition,  but  in  most  cases  is  secondary  to  disease  in  the  testis  or  bladder, 
so  that  an  examination  of  these  organs  will  in  nearly  all  cases  give  evidence  of 
tuberculous  disease  and  indicate  the  nature  of  the  perineal  fistula.  Palpation 
of  the  prostate  per  rectum  may  reveal  the  rounded  nodular  deposit  of  tubercle 
in  the  gland. 

4.  Syphilis  may  cause  ulceration  on  the  perineum  either  as  a  chancre  or  by 
mucous  tubercles.  A  chancre  on  the  perineum  is  rare.  It  forms  a  small  ulcer 
with  slightly  indurated  borders,  indolent  in  character,  and  accompanied  by 
slight  enlargement  of  the  inguinal  lymphatic  glands.  A  chancre  of  the  skin 
does  not  possess  the  usual  features  of  a  genital  chancre,  and  is  not  usually 
diagnosed  with  certainty  until  the  secondary  lesions  of  syphilis  become 
apparent ;  but  an  ulcer  with  raised,  infiltrated  edges,  which  shows  no  tendency 
to  heal  under  aseptic  precautions,  should  always  give  rise  to  a  suspicion  of 
s)rphilis.  The  Spirochata  pallida  may  be  looked  for,  and  Wassermann's  serum 
test  tried. 

Condylomata  may  be  present  about  the  perineum  in  association  with  active 
syphilis.  They  may  extend  from  the  anal  or  vulval  orifice,  and  form  oval  or 
rounded,  flat-topped,  sessile  masses,  covered  by  macerated,  greyish  epithelium, 
or  they  may  be  ulcerated  on  the  surface.  The  accompanying  signs  of  syphilis 
will  indicate  the  diagnosis. 

5.  Epitheliomatous  Uleeration  of  the  perineum  is  practically  only  seen  as  a 
direct  spread  of  a  growth  of  the  anus  or  vulval  area,  when  the  diagnosis  presents 
no  difficulty.  An  epithelioma  may  develop  in  the  scar  of  some  former  cutaneous 
affection,  in  which  case  an  ulceration  may  exist,  showing  the  usual  characteristics 
of  a  cutaneous  epithelioma,  namely,  gradual  progressive  increase  in  size,  raised, 
friable  edges,  and  tendency  to  slight  hsmorrhages.  The  inguinal  glands  may 
be  enlarged  early  from  inflammatory  absorption,  or  later  by  infection  with 
malignant  disease.  In  case  of  doubt  a  fragment  may  be  removed  for  micro- 
scopical examination.  /?.  H.  Jocelyn  Swan. 
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4.  Suppurating  cysts. 

5.  Syphilis. 


s  epithelioma. 

Thus  a  small  ulcer  on  the  scrotum,  especially  if  indurated  or  readily  caused 
to  bleed,  must  be  looked  upon  with  extreme  suspicion,  and  when  it  does  not 
improve  with  ordinary  antiseptic  medication,  should  be  widely  removed  with- 
out waiting  for  glandular  enlargement. 

Epithelioma  may  occur  in  the  scrotal  area  as  a  localized  recurrence  after 
removal  of  a  malignant  growth  of  the  penis  or  testicle.  The  knowledge  of 
the  previous  condition  for  which  operation  has  been  performed,  would  cause 
any  recurrent  ulceration  alx>ut  the  scar  to  be  regarded  with  extreme  suspicion 
of  malignant  disease, 

I.  FlilnlB  may  occur  in  the  scrotum  and  cause  ulceration.  They  are  most 
common  in  association  with  tut>erculous  or  syphilitic  disease  of  the  testes  (see 
below),  but  occasionally  they  occur  from  urethral  extravasation,  or  the  burrow- 
ing from  rectal  suppuration.  An  abscess  may  form  and  open  through  the 
scrotal  skin  from  a  periurethral  abscess  accompanying  an  acute  urethritis  or 
formed  by  septic  infection  behind  a  urethral  stricture.  In  either  case  a 
small  amount  at  urine  may  leak  through  the  opening  during  micturition,  whilst 
the  history  of  urethral  discharge,  or  of  difGculty  ia  micturition  and  other 
symptoms  of  stricture,  will  point  to  the  diagnosis. 

3.  T«itleiilai  DImsm. — In  some  cases  extension  of  disease  in  the  testicle  may 
involve  the  coverings  of  the  scrotum,  and  may  even  perforate  them  to  form  a 
scrotal  sore.  This  sequence  occasionally  occurs  with  :  (1)  A  testicular  abscess ; 
(2)  Tut)erculosis  of  the  testis  ;    (3)  Gumma  of  the  testis. 

A  testicular  abscess  is  somewhat  uncommon,  but  may  arise  from  direct  exten- 
ions  from  the  urethra  vA  the  vesiculx  seminales  and  vasa  deferentia  or  by  a 
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haematogenous  infection  during  the  course  of  a  specific  fever,  such  as  scarlet 
fever,  parotitis,  or  enterica.  It  may  also  follow  chronic  torsio  testis.  With 
urethral  disease,  the  primary  trouble  may  be  due  to  gonorrhoea,  or  more  fre- 
quently to  a  septic  urethritis  from  the  introduction  of  infected  instruments, 
and  is  thus  not  infrequent  in  cases  of  prostatic  enlargement  in  which  the  patient 
is  passing  his  own  catheter.  In  cases  in  which  the  infective  process  extends 
from  the  uretlu^,  the  epididymis  is  affected  first,  whilst  in  the  metastatic  cases 
the  body  of  the  testis  usually  shows  the  first  sign  of  enlargement.  These  acute 
inflammations  of  the  testis  occasionally  suppurate,  when  the  scrotal  tunics 
become  inflamed  and  adherent,  whilst  softening  occurs  later,  and  unless 
surgically  relieved,  the  abscess  opens  through  the  skin,  leaving  an  ulcer,  and  a 
sinus  discharging  pus. 

Tuberculosis  of  the  testicle  may  occur  as  a  primary  disease  or  as  a  secondary 
deposit  in  association  with  tuberculosis  elsewhere  in  the  genito-urinary  tract. 
Testicular  tubercle  almost  always  begins  as  a  nodule  in  the  epididymis,  but 
in  the  later  progress  of  the  disease  may  extend  into  the  testicle  proper.  If 
the  tuberculous  nodule  progresses  rather  than  undergoes  cure,  the  scrotal  skin 
becomes  adherent,  thinned,  and  finally  perforated,  leaving  a  shallow  ulcer  with 
thin,  undermined  edges,  and  discharging  thin  pus.  Occasionally  the  necrotic 
tubules  of  the  epididymis  fungate  through  the  opening  in  the  scrotum,  appearing 
as  a  gre3dsh,  sloughy  projection  from  the  cutaneous  opening — the  so-called 
'*  hernia  testis." 

A  gumma  of  the  testis  causes  a  swelling  in  the  body  of  the  testis  rather 
than  in  the  epididymis.  A  g^mma  which  remains  unrecognized  or  un- 
treated may  soften  and  ulcerate  through  the  scrotal  skin  in  a  manner  similar 
to  tuberculous  disease,  leaving  a  clearly -defined  ulcerated  area  with  sharply- 
cut  margins,  and  a  wash-leather-like  sloughy  base.  The  gummatous  granu- 
lation tissue  may  fungate  through  the  scrotal  aperture,  forming  a  yellowish, 
necrotic  mass. 

The  diagnosis  of  these  three  conditions  may  produce  some  difficulty  in  the 
earlier  stages  (see  Swelling,  Scrotal),  but  in  the  advanced  stage  now 
under  consideration,  when  an  open  scrotal  sore  is  present,  the  diagnosis  is 
easier.  The  opening  of  a  testicular  abscess  on  the  scrotum  leaves  a  small  sinus 
discharging  pus  and  accompanied  by  a  general  enlargement  of  the  organ. 
Preceding  the  rupture  of  the  abscess  there  is  acute  pain  in  the  testicle,  with  rise 
of  temperature,  rigors,  and  general  signs  of  suppuration,  which  are  much 
diminished  as  soon  as  the  abscess  is  allowed  to  burst.  There  is  often  a 
urethral  discharge,  which,  however,  is  often  much  lessened  with  the  onset  of  the 
acute  epididymitis,  with  distinct  thickening  of  the  cord  and  aching  pain  in  the 
neighbourhood  of  the  external  abdominal  ring,  or  in  metastatic  cases  the 
abscess  occurs  during  the  progress  of  an  acute  fever.  The  general  history  is 
one  of  acute  pain  commencing  in  the  testicle,  with  rapid  and  extremely  tender 
swelling  of  the  organ,  followed  by  abscess-formation. 

In  tuberculosis  of  the  testis  the  progress  is  much  more  gradual.  A  nodule  may 
have  been  present  in  the  epididymis  for  some  time,  gradually  enlarging,  but 
causing  very  little  pain ;  in  some  cases  a  nodule  may  have  been  present  for 
months  without  any  apparent  change,  and  then  it  may  enlarge  suddenly,  involve 
the  scrotal  tunics,  and  discharge  its  contents.  By  the  time  the  disease  has 
reached  this  stage,  it  is  probable  that  evidence  of  tuberculous  trouble  will  be 
found  in  other  organs,  particularly  the  other  testis,  prostate,  seminal  vesicle, 
or  bladder.  The  affected  testicle  usually  presents  several  nodules  in  the 
epididymis,  tender  on  pressure,  whilst  small  nodules  may  also  be  felt  in 
the  vas  deferens. 

The  opening  remaining  from  the  discharge  of  a  gummatous  orchitis  is  usually 
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4.  Cjnta  of  the  Serotam. — As  an  exceptional  occurrence,  a  sebaceous  cyst  may 
develop  in  the  scrotal  stdn,  suppurate,  and  leave  an  open  sore.  The  areas 
remaining  present  raised  borders,  and  are  easily  mistaken  for  an  early  epitheli' 
oma.  An  accurate  history  of  the  previous  swelling  in  the  skin  is  of  little 
assistance  in  these  cases,  but  the  microscopical  examination  of  a  piece  removed 
from  the  margin  of  the  ulcer  will  readily  exclude  malignancy.  A  suppurating 
cyst  in  the  scrotum  is  more  uncommon  than  epithelioma. 

5,  SyphlUi  of  the  Serolnm  may  be  present  either  as  a  primary  chancre  or 
as  a  mucous  tubercle.  A  primary  chancre  in  this  situation  is  byno  means 
easy  to  recognize  unless  other  signs  of  syphilis  are  present ;  but  the  presence 
of  a  cutaneous  sore  which  does  not  show  much  inclinalion  to  heal  under 
non-mercurial  antiseptic  dressings  should  always  give  a  suspicion  of  syphilis. 
There  is  often  only  slight  induration  of  the  ulcer  compared  with  that  of  a 
penile  chancre,  but  the  edge  is  raised  and  of  a  rolled  appearance.  The 
inguinal  lymphatic  glands  arc  enlarged  and  discrete,  and  some  five  to  six 
weeks  after  the  commencement  of  the  ulcer  the  usual  secondary  symptoms  of 
syphilis  become  manifest. 

Miuous  tubercles  may  be  present  on  the  scrotur 
aspect.  They  may  extend  directly  from  the  anal  a 
met  with  in  the  diagnosis,  as  other  signs  of  syphilis  are  obvious. 

R.  H.  Jocelyn  Sman. 

SPASMODIC  CONTRACTIONS.— (See  Co nir actions.) 

SPASMODIC  DYSPN<EA.— (See  Dyspn<ea.) 
SPASTICITY.— (See  Gait,  Abnormalities  of.) 
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SPEBCH,  ABNORMALITIES  OF. — Speech  is  a  highly. specialized  funcdon 
of  the  human  nervous  system,  by  means  of  which  we  are  able,  more  easily  and 
more  clearly  than  by  any  other  means,  to  communicate  our  thoughts,  desires, 
commands,  etc.,  one  to  another.  Abnormalities  of  speech  are  numerous.  var>'- 
ing  from  complete  mutism  to  slight  defects  in  articulation,  and  dependent  on 
disturbances,  functional  or  organic,  in  some  part  of  the  complex  mechanism 
which  is  responsible  for  the  production  of  intelligible  language. 

This  article  is  intended  to  expose  the  broad  principles  by  which  various 
abnormalities  of  speech  can  be  detected  and  used  for  the  purposes  of  diagnosis  ; 
it  does  not  embrace  a  discussion  of  the  controversial  views  which  are  held  con- 
cerning their  exact  production. 

The  amount  of  investigation  required  for  making  a  diagnosis  in  cases  of  speech 
abnormality  must  vary  within  wide  limits.  The  greatest  care  is  called  for  in 
the  examination  of  cases  of  aphasia  which  result  from  disturbances  in  the  « 
function  of  the  cerebral  speech  centres  or  their  dependent  paths  of  communica- 
tion. On  the  other  hand,  the  defective  articulation  of  a  i>atient  suffering  from 
cleft  palate  needs  only  a  comparatively  superficial  examination  in  order  to 
arrive  at  a  correct  diagnosis. 

It  will  be  convenient  to  consider  the  various  abnormalities  of  speech  under 
the  following  heads :  (i)  Mental  defects ;  (2)  Aphasia ;  (3)  Deaf  mutism ; 
(4)  Dysarthria  ;    (5)  Functional  disorders — stammering,  tailing,  idioglossia. 

1.  Mental  Defeetl. — The  acquirement  of  the  power  of  speech  may  be  delayed 
in  children  who  are  mentally  defective,  and  in  some  forms  of  idiocy  may  be 
suspended  altogether.  Before  making  a  diagnosis  of  mental  deficiency  in  a 
child  who  appears  to  be  dilatory  in  talking,  it  is  well  to  remember  that  the  age 
at  which  speech  is  acquired  is  very  variable,  and  that  the  delay  may  be  con- 
siderable where  no  mental  impairment  is  present.  In  such  cases  the  diagnosis 
must  depend  on  a  consideration  of  other  points  in  the  child's  development. 
Inquiry  should  be  made  as  to  whether  he  is  clean  in  his  habits,  whether  he  is 
destructive,  whether  he  plays  with  toys  or  with  other  children  in  a  natural 
manner,  and  whether  he  displays  abnormally  bad  temper  or  irritability.  In 
some  cases  the  delay  in  speaking  may  be  due  to  a  defect  in  hearing  which  has 
been  unsuspected  by  the  parents.  This  point  is  especially  apt  to  arise  in  respect 
to  children  who  have  begun  to  talk  at  the  normal  age,  and  who  have  lost  what 
little  they  had  learned  of  the  art  in  the  sequel  of  some  acute  illness. 

In  adults,  loss  of  speech  may  be  due  to  many  forms  of  mental  deficiency  of  a 
temporary  or  permanent  nature.  A  familiar  example  of  temporary  loss  of 
speech  may  be  the  result  of  that  degtee  of  alcoholic  intoxication  to  which  the 
term  "  speechless  "  is  vulgarly  applied.  Similarly,  the  intoxication  of  the 
higher  mental  faculties  associated  with  organic  poisons,  such  as  those  of  pneu- 
monia or  typhoid  fever,  may  be  respK)nsible  for  temporary  loss  of  speech.  Com- 
plete mutism  due  to  disease  of  the  higher  intellectual  centres  of  the  brain  is 
common  enough  in  various  forms  of  dementia,  and  is  proved  to  be  no  aphasic 
defect  by  the  sudden  and  complete  restoration  of  speech  which  may  take  place 
after  months  or  even  years  of  silence. 

The  speechlessness  of  a  melancholic  patient  or  of  one  who  is  suffering  from 
paralytic  dementia  is  further  differentiated  from  true  aphasia  by  the  fact  that 
the  latter  is  associated  with  attempts  at  communication,  while  the  former  is  not. 
On  the  other  hand,  it  must  be  remembered  that  general  paralysis  of  the  insane 
is  a  disease  in  which  temporary  aphasia  is  by  no  means  uncommon,  especially 
in  connection  with  the  transient  hemiplegia  following  "  congestive  "  attacks. 

2.  Aphasia. — A  definition  of  aphasia  is  difficult  to  supply  in  a  few  words. 
The  term  is  used  to  denote  that  loss  of  speech  which  does  not  depend  on  mental 
deficiency,  nor  upon  paralysis  of  the  motor  mechanism  of  articulation.     Such  a 


SPEECH,    ABNORMALITIES  ^OF 


B  modificKtiaii,  because  aphasia 


:  impaiiment  oi  intelligence  resulting  from 
Internal  language  plays  an  important  part 
any  lesion  of  the  cerebral  centres  connected 
t  with  the  higher  mental  activities.    This  is 
called  sensory  aphasia,   that  variety  which 
itory  and  visual  word  centres  mtnated  in  the 
Jm  left  Sylvian  fissure  of  the  brain. 
In  right-handed  persons  the  chief  speech  centres  are  placed  in  the  lelt  cerebral 
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number. 

It  plays  a 
through  tl 
their  fiam 
gyrus  bas 
memories. 


fi/.  165.— Lift  cerebral  hemisphere,  wilh  speech  cenlrts. 

the  auditory  word  centre  has  to  spoken  language.  These  two  portions  of  the 
cortex  constitute  the  sensory  speech  centres.  A  third  important  centre  is 
called  the  motor,  or,  better,  the  higher  Itinssthetic  centre,  and  this  is  located  in 
Broca's  area,  or  the  posterior  part  of  the  third  Irontal  convolution.  In  this 
situation  are  stored  the  memories  of  afferent  impulses  excited  by  the  motor 
activities  employed  in  speech.  Unless  this  centre  is  intact,  the  conversion  of 
internal  into  external  language  is  imperfect  or  impossible.  In  the  opinion  of 
some  authorities,  there  is  a  similar  kimsthctic  centre  in  the  posterior  part  o!  the 
left  second  frontal  convolution,  which  plays  a  part  in  connection  with  written 
language  comparable  to  the  part  played  by  Broca's  area  in  relation  to  spoken 
language. 

With  these  physiological  and  anatomical  data  as  a  basis,  we  can  proceed  to 
consider  the  chief  varieties  of  aphasia  and  the  points  in  their  differential 
diagnosis.  Before  doing  so,  it  is  well  to  sound  a  note  of  warning  with  regard  to 
the  complications  which  are  constantly  being  met  with  by  the  clinician  in 
attempting  to  analyze  cases  of  aphasia.  In  the  first  place,  a  diagrammatic 
anatomical  definition  of  the  cerebral  centres  is  liable  to  give  a  wrong  impressif 
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These  centres  are  more  diffuse  in  their  function  than  they  appear  to  be  on  a  map 
of  the  brain,  and  they  are  much  more  interdependent  than  their  topography 
would  suggest.  Communicating  nervous  tracts  bind  them  together  in  such  a 
way  that  a  destructive  lesion  of  one  must  necessarily  upset  the  function  of 
another,  and  so  modify  profoundly  the  clinical  picture  of  any  particular  case. 
In  the  second  place,  it  must  not  be  forgotten  that  aphasia  is,  in  the  majority  of 
instances,  the  result  of  a  vascular  lesion,  and  that  all  the  centres  to  which  we 
have  referred  lie  in  the  area  supplied  by  one  artery — the  middle  cerebral  artery. 
Consequently  it  is  only  rational  to  expect  that,  even  when  the  main  brunt  of  a 
vascular  disturbance  foils  on  one  of  the  special  speech  centres,  the  other  centres 
may  also  suffer  more  or  less,  temporarily  or  permanently,  from  disturbfoces  of 
nutrition.  In  any  case  of  aphasia,  therefore,  we  may  have  to  be  satisfied  if  we 
can  arrive  at  a  conclusioti  as  to  the  site  of  the  chief  defect,  without  being  able 
to  define  the  exact  limits  of  the  loss  or  impairment  of  cerebral  function.  In  the 
third  place,  due  allowance  must  be  made  for  the  recognized  fact  that  the  right 
cerebral  hemisphere  may  gradually  acquire  some  degree  of  speech  activity, 
especially  in  cases  of  aphasia  occurring  during  the  earlier  years  of  life,  and  may 
tend  to  replace  the  loss  caused  by  the  defective  action  of  the  left  hemisphere. 

Word-deafness  is  the  result  of  a  lesion  either  of  the  auditory  word  centre  in 
the  temporal  cortex,  or  of  one  which  isolates  that  centre  from  the  periphery : 
that  is  to  say,  of  a  sub-cortical  lesion  cutting  off  the  centre  from  auditory 
impulses.  In  either  case  the  patient  who  is  word-deaf  is  unable  to  recognize 
the  meaning  of  spoken  language,  although  he  may  hear  perfectly  the  sounds 
by  which  it  is  conveyed.  In  the  course  of  examination  it  will  be  found  that  he 
fails  to  understand  anything  which  is  said  to  him,  and  that  he  does  not  obey 
simple  commands  so  long  as  they  are  not  accompanied  by  gestures  suggestive 
of  their  meaning.  If  the  visual  word  centre  has  not  been  affected  at  the  same 
time,  he  will  still  be  able  to  read  and  to  understand  what  is  written.  In  fact  he 
will  depend  upon  writing  and  reading  for  his  means  of  communication  with 
others.  The  amount  of  interference  with  spontaneous  speech  will  depend  upon 
whether  the  lesion  is  cortical  or  sub-cortical.  In  the  latter  case  the  integrity  of 
the  auditory  word  centre  preserves  internal  speech,  and  so  permits  the  patient 
to  speak  spontaneously  with  fluency  and  probably  with  accuracy,  and  his  power 
of  writing  will  be  equally  unimpaired.  When  the  cortical  centre  is  itself 
destroyed,  internal  language  is  thoroughly  disorganized,  and  although  a  certain 
amount  of  spontaneous  speech  may  be  uttered,  it  is  certain  to  be  more  or  less 
unintelligible.  According  to  the  extent  of  the  lesion,  it  will  vary  between  a 
speech  containing  inaccuracies  of  minor  importance,  and  one  which  is  a  jargon 
incapable  of  interpretation.  Characteristic  of  this  defect  is  the  fact  that  the 
patient  himself  does  not  appreciate  the  mistakes  he  makes.  His  written  language 
is  likely  to  be  more  accurate  and  more  intelligible  than  his  spoken  lang^uage, 
but  it  will  probably  not  reach  a  very  high  standard.  He  may  copy  with  accuracy, 
but  is  quite  unable  to  write  from  dictation.  Such  are  the  usual  chief  attributes 
of  word -deafness  in  its  pure  form.  Clinically,  word-deafness  is  usually  accom- 
panied by  word-blindness,  to  a  greater  or  less  extent. 

Word-blindness,  or  Alexia ^  is  produced  by  a  lesion  of  the  left  angular  gyrus, 
and  may  or  may  not  be  accompanied  by  defective  vision.  As  in  the  case  of 
word -deafness,  it  may  result  from  a  cortical  or  from  a  sub-cortical  lesion,  and  it 
is  in  association  with  the  latter  class  of  case  that  Hemianopia  (q.v.)  is  most 
commonly  observed.  In  cortical  word-blindness  the  patient  is  unable  to  read, 
although  he  sees  the  letters  clearly  and  may  even  be  able  to  copy  them  in  the 
same  way  as  a  child  copies  letters  when  learning  the  alphabet.  Writing  conveys 
no  meaning  to  his  mind,  although  in  the  less  severe  cases  the  patient  may  still 
recognixe  familiar  words,  such  as  his  name.     There  are,  in  fact,  varying  degrees 


language  may  be  perfectly  intact,  but  in  the  majority  of  cases  the  inability  to 
speak  is  associated  with  right  hemiplegia  in  tight -handed  persons,  or  with  left 
hemiplegia  in  left-handed  individuals.  The  imperfect  speech  of  the  patient 
who  is  partly  aphasic  from  a  sub-cortical  motor  lesion  may  resemble  to  some 
extent  that  of  the  patient  who  is  wocd-ileaf  ;  but  the  former  is  conscious  of  his 
mistakes  and  the  latter  is  not.  Sub-cortical  motor  aphasia  may  perhaps  be 
better  described  as  an  articulatory  rather  than  a  speech  defect :  as  an  anarthiia 
rather  than  an  aphasia.  All  the  attributes  lor  speech  are  preserved,  but  its 
emission  is  impossible. 

Agraphia  results  usually  from  a  lesion  of  the  visual  word-centre,  or  perhaps 
in  some  cases  from  a  lesion  of  the  posterior  part  of  the  left  second  frontal  con- 
volution. In  the  former  case  the  power  of  writing  may  be  lost,  although  there 
is  no  paralysis  of  the  arm  or  hand.  In  the  latter  case  the  agraphia  is  usually 
associated  with  right  hemiplegia,  and  in  order  to  test  whether  the  power  of 
communicating  thoughts  by  written  language  is  preserved,  the  patient  must  be 
asked  to  use  the  left  hand  for  the  purpose-  There  is  some  doubt  as  to  whether 
pore  motor  agraphia  occurs,  and  some  doubt  as  to  the  lesion  upon  which  it  may 
depend.  I  have  had  experience  of  the  clinical  occurrence  of  pure  motor  agraphia 
without  being  able  to  correlate  the  phenomenon  with  its  anatomical  basis. 

We  have  now  considered  the  various  forms  of  aphasia  and  have  indicated 
their  points  of  distinction.  This  will  serve  as  a  basis  for  diagnosing  the  site  of 
the  lesion  responsible  for  the  speech  defect,  but  the  nature  of  the  lesion  must  be 
determined  from  other  considerations.  Vascular  lesions,  for  instance,  are 
usually  acute  in  their  onset,  sudden  in  the  case  of  embolism,  less  precipitate  as  a 
rule  in  cases  of  httmorrhagt  or  Ihrombosis.     In  ctrebral  tumour  or  abscess  the  onset 
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of  symptoms  is  more  gradual,  and  local  troubles  such  as  that  of  aphasia  are 
generally  accompanied  or  preceded  by  the  symptoms  of  increased  intracranial 
pressure  in  the  form  of  headache,  vomiting,  and  optic  neuritis.  But  aphasia 
is  not  always  the  result  of  a  gross  and  permanent  lesion.  Transitory  aphasia 
may  be  observed  in  the  sequel  of  epileptiform  convulsions,  or  may  be  in  itself 
an  epileptic  equivalent — a  form  of  petit  mat  in  an  epileptic  subject.  Temporary 
aphasia  occurs  also  in  connection  with  migraine^  and  I  have  known  it  to  occur 
at  intervals  during  a  period  of  thirty  or  forty  years  in  a  woman  who  was  perfectly 
healthy  in  every  respect,  and  who  showed  no  other  symptoms  suggestive  of 
either  epilepsy  or  migraine. 

4.  Dysarthria,  or  in  its  extreme  form  "  anarthria,*'  is  the  term  used  to  describe 
defective  articulation  as  opposed  to  defective  speech.  Articulation  is~x:arried 
on  by  certain  muscles  of  the  larynx,  pharynx,  palate,  tongue,  and  lips  which 
are  innervated  by  the  bulbar  nuclei,  and  the  latter  are  set  into  action  by 
voluntary  impulses  coming  from  the  motor  cortex  of  both  cerebral  hemi- 
spheres via  the  pyramidal  tracts.  The  articulatory  movements,  therefore,  are 
bilaterally  represented  in  the  brain,  and,  like  other  bilaterally  represented 
movements  of  the  body,  are  not  disorganized  by  unilateral  lesions  of  the 
pyramidal  system.  Thus,  in  cases  of  hemiplegia  without  aphasi^ .  there  is 
little  or  no  defect  in  articulation,  and  the  examination  of  such  a  patient  shows 
that  both  vocal  cords,  both  sides  of  the  palate,  and  the  tongue,  retain  their 
power  of  voluntary  movement  almost,  if  not  quite,  to  perfection. 

Suprahulbar  dysarthria  is  induced,  however,  in  cases  of  double  hemiplegia, 
when  the  fibres  from  both  hemispheres  to  the  bulbar  nuclei  are  interfered  with 
by  destructive  lesions.  When  a  right-sided  stroke  is  followed  by  a  left-sided 
stroke,  or  when  double  hemiplegia  results  from  a  lesion  in  the  pons,  dysarthria 
results.  In  such  cases  the  power  of  speech  may  be  perfect,  but  the  ability  to 
articulate  naturally  and  clearly  is  disturbed.  The  patient  is  not  aphasic  but 
dysarthric.  Articulation  is  usually  slow,  spastic,  and  indistinct,  if  it  is  not 
altogether  unintelligible.  These  cases  are  differentiated  from  cases  of  dysarthria 
due  to  lesions  of  the  bulbar  nuclei  or  of  the  cranial  nerves,  not  only  by  the 
presence  of  other  hemiplegic  signs  in  the  limbs  and  trunk,  but  by  the  fact  that 
the  tongue  retains  its  shape,  nutrition,  and  normal  electrical  reactions,  and  the 
palate  its  natural  reflex.  This  condition  of  pseudo-bulbar  palsy,  as  it  is  sometimes 
called,  is  further  distinguished  by  facial  starchiness  or  spasticity,  and  by  the 
patient's  inabiUty  to  control  the  expression  of  his  emotions. 

Dysarthria  of  similar  origin,  but  generally  of  less  degree,  may  be  observed  in 
cases  of  general  paralysis  of  the  insane,  in  cerebral  diplegia,  and  in  disseminated 
sclerosis.  In  the  latter  disease  the  terms  "  staccato  "  or  "  scanning  "  are  applied 
to  describe  the  articulatory  defect.  Some  cases  of  Friedreich's  ataxy  exhibit  a 
form  of  articulation  which  is  slow  and  jerky,  not  unlike  that  of  disseminated 
sclerosis.  Probably  some  degree  of  inco-ordination  enters  into  the  production 
of  this  peculiar  utterance.  In  all  these  diseases  the  diagnosis  of  the  condition 
depends  upon  the  presence  of  other  symptoms  and  physical  signs,  and  can 
rarely  be  deduced  from  the  articulation  alone. 

Dysarthria  also  arises  from  disease  of  the  bulbar  nuclei,  or  oi  the  nerves 
arising  from  the  latter  which  supply  the  muscles  of  the  larynx,  pharynx,  tongue, 
and  lips.  In  true  bulbar  palsy,  which  is  a  disease  depending  on  a  slowly  pro- 
gressive degeneration  of  these  motor  nuclei,  articulatory  defects  are  often  among 
the  earliest  symptoms.  The  diagnosis  of  these  cases  is  based  on  the  fact  that 
the  symptoms  begin  insidiously  and  progress  gradually,  that  the  paresis  affects 
the  muscles  of  both  sides  more  or  less  symmetrically,  and  that  it  is  an  atrophic 
form  of  paralysis.  The  atrophy  is  best  seen  in  the  tongue  muscles,  and  is 
usually  associated  with  a  certain  amount  of  fibrillation,  and  with  diminution 
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of  their  electrical  excitability.  The  palatal  reflex  is  also  impaired,  and  an 
examination  of  the  vocal  cords  shows  that  they  too  are  the  seat  of  a  progressive 
palsy.  The  dysarthria  is  always  accompanied,  sooner  or  later,  by  some  degree 
of  dysphagia,  and  also  by  some  weakness  and  atrophy  of  the  muscles  of 
mastication.  Atrophic  palsy  may  also  be  observed  in  the  small  muscles  of 
the  hands,  and  there  is  a  tendency  to  exaggeration  of  all  the  tendon  reflexes 
in  the  limbs. 

A  similar  clinical  picture  may  develop  in  cases  of  gross  disease  of  the  bulb, 
due  either  to  local  softening  or  haemorrhage,  or  in  rarer  cases  to  the  gradual 
growth  of  a  tumour  in  that  region.  Such  cases  can  be  differentiated  from  true 
bulbar  p^y,  partly  by  the  more  acute  onset  of  symptoms  in  the  case  of  the 
vascfdar  lesions,  and  partly  by  the  asymmetrical  distribution  of  the  muscular 
atrophy  and  paresis  when  a  tumour  forms  the  basis  of  the  disease.  Gummatous 
meningitis  at  the  base  of  the  brain  may  involve  the  cranial  nerves  close  to  their 
exit  from  the  bulb,  and  so  produce  a  dysarthria  of  a  somewhat  similar  character. 
When  tumours  or  meningitis  are  the  cause  of  the  dysarthria,  symptoms  of 
increased ^tracranial  pressure  are  likely  to  be  observed. 

Another  form  of  bulbar  palsy  is  seen  in  cases  of  myasthenia  gravis.  In  this 
condition  there  is  little  or  no  atrophy  of  the  articulatory  muscles,  although  some 
thinning  of  the  tongue  is  sometimes  observed.  The  distinguishing  characteristics 
of  this  dysarthria  are  first  of  all  its  marked  variability,  and  secondly  the  effect 
produced  by  fatigue.  A  myasthenic  patient  may  begin  a  conversation,  or  may 
begin  to  read  aloud  from  a  book,  without  showing  much  difficulty  in  his 
utterance,  but,  as  he  progresses,  his  articulation  becomes  more  and  more  defective 
and  more  difficult  to  understand.  Usually  the  palate  fails  quickly,  and  a  nasal 
quality  is  given  to  the  voice.  If  he  is  asked  to  repeat  the  word  "  rub  "  many 
times,  the  terminal  **  b  "  becomes  an  "  m,"  and  he  ends  by  saying  "  rum  " 
instead  of  "  rub."  Most  cases  of  myasthenia  gravis  exhibit  similar  fatigue 
phenomena  in  relation  to  other  parts  of  the  musculature  (see  Fig.  83,  p.  261), 
and  in  particular  show  varying  degrees  of  ocular  palsy,  which,  like  the  dysarthria, 
is  at  one  time  more  marked  than  at  another,  and  which  is  much  influenced 
by  rest  and  exercise. 

Some  articulatory  defect  is  produced  in  cases  of  bilateral  peripheral  palsy  of 
the  palate,  which  most  often  results  from  the  effects  of  the  diphtheria  poison. 
The  voice  is  nasal,  and  the  pronunciation  of  certain  consonants  becomes 
impossible.     "  B  "  becomes  "  m,"  "  d  "  becomes  "  n,"  and  "  k  "  sounds  like 

ng. 

Bilateral  facial  palsy  interferes  with  that  part  of  articulation  which  depends 
upon  the  labial  muscles,  and  so  renders  speech  indistinct,  although  not 
unintelligible.  Facial  palsy  of  this  kind  is  met  with  in  some  cases  of  peripheral 
neuritis  and  also  in  some  cases  of  myopathy,  especially  that  form  to  which  the 
name  Landouzy-Dejerine  is  applied. 

Unilateral  bulbar  palsy  may  exist  without  much  interference  vnih  articulation 
or  phonation.  There  may  be  considerable  palsy  of  one  vocal  cord  due  to  a 
lesion  of  one  recurrent  laryngeal  nerve,  without  a  recognizable  alteration  in  the 
character  of  the  voice.  A  bilateral  laryngeal  palsy,  when  complete,  leads  to 
aphonia.  Similarly,  unilateral  palsy  of  the  palate  or  of  one-half  of  the  tongue 
may  exist  without  articulatory  defect,  especially  after  the  patient  has  become 
accustomed  to  the  altered  conditions. 

5.  Functional  Disorders  of  Speeoh. — In  cases  of  hysteria,  a  functional  aphonia 
is  by  no  means  uncommon,  and  in  many  cases  can  only  be  distinguished  from 
aphonia  due  to  organic  disease  by  an  examination  of  the  larynx.  Hysterical 
aphonia  may  be  complete  ;  in  other  cases  the  voice  is  reduced  to  a  whisper,  and 
yet  the  patient  is  able  to  adduct  the  cords  properly  in  coughing.     This  is  often 
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a  recurrent  malady,  and  the  suddenness  of  its  onset,  as  well  as  the  suddenness 
with  which  it  is  often  cured,  are  peculiar  characteristics. 

Stammering  is  another  type  of  functional  dysarthria  and  presents  a  large 
variety  of  forms.  There  is  little  difficulty  in  their  recognition,  because  in  all 
cases  when  once  the  articulatory  flow  is  established  the  utterance  is  perfectly 
normal.  The  difficulty  generally  arises  either  in  commencing  a  word  or  a 
sentence,  or  in  other  cases  the  trouble  is  evoked  only  in  connection  with  the 
production  of  certain  consonants.  Some  of  the  cases  depend  on  an  initial  spasm 
of  the  articulatory  muscles,  and  others  upon  an  inco-ordination  between  the 
action  of  the  respiratory  muscles  and  those  which  have  to  do  with  phonation 
and  articulation.  The  complete  absence  of  any  physical  signs  of  disease,  and 
the  history  of  the  case,  make  the  diagnosis  easy.  On  the  other  hand,  stammering 
is  occasionally  an  early  symptom  of  progres.sive  degenerative  conditions  of  the 
central  nervous  system,  especially  of  general  paralysis  of  the  insane. 

The  term  "  lolling  "  is  applied  to  a  defective  form  of  articulation  chiefly  met 
with  in  persons  who  are  more  or  less  mentally  feeble.  It  is  characterized  by 
what  appears  to  be  an  imperfect  pronunciation  of  certain  consonants.  In 
more  severe  cases  one  consonant  is  consistently  replaced  by  another,  such  as 
"  r  "  by  "  w."  These  mistakes  in  pronunciation  are  common  enough  in  normal 
children  when  learning  to  speak,  but  the  endurance  of  the  defect  after  the  learn- 
ing age  is  passed  generally  indicates  some  permanent  mental  deficiency.  A 
temporary  perversion  of  speech  is  occasionally  seen  in  children  before  they 
learn  the  proper  use  of  language.  They  may  talk  glibly  and  fluently  in  a  language 
which  they  appear  to  understand  themselves  but  which  is  unintelligible  to  their 
neighbours.  In  this  condition,  to  which  the  term  "  idioglossia  "  is  generally 
given,  the  prognosis  may  be  regarded  as  favourable.  £.  Farquhar  Buzzard. 
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The  Physieal  Signs  of  Enlargement  of  the  Spleen.— If  the  organ  is  only  sUghtly 
or  moderately  enlarged,  there  is  no  alteration  in  the  size  or  shape  of  the  abdomen  ; 
if  it  is  considerably  or  enormously  enlarged,  the  abdomen  may  be  much  dis- 
tended, and  at  a  first  glance  this  distention  may  appear  to  be  uniform,  as 
though  due  to  ascites.  Closer  inspection  may  show  that  it  is  by  no  means 
uniform,  there  being  distinct  bulging  of  the  left  side,  especially  in  the  left 
h)rpochondrium,  the  left  lumbar,  and  the  left  half  of  the  umbiUcal  regions. 
The  inner  border  may  be  tilted  forward  in  some  cases,  so  that  a  distinct  edge 
or  ridge  may  be  seen  pushing  the  abdominal  wall  forward,  this  ridge  running 
downwards  and  inwards  from  the  left  costal  margin  near  the  anterior  axillary 
line  towards  the  umbilicus ;  in  a  few  cases  a  distinct  notch  can  be  seen  in 
this  edge  or  ridge.  When  the  patient  takes  a  deep  breath,  the  prominence 
may  be  seen  to  move  distinctly  downwards,  though  occasionally  the  spleen 
may  be  so  enormously  enlarged  that  its  lower  end  becomes  impacted  in  the 
pelvis,  when  no  downward  movement  is  possible. 

Palpation  is  the  best  means  of  detecting  splenic  enlargement.  If  the  organ 
is  but  little  enlarged,  it  may  not  be  felt  until  the  observer,  standing  upon  the  left- 
hand  side  of  the  recumbent  patient,  and  supporting  the  lower  left  ribs  posteriorly 
with  his  right  hand,  steadily  but  firmly  presses  the  fingers  of  his  left  hand  under 
the  left  costal  margin  just  in  front  of  the  anterior  axillary  line  ;  when  the  patient 
now  takes  a  deep  breath,  a  definite  sense  of  increased  resistance  may  reveal 
splenic  enlargement  when  the  organ  is  comparatively  soft,  as  in  many  cases  of 
typhoid  fever  for  example,  or  a  hard  mass  with  a  distinct  edge  may  be  felt  in 
more  obvious  cases.  When  the  enlargement  is  moderate  or  considerable,  the 
splenic  tumour  will  be  felt  coming  down  from  beneath  the  left  ribs  close  behind 
the  abdominal  wall ;  and  unless  there  is  a  very  large  liver  at  the  same  time,  or 
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tumour  ;    (7)  Tuberculous  peritonitis  ;    (S)   Fxcal  accumulation  in  the  colon, 

DistinclioH  from  a  Renal  Tumour.  —  It  may  be  difficult  to  diatinguish  an 
enlarged  spleen  from  a  kidney  in  some  cases.  Both  conditions  may  cause  local 
prominence  or  bulging  of  the  left  side  of  the  abdomen  ;  in  the  case  of  splenic 
enlargement  the  bulging  is  more  forward  and  inward,  whereas  in  a  kidney  enlarge- 
ment, the  loin  is  more  likely  to  be  bulged.  No  distinct  edge  or  notch  can  be  seen 
or  felt  in  the  case  of  the  majority  of  renal  enlargements,  a  most  important  point, 
the  significance  of  which  cannot  be  over-estimated.  Either  tumour  may  move 
downwards  when  the  patient  takes  a  deep  breath  ;  but  the  spleen,  being  in  closet' 
contact  with  the  under  surface  of  the  diapliragm,  moves  the  more  markedly  of 
the  two.  A  renal  tumour,  being  more  deeply  situated  in  the  abdomen,  seldom 
approximates  closely  to  the  anterior  abdominal  wall  unless  the  enlargement  is 
very  great,  in  which  case  the  loin  will  be  filled  out  and  feel  very  firm  and  resistant 
on  bimanual  examination.  A  renal  tumour  generally  slopes  away  as  it  approaches 
the  ribs,  so  that  it  is  less  difficult  to  get  one's  hand  between  its  upper  pole  and 
the  costal  margin  than  is  the  case  with  the  undislocated  spleen.  The  colon  may 
be  seen  or  felt  over  the  anterior  surface  of  a  renal  tumour,  which  is  never  the 
case  with  splenic  enlargement  ;  and  percussion  may  yield  a  resonant  note  in 
front,  or  in  typical  cases  a  vertical  band  oi  colonic  resonance  dowa  the  centre 
of  an  otherwise  dull  mass,  the  lorn  posteriorly  being  dull ;  whereas  with  a  splenic 
tumour  the  loin  is  generally  resonant,  and  the  anterior  aspect  of  the  mass  quite 
dull.  The  presence  of  a  local  bruit  or  rub  would  make  renal  tumour  unlikely. 
The  occurrence  of  Hematuria  (j.k.),  Pyuria  (q.v.),  or  Alduhinuria  iq.v.), 
would  suggest  renal  enlargement,  whilst  the  conditions  of  the  blood  might  b« 
such  as  to  suggest  splenic. 
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Notwithstanding  all  these  points,  to  distinguish  between  splenic  and  renal 
masses  is  sometimes  by  no  means  easy ;  and  it  is  only  by  paying  careful  attention 
to  the  history  and  to  the  patient's  own  sensations,  as  well  as  to  the  ph3rsical 
signs,  and  to  the  changes  in  the  blood  and  urine,  that  a  correct  diagnosis  can  be 
made. 

Malignant  Disease  of  the  Left  Suf>rarenal  Gland  may  cause  a  large  mass  which 
is  sometimes  particularly  difficult  to  distinguish,  either  from  a  splenic  or  from  a 
renal  enlargement.  Owing  to  the  close  proximity  of  the  suprarenal  capsule  to 
the  kidney,  and  the  liabiUty  of  the  latter  to  become  infiltrated  by  growth  of  the 
former,  the  physical  signs  of  a  suprarenal  are  practically  the  same  as  those  of 
a  renal  tumour,  except  that  it  may  be  more  difficult  to  pass  the  hand  between 
the  mass  and  the  costal  margin.  Haematuria  and  other  urinary  changes  may 
result  from  spread  of  the  disease  to  the  kidney ;  afiection  of  one  suprarenaJ 
gland  alone  does  not  produce  Addison's  disease,  and  it  may  be  impossible  to 
arrive  at  a  correct  diagnosis  without  laparotomy. 

A  pecuUar  affection  of  children  deserves  special  mention  :  at  a  comparatively 
early  age  there  may  be  an  abnormal  development  of  the  pubic  and  axillary  hair 
and  of  the  genital  organs  (see  Figs.  125,  126,  pp.  453,  454),  with  premature 
puberty,  associated  with  overgrowth  of  suprarenal  rests  in  the  kidney,  the 
resultant  tumour  being  spoken  of  as  a  hypernephroma. 

Carcinoma  of  the  Splenic  Flexure  of  the  colon  is  usually  annular,  giving  rise 
to  no  definite  tumour,  but  rather  to  symptoms  of  chronic,  followed  by  acute, 
intestinal  obstruction.  Occasionally,  however,  the  growth  may  be  more 
voluminous,  or  it  may  have  caused  leakage  and  inflammatory  matting  from 
local  perforation  through  or  above  the  growth,  with  the  result  that  a  fairly  large 
tumour  may  be  felt  in  and  below  the  left  hypochondrium.  This  mass  is  generally 
resonant  to  percussion,  has  no  well-defined  edge  or  notch,  and  may  vary  some- 
what in  position  from  day  to  day :  it  will  usually  be  associated  with  intestinal 
symptoms,  especially  constipation  alternating  with  diarrhoea,  and  the  passage 
of  mucus,  and  occasionally  blood,  per  rectum.  Sometimes  there  are  obvious 
secondary  deposits  in  the  Uver  or  in  the  left  supraclavicular  glands. 

Pancreatic  Tumours  are  usually  situated  more  in  the  median  line  of  the  abdomen 
than  is  a  spleen,  between  the  ensiform  cartilage  and  the  umbiUcus  ;  sometimes, 
however,  a  very  large  C)rst,  such  as  may  nearly  fill  the  abdominal  cavity,  may 
cause  considerable  difficulty  in  the  diagnosis.  One  very  important  point  is 
that  no  definite  edge  and  no  notch  can  be  felt.  The  stomach  generally  lies  in 
front  of  a  pancreatic  cyst ;  or,  if  the  latter  pushes  its  way  forward  so  as  to 
displace  the  stomach  upwards  and  the  transverse  colon  downwards,  it  may  be 
possible  to  define  its  relationship  to  the  stomach  by  inflating  the  latter  with 
gas.  A  splenic  tumour  rarely  extends  to  the  right  of  the  middle  Une  unless 
the  enlargement  is  great,  and  then  it  crosses  at  or  below  the  umbiUcus,  whereas 
a  pancreatic  cyst  reaches  across  to  the  right  of  the  middle  Une  above  the  navel. 
Pancreatic  new  growth  has  a  similar  position ;  but  the  outUne  of  the  mass,  if 
any  can  be  felt  at  all,  is  more  nodular  ;  there  will  generally  be  jaundice  and  a 
palpable  gaU-bladder,  and  the  urine  may  yield  Cammidge's  pancreatic  reaction. 

Malignant  Growth  of  the  Stomach  may  be  mistaken  for  enlargement  of  the 
spleen,  and  even  suggest  splenomedullary  leukaemia ;  this  is  especiaUy  so  with 
gastric  sarcoma,  which,  though  very  much  rarer  than  carcinoma,  is  more  Ukely  to 
involve  the  whole  of  the  stomach  and  give  rise  to  a  very  large  tumour  occupying 
chiefly  the  upper  part  of  the  left  side  of  the  abdomen.  The  following  changes 
will  serve  to  distinguish  a  gastric  new  growth  from  enlargement  of  the  spleen : 
the  mass  is  apt  to  shift  its  position  during  the  course  of  an  examination  or  from 
day  to  day  ;  it  does  not  present  a  weU-defined  edge  with  definite  notch  or  notches  ; 
it  may  extend  a  considerable  distance  to  the  right  of  the  middle  Une,  although 


s  gives  rise  to  a  mass  occupying  the  left  hypochondriac  region, 
the  result  of  matting  together  of  the  intestines,  thickening  of  the  omentum,  oi 
thickening  and  inhitration  of  the  peritoneum  attached  to  the  abdominal  wall 
here.  The  tumour  does  not  generally  extend  close  up  under  the  ribs  so  that 
the  hand  may  be  placed  between  it  aad  the  costal  margin,  and  although  it  may 
feel  somewhat  rounded,  with  a  more  or  less  well-dehned  edge,  there  is  no  dehnite 
notch  to  be  felt ;  sometimes,  however,  when  there  are  two,  three,  or  more  separate 
masses  united  together,  a  notch  may  be  simulated  to  some  extent.  The  mass 
itself  may  be  dull,  but  there  is  generally  resonance  between  it  and  the  normal 
splenic  dullness.  Ascites  {q.v.)  is  often  present,  and  there  may  be  palpable 
lumps  in  other  parts  of  the  abdomen,  or  perhaps  redness  and  oedema  of  the 
abdominal  wall,  or  a  purulent  or  fsecal  discharge  from  the  umbihcui.  There 
may  be  signs  of  tuberculosis  elsewhere,  for  instance  in  joints,  6r  lymphatic 
glands.  Calmette's  or  von  Pirquet's  tuberculin  reactions  may  be  positive. 
The  patient  will  generally  be  young,  and  have  consumed  unsterilized  cow's  milk. 
Pyrexia  may  be  present  or  absent,  either  with  tuberculous  peritonitis  or  with 
splenic  affections,  so  that  its  occuirence  does  not  assist  the  diagnosis  much, 
except  perhaps,  that  if  the  chart  exhibits  marked  evening  pyrexia,  with  a  sub- 
normal temperature  in  the  morning,  it  is  an  additional  argument  in  favour  of 
tubercle  in  a  young  subject.  The  reverse  type  of  pyrexia — morning  rise  and 
evening  fall — has  been  spoken  of  as  characteristic  of  tubercle,  but  it  is  seldom 
met  with. 

Fiscal  AccuMulaiion  in  Ike  Splenic  Flexure  or  adjacent  parts  of  the  transverse 
or  descending  colon  may  be  mistaken  for  an  enlargement  of  the  spleen  npoD  a 
first  examination  ;  but  this  source  of  error  is  usuaily  removed  when  the  patient 
is  re-eTcamined  after  an  abundant  action  of  the  bowels  has  taken  place.     Tl 
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condition  is  found  most  frequently  in  women  if  the  age  is  not  great,  or  in  elderly 
people  of  either  sex.  There  is  generally  a  history  of  severe  obstipation,  and 
possibly  attacks  of  temporary  obstruction.  The  mass  is  generally  irregular, 
more  or  less  cyUndrical,  and  in  thin  persons  it  may  be  possible  actually  to  alter 
its  shape  by  manipulation  with  the  hand.  The  best  test  of  the  condition,  how- 
ever, is  the  efifect  of  copious  enemata  upon  the  mass. 

HanuUoma  due  to  Leakage  from  an  Abdominal  Aneurysm  is  by  no  means 
always  easily  recognized,  and  it  may  be  mistaken  for  an  enlargement  either 
of  the  spleen  or  of  the  kidney,  unless  the  aneurysm  itself  can  be  felt  pulsa- 
ting ;  or  unless  there  is  a  history  of  an  acute  exacerbation  of  intra-abdominal 
pain,  accompanied  by  blanching  due  to  the  amount  of  blood  lost  from  the 
leaking  aneurysm. 

Causes    of    Splenic    Enlargement. 

Having  concluded  that  the  spleen  is  enlarged,  the  next  step  is  to  decide  the 
cause  of  the  enlargement.  There  are  various  ways  in  which  the  different  causes 
may  be  classified,  but  from  a  diagnostic  point  of  view  the  following  is 
serviceable  : — 

I.  Chronic  Enlargement  of  the  Spleen. 

(a).   Very  great  enlargement : 

Splenomedullary  leukaemia 
Lymphatic  leukaemia 
Mixed  leukaemia 
Chronic  malaria 
Kala-azar 

(6).  Moderate  enlargement. — All  conditions  mentioned  in  group  (a)  will  at 
some  stage  exhibit  a  spleen  that  has  not  yet  become  enormous ;  and  besides 
these,  chronic  and  moderate  enlargement  of  the  spleen  may  be  exhibited  in 
cases  of : — 

Pernicious  anaemia  Thrombosis  of  the  portal  vein 

Rickets  '  Pressure  on  the   portal    vein   by 

Congenital  syphilis  \  enlarged    Ijrmphatic     glands    or 


Splenomegalic  polycythaemia 
SplenomegaUc  cirrhosis 
Splenic  anaemia 
Pseudo-leukaemia  infantum. 


Hodgkin's  disease 
Cirrhosis  of  the  liver 
Lardaceous  disease 


by  adjacent  tumour  of  the  gall- 
bladder, Uver,  pancreas,  stomach, 
etc. 

II.  Acute  Enlargement  of  the  Spleen,  the  enlargement  as  a  rale  being  slight 

(a).  Acute  infective  fevers  : 
Especially — 

Typhoid  fever  Malaria 

Paratyphoid  fever  Erysipelas 

Relapsing  fever  Septicaemia. 

Less  often  in — 
Pneumonia 
Diphtheria 
Scarlet  fever 
Small-pox 

(6).  Embolism ,  especially  in  cases  of  f ungating  endocarditis. 

(c).  Injury. 

(d).  Strangulation  by  twisting  of  the  pedicle. 

It  will  be  noted  that  no  mention  is  made  of  abscess,  gumma,  carcinoma 
(whether  primary  or  secondary),  sau-coma  (primary  or  secondary),  or  hydatid 
cyst  of  the  spleen,  for  these  are  all  so  exceedingly  rare  that  it  is  very  unlikely 


Typhus  fever 

Influenza 

General  tuberculosis. 
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leucocytosis,  or  of  characteristic  diflerential  leucocyte  counta  (see  also  Anauia), 
the  diagnosis  of  the  nature  of  a  very  large  spleea  will  depend  in  the  first  place 
upon  whether  there  has  or  has  not  been  residence  in  a  malaria!  region — the  fen 
districts  of  Great  Britain,  the  tropics,  or  certain  parts  of  Europe,  particularly 
Italy,  The  ague-ca/te  spleen  of  the  fens  is  now  very  rare ;  it  is  more  often  found 
in  chronic  cases  of  tropical  malaria,  when  the  history  may  indicate  its  nature. 
and  if  the  patient  is  having  febrile  attacks,  the  parasites  (Plale  XII,  Figs.  A, 
B,  C,  D,  E)  may  be  found  in  the  blood.  Recent  investigations  have  shown 
that  some,  at  least,  of  the  enlarged  spleens  formerly  attributed  to  malaria, 
are  due  to  other  infections.  One  of  these  has  been  clearly  difierentiated  from 
the  rest,  namely  Kala-azar,  which  occurs  in  India,  particularly  in  Assam,  in 
Africa,  and  in  Sicily,  and  is  diagnosed  chiefly  by  the  discovery  of  the  Leishman- 
Donovan  bodies  in  the  fluid  obtained  by  splenic  puncture  [Plate  XII,  Fig.  H), 

SpUnomegalic  potycythamia  is  a  rare  affection  of  adults,  characterized  by 
more  or  less  cyanosis  and  symptoms  which  might  suggest  a  cardiac  lesion, 
together  with  more  or  less  enlargement  of  the  spleen,  and  polycythaemia  amount- 
ing perhaps  to  six,  seven,  or  even  ten  million  red  corpuscles  per  c.mm.  The 
diagnosis  is  arrived  at  when  polycythsemia  and  enlargement  of  the  spleen 
occur  in  the  absence  of  any  definite  cause. 

Splcnontegatic  arrhosis  is  an  affection  of  children  and  young  adults,  in  whom 
there  are  likely  to  be  mote  or  less  jaundice,  anasmia,  lack  of  development,  and 
ultimately  ascites,  as  well  as  considerable  enlargement  of  the  spleen.  There  is 
a  tendency  for  this  malady  to  affect  more  than  one  member  of  a  family,  and 
this  sometimes  gives  the  clue  to  the  diagnosis.  When  death  ultimately  enso 
in  addition  to  the  great  enlargement  of  the  spleen,  these  cases  exhibit  mon 
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less  fibrosis  or  cirrhosis  of  the  liver,  and  sometimes  tbe  livei  is  indistinguisbable 
from  that  of  ordinary  alcoholic  cirrhosis.  What  relationship  this  malady  has 
to  ordinary  alcoholic  cirrbosis  at  the  hver  on  the  one  hand,  and  to  splenic  an^^nia 
or  Banti's  disease  upon  the  other,  is  not  clear ;  but  owing  to  the  enlargeinent  of 
the  spleen,  it  is  di^erentiated  as  splenomcgalic  cirrhosis.  Haemorrhages,  par- 
ticularly haematemesis,  are  not  infrequent  in  this  as  in  other  forms  of  cirrhosis 
of  the  liver.  The  blood-changes  are  merely  those  of  a  simple  chlorotic  anseinia. 
The  diagnosis  is  afforded  chiefly  by  the  age  of  the  patient,  by  the  size  of  tlie 
spleen,  and  by  the  absence  of  any  positive  blood -changes,  particularly  if  more 
than  one  member  of  the  family  is  affected  in  the  same  way.  The  patient  often 
lives  for  a  number  of  years,  and  is  able  to  work  in  spite  of  the  complaint,  until 
ascites  supervenes.     The  fingers  may  be  clubbed. 

Splenic  anixmia  has  been  discussed  under  Anamia  (q.v.).  The  spleen  is 
not  as  a  rule  very  greatly 
enlarged,  though  sometimes 
it  may  be  {Fig.  186).  The 
blood  -  changes  are  simply 
those  of  progressive  and 
severe  anxmia  of  a  chlorotic 
type  ;  even  though  there  may 
really  be  a  disease  meriting 
the  distinctive  term,  "  splenic 
anzmia,"  not  a  few  cases 
diagnosed  as  such  on  account 
of  the  co-existence  of  splenic 
enlargement  with  simple 
anxmia,  ultimately  turn  oat 
to  be  cirrhosis  of  the  liver. 
When  that  which  is  really 
cirrhosis  of  the  Uver  is  dia- 
gnosed in  its  early  stages  as 
splenic  anxmia.  the  condition 
is  termed  Banti's  disease. 

Pscuda-letikamia  in/anlum 
(von  Jaksch's  Disease)  is, 
apart  from  true  leukiemia, 
almost  the  only  cause  of  very 
great  enlargement  of  the 
f'^.    196.— Splenic   inKinu ;  phxtegnpli    ihowinB  ihe         spleen      in      young     children 

then  wu  no  cmhojii  o(  the  ii»tt.  gnosed  by  the  severity  of  the 

anaemia,  which  is  of  the  in- 
determinate chlorotic  type  without  great  leucocytosis,  but  with  all  the  changes 
that  are  to  be  expected  in  any  severe  anxmia  (pp.  17,  a8)  developing  in  an 
infant  of  a  year  old  or  less,  running  a  chronic  course,  but  sometimes  resulting 
in  complete  recovery. 

(b).  ChtMie  KnU^uiBDt  fli  Ibe  Splsan,  tha  aDlargBrosnt  Mng  ol  modanto  bIm. 
It  is  clear  that  conditions  wiuch  may  sometimes  produce  great  enlargement 
of  the  spleen  must  go  through  a  phase  in  which  the  spleen  is  not  yet  enormous, 
and  at  this  stage  all  those  diseases  that  have  just  been  discussed  will  come  into 
the  present  group.  The  remarks  already  made  need  not  be  repeated  here, 
however,  for  the  diagnosis  at  the  stage  in  which  the  spleen  is  yet  only 
moderately  big  is  arrived  at  in  the  way  already  described.  A  blood-count 
it  ettential  in  order  to  exclude  or  diagnose  splenomednllary  leuluemia   or 
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lymphatic  leukzniia ;  parasites  may  be  diicovered  to  account  for  m&laiift  or 
kala-azar  ;   and  ao  on. 

The  spleen  ia  palpable  in  a  conaiderable  proportion  of  case*  of  pmtidotu 
aiutmia,  but  it  is  seldom  greatly  enlarged,  and  the  diagnosis  is  arrived  at  by 
finding  the  blood-changes  described  under  Anamia.  In  none  of  the  other 
diseases  mentioned  in  the  list  above  are  the  blood-cbangei  themselves  patho- 
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chlorotic  type,  with  all  the  changes  mentionea  on  pp.  27,  28 ;  without  leuco- 
cytosis,  and  with  nothing  characteristic  about  the  differential  leucocyte  count, 
except  that  an  occasional  basophile  cell  or  myelocyte  may  be  seen.  Hodgkin 
himself  laid  particular  stress  upon  the  changes  in  the  spleen  in  this  disease,  but 
there  can  be  little  doubt  that  there  are  cases  of  a  precisely  similar  nature  in 
which  there  is  much  lymphatic  glandular  enlargement  without  enlargement  of 
the  spleen.  An  attempt  is  sometimes  made  to  distinguish  this  type  from  that 
with  splenic  enlargement, by  styling  it  lymphadenoma ;  but  where  lymphadenoma 
ends  and  Hodgkio's  disease  begins,  and  vice  versa,  is  by  no  means  settled.  It 
would  seem  much  more  likely  that  there  is  every  degree  of  acuteness  and  severity 
between  extremes  that  are  wide  apart,  those  cases  which  have  lymphatic  glandnlar 
enlargement  and  a  rapidly  fatal  ending  without  lencocytosis  as  their  most 
prominent  feature  being  styled  lymphosarcoma ;  similar  cases  with  the  addition 
of  enlargement  of  the  spleen,  but  3  fairly  rapid  fatal  ending,  being  termed  acute 
Hodgkin's  disease  ;  others  again,  with  enlargement  of  the  glands  without  enlarge- 
ment of  the  spleen  and  with  rather  greater  duration,  being  termed  lymph- 
adenoma ;  whilst  precisely  similar  cases  with  enlargement  of  both  spleen  and 
glands,  and  a  duration  of  anything  between  several  months  and  several  yean, 
are  termed  ordinary  Hodgkin's  disease.  One  very  important  point  to  be 
realized  about  this  disease  is,  that  the  blood-changes  in  it  are  not  pathogno- 
monic even  when  they  are  severe. 

Cirrhosis  0/  the  Liver,  by  the  time  it  has  ended  fatally,  is  nearly  always 
associated  with  a  spleen  that  is  bigger  than  normal  as  judged  by  post-mortem 
weights.  Clinically,  however,  this  enlargement  can  be  made  out  only  in  k 
small  proportion  of  the  cases,  and  even  in   these   the   enlargement  is  seldi 
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great.     When,  however,  there  is  doubt  as  to  the  diagnosis,  and  cirrhosis  of  the 
liver  seems  to  be  a  possible  cause  for  other  symptoms,  such  as  H^matemesis 
(^.t/.).  Ascites  (q.v.)^  Jaundice  (q.v.)y  the  presence  of  chronic  but  not  very  great 
enlargement  of  the  spleen,  without  affection  of  the  lymphatic  glands  and  without 
pathognomonic  blood-changes,   is  an   additional  argument  in   favour    of  the 
diagnosis.     Splenic  enlargement  is  a  very  prominent  and  relatively  early  feature 
in  a  few  cases,  on  the  other  hand,  as  in  the  splenomegalic  cirrhosis  of  children 
and   young  adults ;   whilst   in  some  older  patients,  long  before   the    hepatic 
changes  themselves  attract  attention,  the  case  may  come  under  observation 
for  anaemia,  with  or  without  haemorrhage  such  as  purpura,  epistaxis,  haemat- 
emesis,  or  the  passage  of  blood  per  rectum  ;  and  a  considerable  enlargement 
of  the  spleen  may  be  found.     The  blood-changes  may  be  merely  chlorotic,  and 
in  the  absence  of  other  definite  signs  or  symptoms,  the  diagnosis  of  splenic 
anaemia,  that  is  to  say  of  simple  anaemia  associated  with  an  enlarged  spleen, 
may  be  made ;  many  such  cases  ultimately  turn  out  to  be  examples  of  cirrhosis 
of  the  Uver-^Banti's  disease. 

Lardaceous  Disease.  —  A  lardaceous  spleen  is  not  always  enlarged,  but  is 
frequently  big  enough  to  be  palpable,  and  the  Hver  is  generally  enlarged  at  the 
same  time.     Lardaceous  disease  of  the  spleen  is  met  with  in  two  forms  :  (i)  the 


DESCRIPTION    OF    PLATE    XII. 

A,  Malaria,  early  ring  form;  B,  Malaria,  ordinary  ring  form;  C,  Malaria,  mature 
tertian;  D,  Malaria,  tertian,  ready  to  sporulate;  E,  Malaria,  crescentic;  F,  Filaria 
embryo;  G,  Trypanosoma  Gambiense;  H,  Leishman-Donovan  bodies,  obtained  by 
splenic  puncture;  /,  Spirochaeta  Obermeieri  of  relapsing  fever;  /,  Spirocbsta  pallida 
of  syphilis;  K,  Tubercle  bacilli  and  pus  cells;  L,  Diphtheria  bacilli;  Af,  Vincent's 
angina.  Spirilla  and  Fusiform  bacilli ;  N,  Meningococci  within  a  leucocyte ;  O,  Pneumo- 
cocci  and  pus  cells;  P,  Staphylococci  and  pus  cells;  Q,  Streptococci  and  pus  cells; 
R,  Gonococci,  in  and  outside  of  pus  cells ;  5,  Actinomyces ;  T,  Tetanus  bacilli. 

(TAf  ftia^i/ication  off  and  S  is  much  less  than  is  that  of  tfu  remainder ;    the  relative 
$nagni/ications  are  indicated  hy  t/te  relative  sizes  of  the  white  corpuscles.) 

sago  spleen,  in  which  the  changes  involve  the  Malpighian  bodies  mainly ;  and 
(2)  the  diffuse  waxy  spleen,  in  which  the  blood-vessels,  sinuses,  and  trabecuke 
are  universally  affected.  It  is  a  condition  which  results  from  long-continued 
suppuration,  discharging  sinuses  from  empyema  or  spinal  caries,  purulent 
cavities  in  phthisis  or  bronchiectasis,  or  from  tertiary  syphiUs.  If  considerable 
enlargement  of  the  spleen  is  associated  with  any  of  these  conditions,  it  is  most 
probably  due  to  lardaceous  disease.  There  is  generally  diarrhoea  on  account  of 
affection  of  the  intestines ;  and  polyuria  and  albuminuria  owing  to  renal  changes. 
The  patient  is  weak,  frail-looking,  and  bloodless.  Blood-counts  exclude  leukaemia, 
and  indicate  more  or  less  severe  anaemia  of  the  chlorotic  type.  The  disease  is 
very  much  less  common  than  formerly,  and  for  the  most  part  it  is  diagnosed  by 
reason  of  there  being  obvious  cause  for  it,  especially  prolonged  suppuration  or 
tertiary  syphiUs. 

Thrombosis  of  the  Portal  Vein,  as  a  cause  for  splenic  enlargement  can  seldom 
be  more  than  guessed  at  (see  Ascites). 

Pressure  on  the  Portal  Vein  by  enlarged  lymphatic  glands  or  by  adjacent 
tumours,  will  almost  certainly  be  associated  with  obstruction  to  the  bile-duct 
at  the  same  time,  so  that  there  will  be  jaundice,  and  probably  also  ascites,  in 
addition  to  any  splenic  enlargement ;  the  latter  in  any  case  will  not  be  more 
than  slight  or  moderate. 
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is  to  be  expected,  though  the  latter  is  the  ultimate  test  of  the  fever.  When 
neither  blood-count  nor  serum-test  is  possible,  the  diagnosis  may  not  be  cleared 
up  until  the  third  week  or  later,  when  sloughs  from  Peyer's  patches  can  be  dis- 
covered in  the  stools.  The  ratio  of  the  pulse-rate  and  temperature  is  of  very 
considerable  value  in  the  diagnosis,  for  in  the  majority  of  cases  the  pulse-ratio 
is  very  low  ;  for  instance,  with  a  temperature  of  104°  F.,  the  pulse-rate  may  be 
only  85  or  90  per  minute,  when  the  physiological  ratio  for  this  temperature  is 
izo.  Pneumonia  in  its  earher  stages  may  also  produce  a  low  pulse-ratio;  but 
the  respiration-ratio  is  here  increased,  which  is  not  the  case  in  typhoid  fever. 
The  following  figures  illustrate  these  poiats  : — 

T.  P.  R. 

Physiological  ratio  104"  F.  uj  31 

Typhoid  fever  . .  104°  F.  90  30 

Poeunionia  . .  104'  F.  100  40 

Paratyphoid  Fever  is  closely  related  to  typhoid  fever,  the  clinical  symptoms 
being  very  simitar  ;  the  importance  of  distinguishing  between  the  two  lies 
chiefly  in  the  carrying  out  of  Widal's  agglutinating  serum  reaction.  It  some- 
times happens  that  in  a  case  which,  from  a  clinical  point  of  view,  is  almost  certainly 
typhoid  fever,  the  serum  will  not  cause  clumping  of  Eberth's  typhoid  bacilli; 
and  so  far  as  the  bacteriological  test  goes,  the  diagnosis  might  remain  altogether 
obscure  unless  the  serum  were  also  tested  against  the  Bacillus  paratyphosus  A 
and  the  Bacillus  paratyphosus  B.  In  a  certain  proportion  of  cases,  clumping 
will  be  obtained  with  one  or  other  of  these,  the  diagnosis  of  paratyphoid  fever 
being  based  upon  bacteriological  rather  than  upon  cUnical  conditions.  The 
spleen  is  enlarged  in  paratyphoid  fever  to  about  the  same  extent  as  in  typhoid. 
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Relapsing  Fever  is  associated  with  considerable  enlargement  of  the  spleen. 
The  disease  is  contagious,  but  nowadays  rare,  developing  only  under  conditions 
of  filth  and  famine.  It  is  characterized  by  an  acute  onset,  with  chills,  pains  in 
the  back,  and  a  sudden  rise  of  temperature.  The  latter  remains  high  for  six 
or  seven  days,  and  then  falls  by  crisis.  For  about  a  week  the  temperature 
remains  normal,  and  then  it  rises  again  as  before,  several  such  remissions  and 
relapses  succeeding  each  other  and  being  pathognomonic  of  the  disease.  The 
pulse  is  rapid,  and  there  is  profuse  sweating.  Enlargement  of  the  spleen  is 
detected  early.  It  is  most  conclusively  distinguished  from  other  diseases  by 
examination  of  blood-films  in  which  the  Spirochaia  Obermeieri  {Plate  XII, 
Fig,  /),  will  be  found. 

Malaria. — Apart  from  the  chronic  enlargement  of  the  spleen  due  to  recurrent 
attacks  of  malaria,  the  spleen  becomes  enlarged  and  soft  as  the  result  of  active 
hyperaemia  during  acute  attacks.  Even  when  no  splenic  enlargement  can  be 
detected  in  the  intervals,  during  the  paroxysms  the  viscus  can  usually  be  felt 
projecting  below  the  costal  margin,  presenting  a  soft  and  indefinite  lower  border. 
When  the  patient  has  more  or  less  chronic  enlargement  of  the  spleen  as  the 
result  of  preceding  attacks,  each  acute  febrile  paroxysm  is  associated  as  a  rule 
with  an  additional  sweUing  which  passes  off  after  the  attack.  For  the  characters 
of  the  fever,  see  pp.  34,  35.  The  nature  of  the  malady  will  be  suggested  by 
geographical  considerations,  or  by  the  influence  of  quinine ;  but  the  only 
conclusive  proof  of  its  nature  is  the  discovery  in  stained  blood-films  of  the 
malaria  parasites  (Plate  XII,  Figs.  A,  B,  C,  D).  There  is  often  marked 
anaemia,  especially  in  cases  of  recurrent  malaria,  the  red  corpuscles  and  haemo- 
globin becoming  reduced  as  in  chlorosis ;  the  leucocytes  are  also  diminished, 
.and  the  differential  leucocyte  count  shows  a  relative  increase  in  the  large  hyaline 
lymphocytes  up  to  even  15  or  20  per  cent. 

Erysipelas  is  often  associated  with  a  moderate  degree  of  enlargement  of  the 
spleen  ;  but  the  fever,  rigors  (Fig.  166,  p.  614),  and  sUghtly-raised  red  spreading 
infection  of  the  skin  are  sufficiently  characteristic  to  indicate  the  diagnosis. 

Septicamia  may  be  less  easy  to  diagnose  unless  there  is  some  obvious  source 
of  sepsis  in  the  first  instance,  such  as  infection  of  the  uterus  after  childbirth, 
sepsis  in  connection  with  the  general  peritoneal  cavity,  joints,  wounds,  and  so 
forth.  The  chief  difficulty  arises  in  those  cases  in  which  the  source  of  the  sepsis 
is  not  obvious,  being  due  to  absorption  from  such  lesions  as  pyorrhoea  alveolaris, 
whitlows,  acne,  or  other  comparatively  small  superficial  affections ;  or  to  deep- 
seated  suppuration,  such  as  a  hidden  empyema,  infective  pylephlebitis,  infective 
cholangitis,  pyosalpinx,  and  so  forth.  In  some  cases  of  chronic  or  subacute 
septicaemia,  enlargement  of  the  spleen  may  be  considerable,  and  the  diagnosis 
of  infective  endocarditis  will  very  likely  suggest  itself.  Whether  or  not  the 
heart  valves  are  affected  in  these  cases,  the  ultimate  diagnosis  will  depend  upon 
discovery  of  infective  organisms  in  cultures  obtained  by  venesection. 

Diphtheria,  Pneumonia,  Scarlet  Fever,  and  Small-pox  seldom  give  rise  to  any 
very  prominent  splenic  enlargement,  and  the  only  importance  of  it  is,  that  in 
the  early  stages  of  the  malady,  detection  of  a  spleen  that  is  just  palpable  may 
temporarily  arouse  a  suspicion  that  the  patient  may  be  suffering  from  t3rphoid 
fever.  The  course  of  the  disease,  bacteriological  examination  by  swabbings 
from  the  throat,  the  physical  signs  in  the  lungs,  and  characters  of  the  sputum 
and  the  skin  rash,  will  serve  to  point  to  the  correct  diagnosis  in  each  case. 

Typhus  Fever  is  fortunately  very  rare  now,  although  there  are  small  out- 
breaks of  it  in  the  poorer  parts  of  large  cities  from  time  to  time  ;  the 
spleen  becomes  soft  and  moderately  enlarged,  but  less  constantly  so  than  in 
typhoid  fever.  The  disease  sets  in  more  acutely  than  enteric,  with  chills,  early 
prostration,  and  a  high  temperature  which  ends  by  less  marked  lysis  than  does 
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optic  neuritis,  and  perhaps  choroidal  tubercles,  can  be  detected.  Wiual's  test 
will  remain  persistently  negative  ;  there  will  be  no  rosy  rash,  probably  no 
leucocytosis,  and  no  sloughs  will  be  iound  in  the  stools.  In  some  cases,  however, 
general  tuberculosis  produces  a  cUnical  picture  that  may  be  ver>'  difficult  to 
distinguish  from  typhoid  fever.     Lumbar  puncture  may  decide  the  diagnosis. 

Embolism. — Fungating  endocarditis  is  nearly  always  associated  with  palpable 
enlargement  of  the  spleen,  and  sometimes  the  organ  attains  a  considerable  size. 
As  stated  above,  ordinary  heart-disease  with  failure  of  compensation  does  not 
give  rise  to  splenic  enlargement  that  can  be  recognized  clinically,  except  per- 
haps in  children,  notwithstanding  the  fact  that  one  might  have  expected  the 
backward  pressure  to  cause  the  spleen  to  be  big  by  being  dilated  with  blood. 
Except  in  children,  enlargement  of  the  spleen  in  a  heart  case  should  always 
arouse  serious  suspicion  of  infective  endocarditis.  The  enlargement  may  be  due 
to  embolism  and  infarction,  in  which  case  there  may  have  been  a  history  of  acute 
pain  low  down  on  the  left  side  of  the  chest,  accompanied  by  a  definite  rub  due 
er  the  infarct.  The  splenic  enlargement  in  some  cases,  how- 
)  actual  infarction  than  to  the  general  toxemia ;  even  when 
infarct  it  is  not  always  easy  to  be  sure  of  it.  Fungating  endo- 
develops  without  there  being  any  bruit  at  all ;  the  diagnosis 
is  then  exceedingly  difficult  unless  the  patient  suffers  from  multiple  emboh — 
cerebral,  renal,  intestinal,  splenic,  peripheral.  Sometimes  such  an  embolus  may 
be  followed  by  the  development  of  an  acute  aneurysm — femoral,  popliteal, 
cerebral,  and  so  forth.  A  cerebral  embolism  of  this  kind  has  sometimes  resulted 
in  sudden  transient  coma  and  hemiplegia  ;  the  patient  has  seemed  to  be  re- 
covering ;  then  in  a  day  or  two  has  relapsed  into  coma  again,  and  died,  tb» 
cause  of  the  relapse  and  fatal  ending  being  the  development  of  an  acute  cerebral 
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aneurysm  at  the  site  of  the  embolus,  rupture  of  this  aneurysm,  and  death  from 
the  resultant  haemorrhage.  Progressive  anaemia  of  the  chlorotic  type,  without 
much  leucocytosis,  is  another  feature  of  these  cases.  The  diagnosis  must  always 
be  difl&cult  when  there  is  no  cardiac  bruit ;  whilst,  when  there  is  a  bruit,  the 
difficulty  is  to  determine  whether  the  patient  is  suffering  merely  from  mechanical 
heart-failure,  or  from  fungating  endocarditis  superposed  upon  the  chronic  heart 
lesions  (pp.  38.  39). 

Thrombotic  infarction  may  cause  acute  splenic  enlargement  in  almost  any 
of  the  blood  diseases,  particularly  in  lymphadenoma  and  leukaemia. 

Neither  Injury  nor  Strangulation  of  the  spleen  by  its  becoming  twisted  upon  its 
own  hilum  is  a  very  common  event,  and  the  latter  is  nearly  always  the  result 
of  injury.  A  blow  in  the  splenic  region  may  be  such  ais  to  cause  a  rupture 
in  the  pulp  of  the  spleen  without  bursting  its  capsule,  and  without  obviously 
injuring  the  chest  wall  or  the  abdomen.  The  bleeding  that  occurs  within  the 
capsule  of  the  spleen  itself  causes  very  great  pain  in  the  part  and  enlarge- 
ment of  the  organ  ;  the  diagnosis  can  seldom  be  more  than  guessed  at  unless 
laparotomy  is  performed.  Strangulation  of  the  spleen  seldom  occurs  if  the 
organ  is  in  its  natural  position ;  but  when  there  has  been  previous  dislocation, 
an  abdominal  injury,  or  sometimes  a  sudden  spontaneous  effort,  has  led  to  its 
becoming  twisted  on  its  own  hilum,  the  symptoms  being  such  as  to  suggest 
an  acute  intra-abdominal  condition  requiring  immediate  laparotomy,  but 
seldom  pointing  to  the  actual  diagnosis  until  the  laparotomy  has  been 
performed.  Herbert  French. 

SPONGY  GUMS. — (See  Bleeding  Gums.) 

SPUTA  vary  enormously  as  to  their  amount,  consistence,  colour,  and  so 
forth;  but  by  far  the  most  important  point  about  them  in  diagnosis  is  the 
determination  of  whether  they  contain  tubercle  bacilli  or  not.  There  is  no 
particular  variety  of  sputum  which  can  be  said  to  be  characteristic  of  pulmonary 
tuberculosis  to  the  naked  eye,  although  much  stress  is  generally  laid  upon  the 
fact  that  phthisis  with  cavitation  produces  a  nummular  sputum — ^that  is  to  say, 
sputum  of  which  the  individual  portions  expectorated  tend,  not  to  coalesce 
but  to  flatten  out  as  separate  round  portions,  if  they  are  spat  on  to  a  flat,  dry 
surface  ;  if  expectorated  into  antiseptic  fluid,  they  remain  as  more  or  less 
globular,  separate  masses.  As  a  matter  of  fact,  however,  ordinary  bronchitis 
may  produce  sputum  possessing  a  typical  appearance  of  nummularity,  and 
it  is  most  unwise  to  rely  on  the  naked-eye  appearances  of  sputum  for  any 
diagnosis  except  that  of  lobar  pneumonia,  when  it  may  be  typically  viscid 
and  rusty.  It  is  in  almost  all  cases  essential  to  make  films  of  the  sputum, 
and  to  stain  these  for  tubercle  bacilli  by  the  Ziehl-Neelsen  method  with 
carbol-fuchsin. 

Tbe  carbol-fuchsin  solution  is  made  up  of  i  p;r.  of  fuchsin,  10  c.c.  of  absolute  alcohol, 
and  100  c.c.  of  s  per  cent  solution  of  carbolic  acid  in  distilled  water.  The  slide  is  covered 
by  the  stain  in  a  suitable  receiver,  and  held  over  a  small  Bunsen  burner  or  spirit  flame 
until  the  fluid  steams  briskly  but  does  not  actually  boil.  After  immersion  m  this  for 
five  minutes  at  least,  and  it  does  not  much  matter  if  for  longer,  the  excess  of  stain 
is  poured  ofl,  the  film  washed  in  water,  the  excess  of  the  latter  drained  off,  and  the  ^de 
immersed  in  25  per  cent  sulphuric  acid  for  about  half  a  minute ;  it  is  then  transferred 
to  water  again,  and  recovers  more  or  less  of  the  red  tint  of  the  fuchsin  ;  if  too  little  of 
this  has  been  discharged,  the  sUde  is  returned  to  the  sulphuric  acid  for  another  period, 
and  so  on ;  when  well  decolorized,  only  the  thickest  parts  of  the  film  retain  <M>vious 
red ;  it  is  then  counterstained  by  five  minutes'  inmiersion  in  carbol-methylene  blue, 
the  excess  of  this  stain  being  washed  off  with  water,  the  film  dried  in  the  air,  and 
either  mounted  in  Canada  balsam  or  else  examined  directly  through  cedar>wood  oil ; 
the  tubercle  bacilli  {Plate  XIl,  Fig.  K)  show  up  as  bright  red  rods  in  a  blue  field  under 
the  oil-immersion  lens. 


one  looks  for  tubercle  bacilli. 

It  is  also  important  to  realize  that  a  person  may  expectorate  spntum  containing 
tabercle  bacilli  in  abundance  every  day  for  months,  and  yet  may  have  precisely 
as  much  lung  tissue  left  by  the  end  of  that  time  as  at  the  beginning  ;  this  is 
due  to  the  fact  that  when  cavities  have  been 
produced  they  are  lined  by  granulation  tissue, 
and  it  is  possible  for  the  discharge  from  the 
surface  of  these  granulatJons  to  produce  a 
continuous  supply  of  sputum  without  the 
erosion  of  the  lung  tissue  progressing.  One 
sees  a  precisety  similar  state  of  aSairs  in 
cases  of  some  sldn  ulcers,  which  may  discharge 
abundantly  and  yet  remain  much  the  same 
size  for  months  at  a  time.  The  best  evidence 
of  lung  destruction  is  afforded  by  the  dis- 
covery of  elastic  fibres  (Fig.  187}  in  the 
sputum  ;  if  these  are  present  there  must  be 
something  which  is  eroding  the  lung  tissue, 
and  if  tubercle  bacilli  are  present  at  the  same 
time,  the  two  together  indicate  advancing 
phthisis.  The  elastic  fibres  may  be  obvious 
when  ordinary  sputum  is  examined  fresh 
after  it  has  been  pressed  out  between  covei-slip  and  slide,  but  oftener  they 
are  more  easily  detected  when  a  quantity  of  sputum  has  been  boiled  with 
strong  caustic  soda  to  destroy  pus  cells,  mucus,  and  so  forth,  leaving  the  very 
resistant  elastic  fibres  unafiected.  Tubercle  bacilli  are  also  very  resistant  to 
the  effect  of  strong  alkali,  and  when  they  are  suspected  to  be  present  but  cannot 
be  found  without  in  some  way  concentrating  them,  it  is  a  useful  plan  to  boil 
the  sputum  with  an  equal  amount  of  5  per  cent  caustic  potash,  to  dilute  the 
result  with  water,  to  centrifugalize  it  well,  and  make  films  from  the  deposit. 
There  are  various  other  methods  of  obtaining  concentrated  bacilli  from  the 
sputum,  but  this  is  one  of  the  simplest.  It  should  be  borne  in  mind  that 
tubercle  bacilli  may  be  found  even  when  the  sputum  is  exceedingly  small  in 
amount  and  apparently  insignificant  and  mucoid. 

For  sputa  containing  blood,  see  H:£MOPTysis. 

Viscid,  rntty  Spatom  is  almost  pathognomonic  of  pneumonia.  As  a  rule  the 
diagnosis  of  lobar  pneumonia  is  fairly  clear  owing  to  the  sudden  onset  of  an 
acute  pulmonary  complaint  associated  with  fine  crepitations  confined  to  one  or 
more  lobes,  followed  by  dullness,  with  bronchial  breathing,  bronchophony,  and 
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pectoriloquy  without  riles ;  these  being  succeeded  by  redux  crepitations,  with 
a  diminution  in  the  bronchophony,  pectonloquy,  and  bronchial  breathing  until 
normal  voice  and  breath  sounds  are  restored.  The  patient's  temperature,  after 
maintaining  a  high  level  such  as  103°  F.  or  104°  F.  for  from  five  to  ten  or  more 
days — usually  about  seven — falls  by  crisis  [Fig,  188).  The  respiration  rate  is 
very  rapid — for  example,  40  per  minute — during  the  height  of  the  fever,  and  the 
skin  is  flushed,  dry,  pungent  be(ore  the  crisis,  moist  from  profuse  perspiration 
alter  it.  The  diagnosis  is  much  more  difficult  in  some  cases,  however ;  there  are 
not  a  few  patients  in  whom  the  consolidation  is  deep-seated,  so  that  it  does  not 
come  to  the  surface  at  a!l,  and  lobar  pneumonia  has  to  be  diagnosed  when  there 
are  no  abnormal  physical  signs  to  be  detected  in  either  side  of  the  chest.  In 
such  cases  the  general  symptoms  may  suggest  the  diagnosis,  and  the  sticky, 
viscid  sputum,  the  colour  of  which  is  generally  that  of  iron  rust — -but  which 
may  be  any  of  the  colours  that  a  bruise  may  have,  from  bright-red  or  brown 
to  greeaish-brown,  greenish,  yellowish,  or  even  bluish-yellow — confirms  it  even 
when  the  lung  signs  remain  normal.     The  viscidity  of  the  sputum  in  these  cases 
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is  of  as  much  importance  as  the  colour.  Fibns  of  it  usually  contain  numbers 
of  pneumococci  (Piale  XII,  Fig.  O)  ;  in  exceptional  instances  pneumo- bacilli. 
When  lobar  pneumonia  is  due  to  the  influenia  baciUus,  the  sputum  has  not  the 
viscid,  rusty  character  as  a  rule,  but  is  more  like  that  of  ordinary  mucopurulent 
bronchitis.  The  presence  of  lai^e  numbers  of  pneumococci,  however,  or  of  any 
other  micro-organism  than  the  tubercle  bacillus,  is  by  itself  no  proof  that  this  is 
the  cause  of  the  lung  lesion,  for  even  in  the  sputum  of  perfectly  normal  persons, 
pneumococci  and  other  bacteria  are  frequently  abundant.  It  is  quite  possible 
for  a  patient  who  is  dying  of  general  miliary  tuberculosis  of  the  lung  to  have  no 
tubercle  bacilli  in  the  sputum,  but  an  abundance  of  capsulated  pneumococci 
which  may  readily,  when  they  are  discovered,  lead  to  an  erroneous  diagnoas. 

Influenza  bacilli  are  exceedingly  small ;  but  it  is  important  that  they  should 
be  looked  for,  both  directly  and  by  cultural  methods,  in  all  cases  thought  to  be 
influenzal,  before  this  diagnosis  is  regarded  as  established  :  even  when  influenza 
bacilli  are  found,  there  is  still  the  possibility  that  they  may  be  an  intercurrent 
infection  in  some  other  malady ;  but  it  is  so  tempting  to  think  of  influenza  when 
no  other  obvious  cause  for  a  febrile  illness  can  be  discovered,  that  it  should  not 
be  diagnosed  until  influenza  t>acUli  have  been  shown  to  be  present. 


the  pericardium  and  the  lung,  or  between  the  diaphragm  and  the  lung,  in  such 
a,  way  as  to  leave  aormal  lung  tissue  all  round  the  suriace  next  the  cbest  wall, 
so  that  the  usual  evidence  of  pus  in  the  chest  is  entirely  wanting.  Even  il- 
abnormal  physical  signs  are  produced  when  the  pus  is  kept  in  an  abnormal 
position  in  this  way,  the  needle  may  have  to  pass  through  so  much  tissue  before 
the  empyema  cavity  is  entered,  that  the  pus  cannot  be  located  :  in  either  of 
these  cases  the  empyema  will,  in  the  course  of  time,  tend  to  ulcerate  its  way 
through  the  pleura  and  lead  to  the  expectoration  of  large  quantities  of  foul 
sputum  at  intervals  as  the  empyema  cavity  re-fills.  The  diagnosis  depends 
largely  upon  the  exclusion  of  other  causes  of  abundant  foul  expectoration,  and 
perhaps  upon  the  history  of  a  preceding  illness  predisposing  to  empyema,  for 
example,  lobar  pneumonia. 

Gangrene  0/  ike  lung  may  be  simulated  to  some  extent  by  bronchiectasis  or 
by  empyema  rupturing  into  the  lung;  but  generally  speaking  nothing  bat 
gangrene  will  produce  so  much  stench.  Foul  though  the  sputum  in  bad 
bronchiectasis  may  become,  it  seldom  approaches  the  awful  fcetor  of  pulmonary 
gangrene.  The  history,  moreover,  is  acute  ;  there  may  be  some  obvious  cause 
for  gangrene,  particularly  lobar  pneumonia  in  a  patient  debihtated  from  some 
other  cause,  such  as  diabetes,  or  inhalation  of  foul  particles  after  immersion 
in  a  dirty  river,  or  as  the  result  of  disease  of  the  mouth,  throat,  or  cesophagus, 
or  septic  embohsm  of  the  lung  from  lateral  sinus  thrombosis,  and  so  forth.  If 
any  doubt  remains  as  to  whether  the  lung  tissue  is  being  destroyed  or  not, 
elastic  fibres  can  be  sought  for,  their  presence  at  once  distinguishing  between 
bronchiectasis  or  deep-seated  empyema  on  the  one  hand  and  gangrene  on  the 
Other. 
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When  a  large  quantity  of  pus  is  expectorated  through  the  lung  in  a  person 
who,  having  been  in  the  tropics  and  having  possibly  suffered  from  dysentery,  has 
since  had  symptoms  pointing  to  hepatic  trouble,  the  possibility  that  an  amoebic 
abscess  of  the  Uver  may  have  opened  its  way  through  the  diaphragm  into  the 
lung  will  immediately  occur  to  one,  especially  if  the  expectorated  pus  is  tinged 
the  colour  of  anchovy  sauce.  It  might  be  thought  that  the  Atnceba  colt  would 
be  found  in  it ;  but  this  is  not  the  case,  for  this  protozoon  is  not  present  in  the 
pus  of  a  hepatic  abscess,  but  only  in  the  granulations  of  the  abscess  wall.  The 
sputum  in  these  cases  is  not  foul  as  a  rule. 

The  other  abnormal  features  that  may  be  exhibited  by  sputum  are  relatively 
uncommon,  and  are  of  diagnostic  significance  only  in  exceptional  cases.  The 
serous,  mucoid,  muco-purulent,  or  purulent  sputum  of  the  various  stages  of 
acute  and  chronic  bronchitis  may  arouse  a  doubt  as  to  whether  the  patient 
has  not  a  tuberculous  focus ;  repeated  examination  will  faU  to  reveal  either 
tubercle  bacilli  or  elastic  fibres,  but  it  is  to  be  remembered  that  a  considerable 
minority  of  phthisical  subjects  seem  not  to  expectorate  the  bacilli.  BUick 
sputum  is  common  in  those  who  live  in  smoky  atmospheres,  particularly  in 
towns,  colliery  districts,  and  manufacturing  centres.  Other  changes  in  colour 
may  be  due  to  haemoptysis,  pneumonia,  or  hepatic  abscess,  which  are  all 
discussed  above  ;  sometimes  infection  by  the  Bacillus  pyocyaneus  may  produce 
greenish  or  bluish  sputa  which  may  alarm  the  patient,  but  which  need  not  have 
any  serious  import. 

Curschmann's  spirals  (p.  179)  and  Char  cot- Ley  den  crystals  (p.  117)  have  been 
discussed  elsewhere. 

Casts  of  the  bronchial  tubes  are  met  with  in  very  exceptional  cases,  and  they 
are  of  two  main  types — namely,  diphtheritic,  and  non-diphtheritic.  The 
distinction  depends  on  bacteriological  examination  ;  histologically  they  consist 
of  ill-defined  exudate  containing  cells  irregularly  embedded  in  it.  Non- 
diphtheritic  casts  are  due  to  plastic  or  fibrinous  bronchitis,  a  very  rare  disease 
of  which  the  sputum  is  the  diagnostic  point.  Two  other  rare  causes  for  the 
expectoration  of  casts  of  the  bronchi  are  lobar  pneumonia,  and  the  inhalation 
of  blood  from  some  other  part  of  the  lung  in  a  case  of  haemoptysis,  and  its 
subsequent  expectoration  after  it  has  clotted. 

Now  and  again  a  cretaceous  pellet  or  a  small  caseous  mass  may  be  found  in 
the  sputum  of  a  patient  who  either  has  pulmonary  phthisis,  as  evidenced  by 
the  abnormal  apical  physical  signs,  and  by  the  detection  of  elastic  fibres  as  well 
as  tubercle  bacilli  in  the  sputum,  or  in  children  as  the  result  of  the  ulceration 
of  a  caseous  bronchial  gUuid  into  the  trachea  or  a  main  bronchus,  and  then 
expectoration  of  its  caseous  or  cretaceous  contents. 

Another  rarity  which  has  occasionally  been  found  in  the  sputum  is  a  recogniz- 
able particle  of  new  growth,  the  detection  of  which  may  be  of  material  assistance 
in  diagnosis. 

Chemical  analyses  are  relied  on  by  some  observers  in  distinguishing  tuberculous 
from  non-tuberculous  sputum,  it  being  stated  that  expectoration  containing 
coagulable  proteid  is  more  likely  to  be  the  result  of  tuberculous  infection  than 
is  sputum  which  does  not  coagulate  with  heat.  This  distinction,  however, 
is  not  universally  accepted,  and  microscopical  examination  for  tubercle  bacilli 
is  certainly  a  more  reUable  test  in  the  great  majority  of  cases. 

The  rarer  bacteria  and  moulds  that  may  be  detected  in  the  sputum  by  special 
bacteriological  methods  generally  require  very  sp>ecial  investigation,  including 
cultural  tests  by  skilled  bacteriologists  :  one  need  not,  therefore,  enter  into 
details  here,  though  it  may  be  well  to  enumerate  certain  micro-organisms  which 
may  be  pathogenic  in  the  lung  in  comparatively  rare  instances — B.  mallei. 
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generally  amongst  workers  in  stables  or  otherwise  in  connection  with  horses ; 
Aspergillus  flavus,  A,  niger,  A,  fumigaius,  generally  amongst  those  who  have 
to  do  with  the  artificial  feeding  of  pigeons  and  other  birds ;  Actinomyces 
or  the  ray  fungns,  in  those  who  have  had  to  do  with  barley  in  some  way  or 
another,  or,  as  has  recently  been  demonstrated,  in  those  who  are  in  the  habit 
of  holding  cotton  in  their  mouths,  such  as  tailors  and  seamstresses.  Besides 
these  pathogenic  micro-organisms,  not  a  few  others  which  are  not  actually 
pathogenic  are  to  be  recognized  in  the  sputum  when  it  has  become  secondarily 
infected  in  chronic  cases.  Penicillium  glaucum,  for  instance,  or  (Hdium  albicans  ; 
yeast  and  other  moulds  ;  Micrococcus  tdragenus  ;  or  Oidium  tropicale,  a  micro- 
organism similar  to  but  culturally  different  from  Oidium  albicans,  which  has 
recently  been  reported  to  be  a  cause  of  lung  lesions  both  in  Europeans  and 
natives  in  Ceylon,  the  sjrmptoms  suggesting  phthisis,  but  the  latter  being 
excluded  by  the  persistent  absence  of  tubercle  bacilli  from  the  sputum  and  by 
the  absence  of  reaction  to  tuberculin. 

Whooping-cough  is  sometimes  difficult  to  distinguish  from  other  colds  and 
from  bronchitis,  and  if  the  recent  statements  to  the  effect  that  it  is  due  to  a 
minute  bacillus  prove  true,  bacteriological  examination  of  the  sputum  may  be 
of  use  in  diagnosing  this  condition  in  doubtful  cases. 

The  lung^fluke,  Paragonimus  Westermani,  which  causes  haemoptysis  in  Corea, 
Japan,  and  parts  of  China,  is  to  be  diagnosed  by  the  discovery  of  its  oval, 
capsulated  eggs  in  the  sputum.  Herbert  FrenO^, 

SQUIKT.— (See  Strabismus.) 

STAMMERIHG. — (See  Speech,  Abnoriialitibs  of.) 

STBRIUTT. — The  differential  diagnosis  of  the  causes  of  sterility  is  often  a 
matter  of  great  difficulty,  and  although  there  are  many  well-defined  conditions 
which  give  rise  to  it,  we  are  bound  to  admit  that  there-are  numbers  of  cases  in 
which  no  definite  cause  can  be  found.  Further,  we  must  not  overlook  the  fact 
that  the  husband  is  responsible  for  a  sterile  marriage  in  one-fourth  to  one-third 
of  the  cases.  This  is  a  fact  shown  by  many  observers,  and  too  often  forgotten 
when  investigating  cases.  Therefore,  we  must  not  consider  a  case  to  be  complete 
unless  the  husband  and  his  semen  have  been  investigated.  Many  a  woman  has 
her  married  Ufe  made  miserable,  and  is  taken  from  doctor  to  doctor  on  account 
of  sterility,  when  the  husband  really  is  to  blame.  The  causes  of  sterility  are 
shown  in  the  table  on  the  next  page. 

From  a  study  of  this  table,  it  is  clear  that  some  of  the  causes  of  sterility  are 
primary,  whilst  others  are  secondary.  Thus  absence  of  the  uterus  or  infantile 
uterus  means  primary  sterility,  whilst  hyperinvolution,  carcinoma  of  the  cervix, 
etc.,  may  occur  in  women  who  have  had  children,  and  only  secondarily  become 
sterile  on  account  of  these  lesions.  Further,  some  of  these  causes  are  common, 
or  may  be  remedied  ;  others,  on  the  other  hand,  are  rare  or  absolutely  incurable. 
Diagnosis  is  therefore  of  great  importance,  for  it  is  far  better  to  discover  and 
remedy  a  defect  early  in  married  life,  than  to  wait  until  the  best  years  are 
soured  and  embittered  by  the  longing  for  a  child.  Unfortunately,  many  patients, 
from  various  motives,  put  off  the  investigation  too  long. 

Congenital  Lesions. — Some  of  the  congenital  lesions  are  diagnosed  easily,  such 
as  closure  of  the  hymen,  absence  of  the  vagina,  or  closure  of  the  cervix,  whilst 
absence  of  the  essential  organs  often  requires  an  anaesthetic  in  order  that  a 
bimanual  examination  may  be  made  satisfactorily.  The  infantile  uterus  and 
s?nall  adult  type  are  very  difficult  to  differentiate  ;  but  it  may  be  remembered 
that  in  the  former  the  body  forms  only  one-third  of  the  total  length  ol  the  organ, 
whilst  in  the  latter  it  forms  two-thirds,  both  types  of  uterus  being  small  in  the 
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antero-posterior  and  lateral  dimensions,  and  only  slightly  shortened  in  the 
vertical.  Of  all  the  congenital  lesions,  the  "  cochleaU  "  uterus  of  Pozzi  is  the 
commonest  cause  of  sterility,  and  is  the  most  hopeful  as  regards  treatment. 
The  uterus  is  felt  to  be  unusually  curved  anteriorly,  has  a  long  conical  cervix,  and 
a  small  external  os.  In  such  an  externally  malformed  uterus  as  this,  it  is  possible 
that  the  internal  structure  is  abnormal ;  the  endometrium,  perhaps,  is  unduly 
thin  and  fibrous,  the  muscle  layers  badly  developed.  The  hj'pothetical  change 
in  the  endometrium  may  be  the  essential  cause  of  sterility  :  hence  curettage 
for  its  complete  removal  forms  an  essential  part  of  the  treatment.  The  peculiar 
shape  and  curvature  have  long  been  considered  a  possible  cause,  preventing  the 
entrance  of  spermatozoa  into  the  cavity.  Pseudo-hermaphroditism  usually  shows 
itself  by  shortness  of  the  vagina,  elongation  of  the  clitoris,  and  the  presence  of 
glandular  masses  in  the  groins,  which  are  almost  always  testes,  proving  that 
the  subjects  of  it  are  really  undeveloped  males. 


Lesions  of  the  Generative  Organs. 


General  Conditions. 


Congenital  Lesions — 
Absence  of  uterus,  tubes, 

ovaries 
Closure  of  hymen,  vagina, 

cervix 
Pseudo-hermaphroditism 
Infantile  uterus 
Small    adult    type    of 

uterus 
"  Cochleate  "  uterus 
Displacements 
Hypothetical  changes  in 

endometrium. 


Acquired  Lesions — 
Dyspareunia 
Vaginismus 
Salpingo-oophoritis 
Uterine  fibroids 
Endometritis 
Cervical  catarrh 
Polypi 

Carcinoma  of  cervix 
Carcinoma  of  fundus 
Ovarian  tumours 
Acquired  atresia  of  vagina 

,,         „         cervix 
Genital  fistulas 
H  yperin  volution 
Frequent  astringent 

douches 
Deficient  ovarian 

activity. 

In  the  male. 
Azoospermia 
Oligospermia 
Necrospermia. 


Old  age    ^ 

Obesity 

Anaemia 

Nutritional  disturbances 

IncompatibiUty 

Absence  of  sexual 

feeling. 


Aequlred  Lesions. — The  differential  diagnosis  of  the  acquired  lesions  can  only 
be  made  by  complete  examination  of  the  patient  by  inspection,  bimanual  examina- 
tion, and  the  use  of  the  microscope  to  elucidate  doubliul  growths.  Dyspareunia 
as  a  cause  is  dealt  with  in  the  article  under  this  head.  Hyperinvolution  requires 
just  a  word  to  itself,  as  it  is  an  interesting  and  easily  diagnosed  condition.  It 
occurs  always  after  a  labour,  and  strictly  means  a  continuance  and  progressive 
increase  of  the  normal  lactation  athropy  of  the  uterus.  The  uterus  is  felt  to  be 
very  small  bimanually,  and  the  sound  may  pass  only  i|  inches  in  a  marked 
case.     It  is  always  associated  with  incurable  amenorrhoea. 

Deficient  ovarian  activity ,  whereby  the  Graafian  follicles  do  not  ripen  or  rupture, 
is  not  to  be  diagnosed  by  any  of  the  ordinary  methods  we  can  employ,  and  it  is 
doubtful  whether  a  microscopic  examination  of  the  ovaries  themselves  would 


are  usually  incurable,  and  consequently  further  investigation  is  unnecessary. 

r*os.  G.  Slevtiu. 

8TERT0R  is  really  another  word  lor  snorins;  but  it  is  commonly  restricted 
to  the  heavy,  snoring  sound  accompanying  inspiration,  produced  not  in  the  nose 
but  by  vibrations  ol  the  soft  palate,  generally  when  the  patient  is  in  a  state  of 
profound  unconsciousness.  It  differs  from  stridor  in  that  the  latter  is  produced 
in  the  larynx.  If,  as  is  generally  the  case,  the  patient  is  comatose,  the  presence 
or  absence  of  stertor  helps  Utile  in  the  diagnosis,  which  is  discussed  under  the 
heading  Coma.  Sometimes,  however,  without  being  comatose,  the  patient  may 
have  stertor  during  sleep,  when  he  is  suffering  from  any  of  the  following  ; — 
Adenoids  I     Paralysis  of  the  soft  palate 

H3^rtrophied  tonsils  Post- pharyngeal  abscess. 

Quinsy  | 

The  stertor  in  these  cases  is  closely  akin  to  snoring.  The  differential  diagnosis 
generally  becomes  manifest  when  the  interior  of  the  mouth  and  pharynx  are 
examined.  Possibly  the  condition  most  likely  to  be  overlooked  is  post- 
pharyngeal abscess,  but  this  should  not  be  mistaken  for  anything  else  if  a  digital 
enamination  of  the  back  of  the  mouth  is  made  ;  moreover,  except  when  due  to 
tuberculous  caries  ol  the  cervical  vertebra,  it  is  commonest  in  infants  and  quite 
small  children,  becoming  rarer  with  each  year  of  hfe.  Herbert  French, 

STIFF  NECK. — This  occurs  in  a  number  of  diseases  entirely  difierent  in 
character,  and  its  significance  may  be  either  grave  or  trivial.  It  is  rarely  that 
stiffness  is  the  only  symptom,  but  it  may  be  the  first  thing  complained  of,  or 
it  may  be  a  complication  arising  in  the  course  oC  a  disease. 


yoS  STIFF    NECK 


It  is  not  right  to  assume  that  the  trouble  is  trivial,  or  vaguely  to  designate 
it  as  "  rheumatic/'  without  a  thorough  investigation.  It  is  necessary  first  to 
inquire  into  the  history  of  the  duration  of  the  illness,  when  it  may  become  obvious 
that  it  follows,  say,  an  injury,  or  has  arisen  during  the  course  of  some  disease 
and  is  not  primary.  Next  examine  the  patient  with  the  head  and  shoulders 
bared,  and  see  whether  there  is  any  swelling  or  abnormaUty  present,  also  the 
extent  of  possible  movement,  and  whether  or  not  it  is  the  movement  that  causes 
pain  ;  and  if  possible  locate  the  seat  of  the  pain.  Many  further  investigations 
may  be  necessary,  e.g.,  examination  of  the  throat  for  tonsillitis,  the  ear  for 
suppurative  otitis  media,  etc.,  according  to  the  circumstances  of  the  case. 

Exposure  to  Cold  or  Sleeping  in  a  Cramped  Position  may  give  rise  to  a  transient 
stiff  neck,  which  is  associated  with  no  other  S3anptoms.  There  is  generally 
a  distinct  history  of  the  patient  waking  up  in  the  morning  with  a  stiff  neck,  and 
the  diagnosis  is  made  by  exclusion.  It  is  well  not  to  confound  these  with 
cases  of  rheumatoid  arthritis. 

Inflammation  of  the  Lymphatic  Glands  and  the  cellular  tissues  of  the  neck. 
Any  inflammatory  focus  in  the  neck  may  cause  stiffness,  whether  it  be  a  boil 
or  carbuncle,  or  an  enlarged  gland  arising  from  a  carious  tooth,  an  inflamed 
tonsil,  pediculosis  capitis,  or  other  similar  cause.  There  is  no  spasm  or  rigidity 
of  the  muscles  here,  the  neck  can  be  moved  quite  well ;  but  it  hurts  to  do  so, 
and  therefore  it  is  held  stiffly.  The  diagnosis  is  made  easy,  for  the  signs  of 
inflammation  will  be  obvious. 

Torticollis  or  Wry-neck  is  due  to  contraction  of  the  stemomastoid  muscle 
on  one  side,  usually  the  result  of  an  injury  to  the  muscle  caused  by  pulUng  on 
the  aftercoming  head  in  breech  presentations.  The  muscle  stands  out  as  a 
tight  band  in  the  neck,  and  its  contraction  leads  to  a  characteristic  deformity. 
The  head  is  pulled  down  towards  the  affected  side,  and  the  face  and  chin  are 
tilted  towards  the  opposite  shoulder.  The  movements  of  the  head  are  necessarily 
restricted  owing  to  the  shortening  of  the  one  muscle,  anJ  in  long-standing 
cases  this  leads  to  a  marked  asymmetry  of  the  face.  The  consequences  are  not 
limited  to  the  head  and  neck,  for  the  spine  shares  in  the  general  obliquity,  and 
shows  marked  lateral  curvature  in  old  cases. 

Spasmodic  Torticollis  is  an  unusual  form  due  to  spasms  of  the  stemomastoid 
and  other  muscles  of  the  neck.  The  spasms  are  intermittent,  coming  on 
suddenly  with  great  pain,  the  affected  muscles  relaxing  after  a  variable  time. 

Cervical  Caries. — ^The  greatest  care  must  be  taken  not  to  confound  muscular 
rigidity  with  tuberculous  disease  of  the  cervical  vertelnrse.  In  the  latter,  pain 
and  rigidity  are  among  the  earliest  signs ;  the  pain  is  increased  by  the  least 
movement,  and  the  child — for  it  is  generally  a  child  that  is  affected — takes  the 
greatest  precaution  to  avoid  any  movement,  even  holding  the  head  between 
the  two  hands.  The  position  of  the  head  varies ;  it  is  most  often  held  very 
stiff  and  straight,  the  natural  backward  curve  of  the  neck  being  lost.  In  the 
late  stages  there  may  be  an  angular  or  lateral  curve.  The  distaste  for  move- 
ment is  very  well  brought  out  when  the  patient  is  asked  to  look  round — the 
eyes  only  are  moved,  or  the  whole  body  is  rotated.  Bearing  the  possibihty  of 
this  condition  in  nund,  there  is  not  much  difficulty  in  diagnosis,  but  in  doubtful 
cases  a  skiagram  should  be  taken. 

Infective  Arthritis  of  the  Cervical  Vertebra. — Following  infective  diseases  such 
as  scarlet  fever,  diphtheria  and  tonsillitis,  especially  in  children,  there  may 
ensue  a  very  chronic  form  of  suppurative  arthritis  affecting  one  or  several  of 
the  cervical  vertebrae,  and  going  on  sometimes  to  complete  bony  ankylosis. 

Spondylitis  Deformans  causes  fixation  of  the  neck,  though  the  movements  of 
nodding  '  yes  *  and  *  no '  remain  ;  the  nature  of  the  case  is  at  once  indicated, 
however,  by  the  fixation  of  the  other  regions  of  the  spinal  column  also. 


vision  in  one  eye ;  or  the  association  of  one  or  more  of  these  conditions.  The 
cause  cannot  be  determined  accurately  without  a  careful  examination  of  the 
ocular  refraction  under  a  mydiiatic.  In  general  terms  jt  may  be  stated  that 
convergent  squints  are,  as  a  rule,  due  to  hypennetropia,  and  divergent  squints 
to  myopia.  Hirbtrl  L.  Eason. 

STRANGDRT. — (See  Micturition,  Abnormalitibs  op.) 

STRIDOR  is  a  term  used  to  denote  a  harsh,  vibrating  noise  produced  as  the 
ail  passes  in  or  out  of  a  partially  obstructed  laxynx  or  trachea.  It  may  be  due 
to  many  different  causes,  which  may  be  classified  as  follows  :~^ 

1.  Partial  Obitrnetleii  Intlda  the  Luynx  or  Traebn  :— 

Mucus  or  muco-pus 

Foreign  body 

Caseous  gland  rupturing  into  trachea, 

2.  ASeetlaiu  of  ttaa  WkU  ol  tba  Luru  or  Truhaa :— 

Diphtheria 

Acute  (Edema  due  to — 

Bright 'a  disease 

Potassium  iodide 

Acute  streptococcal  laryngitis 

Acute  pneumococcal  laryngitia 

Acute  staphylococcal  laryngitis 
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Secondary  infection  in  cases  of  tuberculous  ulceration 
„  ,,  „  syphilitic  ulceration 

„  .,  „  malignant  ulceration 

,,  „  „         traumatic  ulceration 

„  „  ,,  post-typhoidal  ulceration 

Stenosis  after  tracheotomy  or  cut  throat 

Epithelioma  of  the  vocal  cords 

Fibroma  of  the  vocal  cords 

Epithelioma  of  the  trachea 

Syphilitic  stenosis. 

3.  Swelllogs  Oatslde  Comprtssing  the  Larynx  or  Traehea  :— 

Enlargement  of  the  thyroid  gland 

Enlargement  of  the  thymus  gland 

Thoracic  aneurysm 

Mediastinal  new  growth 

Post-pharyngeal  abscess 

Epithelioma  of  the  oesophagus  invading  the  trachea 

MaUgnant  glands  in  the  neck 

Epitheliomatous  glands  in  the  neck. 

4.  Bilateral  Abdaetor  Paralysis  of  the  Voeal  Cords,  generally  due  to  syphilitic 
degeneration  of  the  vagal-nudear  nerve  cells. 

Distinction  is  sometimes  drawn  between  inspiratory  and  expiratory  stridor, 
and  stridor  which  is  both  inspiratory  and  expiratory  ;  but  in  practice  such  a 
distinction  is  not  helpful.  The  main  value  of  stridor  as  a  symptom  is  that  it 
indicates  stenosis  of  the  main  air-passages  by  one  or  other  of  the  above  causes, 
except  in  those  rare  cases  in  which  it  is  functional :  hysterical  stridor  ceases 
during  sleep,  is  nearly  always  confined  to  the  female  sex,  as  a  rule  between  the 
ages  of  fifteen  and  thirty,  and  is  often  associated  with  other  functional  nervous 
symptoms,  such  as  globus  hystericus  and  functional  aphonia.  Stridor  should 
never  be  diagnosed  as  functional,  however,  until  every  possible  organic  cause 
has  been  excluded.  The  differential  diagnosis  of  the  causes  of  obstruction  to 
the  main  air-passages  will  be  found  discussed  on  page  464.  Herbert  French. 

STUPOR.— (See  Coma.) 

STUTTERING. — (See  Speech,  Abnormalities  of.) 

SUCCUSSIOK  SOUNDS. — Succussion  sounds  may  be  heard  when  a  part  that 
contains  any  considerable  bulk  of  both  fluid  and  gas  is  shaken,  whilst  the  ear  or 
the  stethoscope  is  applied  over  the  part.  Sometimes  the  sounds  are  so  loud 
that  they  can  be  heard  at  a  considerable  distance  from  the  patient.  A  very 
good  example  of  succussion  sound  is  often  afforded  by  the  normal  stomach  after 
a  quantity  of  fluid  has  just  been  swallowed.  It  is  a  mistake  to  suppose  that 
gastric  succussion  sounds  are  evidence  of  abnormality ;  they  merely  prove 
that  the  viscus  contains  fluid  and  gas  at  the  same  time  ;  the  gas  may  be  due  to 
fermentation,  but  it  is  often  nothing  but  air  that  has  been  swallowed  during 
drinking.  The  chief  value  of  gastric  succussion  sounds  is  that,  according  to  the 
position  in  the  abdomen  at  which  they  can  be  heard,  they  afford  some  clue  as  to 
the  position,  and  perhaps  as  to  the  size,  of  the  stomach.  They  should  not  be 
heard  lower  than  the  umbilicus ;  if  they  are,  the  stomach  is  either  displaced 
downwards,  or  dilated,  or  both. 

Another  variety  of  succussion  sounds  may  sometime  be  heard  in  the  chest, 
especially  in  cases  of  hydropneumothorax ;  when  the  patient  deliberately 
oscillates  his  trunk  to  and  fro,  and  then  stops,  the  fluid  and  air  can  be  heard 


(iv)  Perforated  tuberculous  ulcer  of  the  iDtestine;  (v)  Perforated 
malignaat  ulcer  of  the  colon  ;  (vi)  Production  of  gas  by  the  Baeiliut 
colt  eommunis,  either  in  a  local  abscess  (e.g.,  appendicular  or  subdia- 
phragmatic) or  in  the  general  peritoneum 
(g)  Subdiaphragmatic  abscess  communicating  with  the  interior  of  stomach 
(A)  Air  and  urine  in  the  bladder  (see  Pnbuuaturia) 

(i)  Infection  of  an  ovarian  cyst  or  other  collection  of  fluid  by  a  gaS' 
producing  micro-organism. 
I.  SdobumIod  Sound!  In  Iht  ChNt.~The  diagnosis  is  not  as  a  rule  difficult. 
It  is  very  rare  indeed  for  a  phthisical  cavity  to  give  succussion  sounds ;  but  should 
it  do  so,  the  phenomenon  would  be  apical  rather  than  basal,  and  thus  distinguish- 
able from  most  cases  of  hydro-  or  pyo-pneumotbOrax.  It  is  possible  for  the 
latter  to  be  apical,  however,  if  old  adhesions  prevent  the  parietal  and  visceral 
layers  of  pleura  from  separating  in  the  lower  part  of  the  chest,  and  then,  if 
tubercle  bacilli  were  found  in  the  sputum,  it  would  become  a  matter  of  opinion  as 
to  whether  the  sounds  were  produced  in  the  pleural  cavity  or  in  a,  huge  vomica. 
Hydro-  and  pyo-peficardium  are  very  rare,  and  they  are  at  once  distinguished 
by  the  extraordinary  churning  sounds  made  by  the  heart  beating  within  the 
mixtare  of  air  and  fluid.  Survival  is  improbable.  The  causa  is  generally 
either  an  epitheUoma  of  the  cesophagus  opening  the  pericardium  from  behind, 
a  foreign  body,  such  as  a  tooth-plate,  ulcerating  through  from  the  oesophagus, 
or  else  the  opening  of  an  air-containing  subdiaphragmatic  abscess  through  the 
diaphragm  into  the  pericardium,  or  infection  of  the  pericardial  sac  by  a  gas- 
producing  organism  such  as  the  SaciUus  coti  eommunis. 


Tii  SrCCVSSIOS    SOVSDS 


vidi  a  i^Mt  m.  a  putnc  or  i^BTMVga?,  -^joer 
vp  9o  back  tita:  tbe  ooadixiaB  aar  be  ■->*.'^v*^  5^  hydro- 
vixa  it  if  naJhr  fTwiM|ifcragmairir  ;   n  znay  be 
to  4»et3&^va&  tbe  tvo  br  knonor  liat  the  tniabie  bexu  «it&  cucnc  ^i^ 


<Ni  tiK  'TtiHcr  iaaad.  it  laaT  be  imprjms^Att  v>  tcil  vbicb  it  s  ssrl  2^  oc^m^^c  is 
pcriorzMid  azK(5  tbe  pcmakm  of  tbe  dsapbzacs  aKcnamcd.  \^~b£:i  tbe  trocirie 
fft  ffiMiapcirajcauLtsc,  tbe  tcodcscr  u  to  fMiplare  the  heart  npv&rcs  r:&:r!C=^  than 
tovtf ds  tbe  oppome  ade  of  tbe  cbest.  vbereas  tbe  coctiary  is  Tr=e  of  pcemao- 
tborasL  Tbe  x-fari  ottv  Im;  of  UK  ia  fVo^fag  vbetbcr  tbe  diap&rafzn  is  above 
or  bdov  tbe  sa»<3oataflm{  cavitj. 

Ui^phfM^imtHc  henuM  is  Tcry  laie ;  it  mar  be  conzciiital.  or  it  cay  be  tbe 
remltof  ftei-ereiDtiirTtotbeabdoaMsaadcbest.  In  oeitber  case  are  tbe  pataent's 
pro%pOiU  of  forrival  igood,  Tbe  exact  fltaigncww  may  not  be  arrived  at  witbovt 
operatioo  or  pr^it-inorteni  examittatioQ ;  if  die  stomacb  is  herniated  into  tbe 
tborax,  bovever,  tbe  efiects  of  eating  aad  drinkiiig  npoo  tbe  physical  sizns  may 
point  to  tbe  dta^noss,  or  tbe  jr-rays  may  be  used  to  demoastiate  tbe  gastric 
riiadow  after  tbe  adminirtxation  of  lang^  doses  of  bismntb  oz>xarbonate  by  tbe 
mootb.  In  most  cases  of  hy^(^fmemmKiiho^Mx  tbtxe  is  bttle  difiBcnlty  as  to  tbe 
diai$w>Ms  of  tbe  coaditkm  ttitH  ;  it  may  be  less  easy  to  decide  what  the  hydzo- 
poeumotboiax  is  doe  to.  Tbe  onset  bas  generally  been  sodden,  with  acote 
pain  in  tbe  affected  side  of  tbe  chest,  cyanosis,  and  dyspnoea,  and  by  far  die 
oonunoncst  caose  is  phtbisis.  Tbe  spotom  sboold  be  examined  carefolly  for 
toberde  bacilli.  In  some  instances  an  injory  may  have  been  tbe  immediate 
caoie,  bot  injory  will  very  seldom  prodoce  bjrdropneomotborax  onless  there  was 
already  a  tnbercoloos  or  odicr  Icsaoo  in  tbe  long  at  tbe  time  of  the  accident. 
Hydropneomotborax  may  resolt  temporarily  after  paracentesis  tboracis. 

If  there  has  been  bleeding  at  tbe  same  time,  lurtmopnemmaikorax  may  be  foond. 
Either  a  hydro-  or  a  baemo-pneomotborax  may  become  infected  with  pyogenetac 
or||[anisms  and  converted  into  a  py(ypmeumu)Uufrmx,  in  which  case  the  patient 
will  be  more  gravely  ill,  with  pyrexia,  rafhrxia,  and  perhaps  rigors.  The 
diagnosis  wiH  be  confirmed  by  needling  tbe  chest.  Pyopnenmotfaorax  is  apt  to 
escape  detectioD,  however,  because  it  arises  when  the  patient  is  too  ill  to  be 
shaken — in  cases  of  gangrene  of  the  long  for  instance,  resulting  perhaps  from 
lobar  pneomonia,  obstroction  of  a  bronchos  by  a  foreign  body  or  a  new  growth, 
or  the  breaking  down  of  an  infective  broncbopneomonia  or  palmonar\'  in^rcL 
Generally  speaking,  indeed,  one  may  say  that  the  existence  of  well-marked 
soccossion  soonds  in  the  plenral  cavity  of  a  patient  who  has  sufficient  \'igonr 
to  shake  his  own  body  to  and  fro  indicates  hydzopneomodiorax  of  phthisical 
origin. 

2.  Soeeoiflon  Sovads  In  Cbt  AMomsn The  first  point  in  the  difierential 

diagnosis  of  soccossion  soonds  in  the  abdomen  is  to  decide  whether  the  soonds 
are  gastric  or  not.  Generally  this  is  obvions ;  if  there  is  doubt,  the  effect  of 
putting  more  gas  or  more  fluid  into  the  stomach  by  taking  a  seidlitz  powder  in 
two  halves,  or  by  drinking  a  quantity  of  water,  wiU  usually  so  change  the 
character  and  distribution  of  tbe  sounds  if  they  are  gastric,  that  little  doubt 
will  remain  ;  or  the  jr-rays  and  bismuth  method  of  demarcating  the  stomach 
may  be  empfoyed.  As  has  been  mentioned,  the  existence  of  gastric  succussion 
is  no  proof  of  gastrectasis  ;  if,  however,  the  succussion  sounds  are  audible  over 
a  larger  area  than  the  normal  stomach  should  occupy,  they  afford  valuable 
evidence  of  gastrectasis,  and  the  next  step  will  be  to  determine  the  cause  of 
the  latter.  Dilatation  of  the  stomach  has  three  main  causes,  namely,  atony, 
non-malignant  pyloric  obstruction,  especially  by  a  healed  simple  ulcer,  and 
m»"  oyloric  obstruction  by  primary  gastric  carcinoma. 


s  seldom  possible  without  a  laparotomy  ;  occasionally  such  out-of- 
the-way  things  as  a  calcified  retroperitoneal  cyst  adherent  to  the  pylorus  and 
thought  to  have  been  a  carcinoma  pylori  may  be  found. 

If  there  are  well-marked  abdominal  succussion  sounds  that  can  definitely  b« 
shown  not  to  be  gastric,  there  are  generally  other  well-marked  signs  and  sym- 
ptoms which  materially  assist  the  diagnosis. 

Succussion  sounds  in  the  general  peritoneal  cavity  are  excessively  rare,  for 
even  though  this  cavity  should  contain  both  gas  and  fluid,  for  instance  after 
perforation  of  a  typhoid  ulcer,  the  coils  of  bowel  prevent  the  sounds  from 
being  readily  produced.  The  Ust  of  causes  given  above  indicates  the  conditions 
that  may  be  present.  It  would  clearly  be  next  to  impossible  to  diagnose  most 
of  them  unless  the  previous  state  of  the  patient  was  accurately  known,  or 
unless  exploratory  laparotomy  was  resorted  to.  It  is  important  to  remember 
that  the  Bacillus  coli  communis  produces  gas,  so  that  intra-abdominal  abscesses, 
appendicular  and  otherwise,  are  not  infrequently  resonant.  The  occurrence, 
however,  of  marked  non-gastric  succussion  sounds  in  the  abdomen  of  a  patient 
who  is  not  acutely  ill  will  generally  arouse  a  suspicion  that  there  is  distention 
with  gas  and  fluid  of  some  part  of  the  large  bowel,  especially  the  cxcum  or 
the  sigmoid  colon.  This  distention  will  generally  be  the  result  either  of  chronic 
constipation  (see  p.  140)  or  of  some  cause  of  intestinal  stenosis. 

In  some  cases  that  were  formerly  described  as  idiopathic  dilatation  of  the 
colon,  but  which  are  now  regarded  as  chronic  volvulus  of  the  sigmoid  colon,  the 
result  of  persistent  constipation,  the  sigmoid  dilatation  may  he  so  extreme  that 
this  part  of  the  intestine  bulges  up  as  far  as  the  diaphragm  [HirschspmnE'p 
disease,  see  Fig.  40,  p.  148,  and  Fig.  iz2,  p.43i  )  ;     ' 
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sounds  in  such  a  dilated  colon  might  readily  lead  to  the  erroneous  diagnosis  of 
gastrectasis ;  the  pear-shaped  outline  of  the  dilated  viscus,  and  the  fact  that 
it  is  known  to  have  come  upwards  from  the  pelvis,  may  indicate  the  true 
nature  of  the  case,  but  sometimes  the  fact  that  succussion  sounds  are  colonic 
and  not  gastric,  can  only  be  determined  by  giving  large  doses  of  bismuth  by 
the  mouth  and  then  outlining  the  stomach  by  the  dark  shadow  cast  by  the 
bismuth  under  the  ;r-rays.  Herbert  French. 

SUPPRESSION  OF  URINE.— (See  Anuria.) 

SWEATING,  ABNORMAUTIES  OF.  —  The  functional  disorders  of  the 
sweat-glands,  sudamen  (miliaria)  and  hidrocystoma^  are  dealt  with  from  the 
diagnostic  point  of  view  in  the  article  on  Vesicles.  The  other  abnormalities 
require  but  the  briefest  notice  in  a  work  on  diagnosis,  for  it  is  hardly  possible 
to  confuse  them  with  each  other  or  with  any  other  conditions.  In  hyperidrosis 
the  secretion  of  sweat  is  excessive,  either  over  the  whole  skin  or  in  some  particular 
region,  e.g.,  the  palms  and  soles,  and  especially  covered  parts  furnished  with 
large  sweat-glands,  such  as  the  axillae  and  genital  regions.  Occasionally  hyper- 
idrosis is  limited  to  the  area  of  distribution  of  a  particular  nerve — ^the  fifth,  for 
example.  In  some  cases  a  peculiar  pink  tint  of  the  inner  side  of  the  palm  and 
the  ball  of  the  little  finger  and  thumb  has  been  noticed.  In  rare  instances 
hyperidrosis  in  deUcate  children  is  associated  with  granulosis  rubrd  nasi,  a  condi- 
tion in  which  the  skin  of  the  nose  becomes  intensely  red,  and  is  dotted  over  with 
minute  deep-red  specks  and  papules,  the  papules  gradually  developing  into 
pustules  which  soon  dry  up.  The  ceUs  around  the  sweat-ducts  are  infiltrated, 
and  both  ducts  and  coils,  and  also  the  blood-vessels  and  the  lymphatic  spaces  of 
the  corium,  are  dilated.  This  compUcation  is  distinguishable  from  rosacea  by 
the  age  of  the  patient  and  the  absence  of  telangiectases  and  of  change  in  the 
sebaceous  glands ;  from  eczema,  by  the  absence  of  vesiculation  and  weeping, 
and  its  obduracy  to  local  treatment ;  from  lupus  erythematosus,  by  the  absence 
of  scales  ;  and  from  lupus  vulgaris,  by  the  absence  of  apple- jelly  nodules.  The 
night  sweats  of  phthisis,  and  those  associated  with  rickets  and  with  infantile 
scurvy  (Barlow's  disease),  are  not,  as  a  rule,  difficult  to  attribute  to  their  cause. 

In  anidrosis  the  secretion  may  be  merely  diminished  or  totally  suppressed, 
and  either  the  whole  skin,  or  only  some  particular  area,  may  be  affected.  The 
abnormaUty  is  rarely  idiopathic,  but  is  usually  associated  with  ichthyosis, 
psoriasis,  eczema,  sclerodermia,  with  disordered  innervation,  belladonna  poison- 
ing, or  with  malnutrition.  Apart  from  the  dryness  there  is  no  symptom 
except  a  sense  of  fullness  and  tension  on  exposure  to  heat. 

Bromidrosis,  or  foul-smeUing  sweat,  sometimes  associated  with  hyperidrosis, 
may  occur  in  connection  with  such  general  affections  as  acute  rheumatism, 
uraemia,  and  scurvy,  or  following  a  serious  illness  like  pneumonia,  or  may  be 
idiopathic.  Occasionally  generaUzed,  it  is  much  more  frequently  limited  to 
particular  parts,  such  as  the  feet,  the  axillae,  and  the  perineum.  The  foul  smell 
is  due  to  the  growth  of  the  Bacillus  foetidus  upon  the  sweat  after  exudation. 

In  chromidrosis  both  sweat  and  sebum  may  be  coloured,  generally  some  shade 
of  blue,  but  occasionally  red,  green,  yellow,  violet,  and  even  black.  The  pigment- 
ation is  usually  locaUzed,  the  most  frequent  situations  being  the  eyeUds,  cheeks, 
forehead,  and  side  of  the  nose ;  but  occasionally  the  whole  of  the  face  and  large 
parts  of  the  trunk  and  Umbs,  and  especially  the  axillae  and  groins,  are  affected. 
The  condition  is  probably  a  neurosis,  but  it  may  be  due  to  the  ingestion  of  copper 
(green  sweat),  or  of  iron  (blue  sweat),  or  to  the  action  of  cocci  or  the  Bacillus 
Pyocyaneus  upon  the  sweat  after  secretion.  The  chief  point  in  diagnosis  is  the 
exclusion  of  imposture. 


A.  Due  lo  general  caiues — 

Encysted  a^ites  I  Subphren 

Tuberculous  peritonitis  Phantom  t 

Hydatid  disease  |  Enteroptosis 

B.  The  Regional  Diagnosis  oj  Local  Abdominal  Swellings. 

I. — Swellings  in  the  Abdominal  Wall  Itself. 

Swellings  that  are  situated  in  the  abdominal  wall  itsel/  can  be  recognized  by 
their  superficial  position  ;  by  the  fact  that  they  adhere  to  the  skin,  muscles, 
or  fascia  of  the  abdominal  wall ;  or  by  the  discovery  that  they  do  not  follow 
the  movements  of  the  viscera  immediately  underlying  the  wall  of  the  abdomen, 
and  therefore  must  be  superficial  to  them.  But  it  may  be  impossible  to  dis- 
tinguish between  a  iatty  tumour  in  the  deeper  part  of  the  wall,  for  example, 
and  a  fatty  omental  mass  that  has  become  adherent  to  the  parietal  peritoneum, 
and  so  has  practically  incorporated  itself  with  the  abdominal  wall. 

Ififlammalory  swelling  of  the  wall  may  occur  by  infection  from  without  or, 
less  often,  from  within.  Thus  a  liver  abscess  may  cause  extensive  redness  and 
swelling  in  the  light  hypochondriac  region  ;  infiltration  of  the  abdominal  wall 
is  often  met  with  in  operations  lor  appendicular  abscess.  In  acute  cases  of 
Hadgkin's  disease  and  lymphosarcoma,  tumours  suggesting  a  subacute  inflam- 
matory process  may  occur  in  the  abdominal  wall ;  but  they  are  really  localized 
lymphadenomatous  or  sarcomatous  deposits,  not  due  to  infection,  and  are 
associated  with  glandular  enlargements  in  other  parts  of  the  body  and  with 
ansmia.  Inflammalory  suielling  about  Ihc  umbilicus  is  not  rare  in  newly-bom 
infants,  and  is  due  to  the  entrance  of  infection  by  way  of  tVie  tti^i",    wi  ^wsoS. 
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uncleanly  adults  the  umbilical  fossa  may  be  the  seat  of  intertrigo,  which  becomes 
painful,  swells,  and  suppurates,  in  consequence  of  infection  from  without.  But 
a  far  more  serious  umbilical  inflammation  may  occur  in  p>atients,  usually 
children,  with  tuberculous  peritonitis  ;  a  tuberculous  mass  in  connection  with  the 
round  ligament  may  break  down,  perforate  at  the  umbihcus,  set  up  a  chronic 
discharge  there,  and  ultimately  a  faecal  umbilical  fistula  may  be  established. 
In  rare  cases  a  subdiaphragmatic  or  perigastric  abscess  may  cause  inflammatory 
thickening  of  the  round  ligament  and  umbilicus. 

(Edema  of  the  abdominal  wall  may  be  either  local  or  general  (see  CEdema). 

Tumours  of  the  abdominal  wall,  excluding  those  due  to  inflammation,  are 
rare  except  in  certain  situations.  Lipomattt  and  fibro-lipomata  may  occur  in  any 
part  of  it,  and  in  the  inguinal  or  femoral  rings  dosely  imitate  omental  hernias. 
HernicB  are  commoner,  particularly  at  the  umbilicus  and  in  the  groins,  and 
there  is  little  likelihood  that  a  definite  hernial  protrusion  in  any  part  of  the 
abdominal  wall  will  be  overlooked;  but  minute  hernias  into. the  abdominal 
wall,  such  as  may  occur  along  the  linea  alba,  especially  above  the  umbilicus, 
at  the  femoral  or  inguinal  rings,  or  along  the  hneae  semilunares,  may  suffice  to 
produce  complete  intestinal  obstruction  and  yet  be  small  enough  to  demand 
very  careful  palpation  for  their  discovery. 

In  malignant  disease  of  the  stomach,  pylorus,  or  region  of  the  portal  fissure 
generally,  small  secondary  nodules  may  appear  quite  early  at  the  umbilicus 
or  in  the  round  ligament  just  above  it ;  and  this  may  occur  before  the  primary 
tumour  has  given  rise  to  any  definite  signs  or  symptoms. 

In  certain  cases  of  extensive  surgical  emphysema  the  fascial  planes  of  the 
abdominal  wall  are  invaded  and  dissected  out  by  gas,  which  imparts  to  them  a 
highly  characteristic  feathery,  crepitant,  and  crackling  feeling  on  palpation. 
The  gas  may  have  entered  from  wounds  in  the  neck,  thorax,  or  trachea,  or 
it  may  have  been  generated  by  gas-producing  microbes  in  any  abscess  or 
focus  of  inflammation  in  the  trunk  or  viscera,  and  have  made  its  way  thence 
into  the  abdominal  wall. 

II. — General  Internal   Abdominal  Swellings. 

A,  Mainly  Gamoiu, — Distention  of  the  intestines  with  gas  is  an  event  familiar 
to  all ;  its  diagnosis  is  discussed  under  Meteorism  (q.v.).  In  this  condition  the 
whole  of  the  abdomen,  or  in  special  cases  some  p>art  of  it  only,  is  distended,  and 
on  percussion  gives  a  highly  resonant  or  tympanitic  note.  It  often  happens 
that  the  outUnes  of  the  gas-distended  viscera  can  be  seen  on  the  abdominal 
wall,  particularly  when  it  is  looked  at  in  an  oblique  illumination.  The 
increased  size  of  the  inflated  intestine  is  apt  to  produce  displacement  of  the 
other  viscera  ;  the  dome  of  the  diaphragm  is  pushed  up  into  the  chest,  carrying 
the  heart  with  it  and  shifting  the  apex-beat  upwards ;  the  liver  is  similarly 
pushed  up,  and  in  addition  it  is  often  caused  to  rotate  round  a  transverse  axis, 
its  lower  anterior  edge  ascending  and  its  lower  posterior  edge  descending,  with 
the  result  that  the  area  of  liver-dullness  in  front  is  much  reduced,  or  even 
lost  altogether.  But  it  is  only  a  little  reduced  in  the  mid-axillary  line,  so  long  as 
the  gas  remains  in  the  intestine ;  and  if  the  liver-dullness  in  the  mid-axillary 
line  disappears,  the  diagnosis  of  free  gas  in  the  peritoneal  cavity  is  to  be  made. 

B.  Mainly  Fluid, — The  diagnosis  of  the  various  causes  producing  accumula- 
tions of  fluid  in  the  peritoneal  cavity  is  given  under  the  heading  Ascites  {q.v.). 
Whatever  its  cause,  ascites  is  usually  not  difficult  to  diagnose  when  the  amount 
of  fluid  present  is  as  much  as  three  pints  or  more  ;  smaller  quantities  produce 
no  very  definite  physical  signs.  Ascitic  fluid,  when  free,  always  tends  to 
gravitate  into  the  most  dependent  parts  of  the  abdominal  cavity,  causing 
localized  bulging,  dullness  on   percussion,  and   transmitting   a  characteristic 


its  position  in  accordance  with  changes  in  the  patient's  posture  and  in  obedience 
to  gravity.  Ovarian  and  other  cystic  growths  in  the  abdomen  hardly  ever 
exhibit  such  complete  mobility,  and  tend  rather  to  swing  over  mainly  to  the 
one  or  the  other  side  of  the  abdomen  about  some  more  or  less  fixed  point — the 
pedicle  of  the  cyst — as  the  patient  turns  from  one  side  to  the  other  on  the  couch. 
An  ovarian  cyst  should  arise  out  of  the  pelvis,  and  it  is  usually  possible  to  demon- 
strate its  connection  with  the  uterine  adnexa.  But  every  gynaecologist  must 
have  met  with  cases  of  simple  ascites  operated  upon  for  ovarian  or  parovarian 
cyst,  and  with  cases  o£  cyst  treated  by  paracentesis,  in  the  belief  that  the  con- 
dition was  one  of  ascites.  In  instances  that  are  fortunately  rare,  the  mistake  has 
been  made  of  regarding  some  viscus  abnormally  distended  with  fluid  as  ascitic 
fluid,  and  of  treating  it,  as  such,  by  paracentesis.  This  has  most  often  happened 
to  t\te  bladder  (Fig.  191,  p.  730),  which  should  always  be  emptied  [either  naturally 
or  by  the  catheter)  before  the  abdomen  is  tapped ;  to  a  greatly  dilated 
stomach  full  of  fluid  (Fig.  igo,  p.  728] ;  to  the  intestines  when  distended  with  fluid 
fxces  in  enteritis  or  chronic  obstruction  ;  to  the  gall-bladdtr  in  cholelithiasis ; 
to  the  uterus  tn  pregnancy  alone,  or  in  pregnancy  combined  with  hydramnios. 

The  effusion  of  blood  into  the  peritoneal  cavity,  or  hamoperitonevm,  occurring 
after  a  fall  or  after  the  abdomen  has  been  crushed  or  has  received  a  blow,  may 
cause  a  slight  movable  dullness  in  the  flanks  exactly  like  that  of  ascites  ;  but 
the  patient  will  be  blanched  and  anxmic  from  loss  of  blood,  with  rapid  small 
pulse  and  sighing  respiration,  and  there  will  be  a  history  of  the  recent  accident. 
The  blood  comes  from  some  ruptured  viscus,  often  the  liver  or  spleen,  and  the 
diagnosis  is  not  usually  difELcult.  The  accumulation  of  pus  in  the  peritonea] 
cavity,  or  pyoperitoneunt,  is  a  part  of  acute  peritonitis  of  local  origin,  and  r 
also  occur  in  pneumococcic  or  tuberculous   peritonitis  ;   it   is  associated  ' 
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many  other  signs  and  symptoms — ^pain,  fever,  vomiting,  constipation,  wasting, 
and  others — that  are  foreign  to  ascites.  In  rare  instances  the  abdomen  may 
become  distended  with  bile,  choleperitoneum  resulting ;  usually  the  bile  is  infected 
and  sets  up  acute  peritonitis,  but  if  it  is  sterile  the  symptoms  are  slight,  jaundice 
is  absent,  and  the  signs  point  on]y  to  ascites. 

C.  Mainly  Solid. — In  Obesity  (^.v.)  the  abdomen  may  swell  either  in  con- 
sequence of  the  deposit  of  fat  in  the  abdominal  wall  itself,  or  as  the  result 
of  fatty  deposits  behind  the  peritoneum  generally,  in  the  mesentery,  in  the 
omentum  and  appendices  epiploicae.  In  very  fat  patients  it  is  rarely  possible 
to  diagnose  the  exact  nature  of  an  intra-abdominal  mass  by  the  usual  methods 
of  palpation  and  percussion,  and  without  having  recourse  to  exploratory  laparo- 
tomy, because  the  abdominal  walls  are  so  thick.  The  frequency  with  which 
inconveniently  large  fatty  accumulations  occur  in  the  abdomens  of  such  persons 
must  not  be  forgotten  when  the  diagnosis  of  some  vaguely-felt  tumour  within 
the  abdomen  has  to  be  considered. 

In  the  severer  and  more  chronic  cases  of  Constipation  (^.t;.),  abdominal 
distention  may  result  from  the  accumulation  of  faeces  in  the  large  intestine, 
particularly  when  dilatation  of  the  colon,  whether  idiopathic  or  secondary,  is 
present.    The  scybala  can  usually  be  felt  quite  distinctly,  perhaps  soft  and  plastic 
in  the  region  of  the  ascending  colon,  usually  hard  and  nodular  in  the  descending 
sigmoid  and  colon.     Idiopathic  dilatation  of  the  colon  seems  to  be  congenital, 
and  is  associated  with  much  hypertrophy  of  the  colon  (Fig.  122,  p.  432)  ;  it 
is  known  as  Hirschsprung's  disease.     The  child,  obstinately  constipated  at  all 
times,  has  periodical  dyspeptic  attacks,  in  which  the  distended  abdomen  becomes 
even  larger  ;  the  bowels  may  not  be  open  for  many  days  or  even  several  weeks 
together,  while  many  pounds  of  scybala  accumulate  in  the  colon  and  sigmoid, 
which  come  to  occupy  the  whole  of  the  front  of  the  abdomen.     Forcible  colonic 
peristalsis  is  usually  visible  on  the  surface  of  the  abdomen.     Malnutrition  and 
chronic  impairment  of  health  result,  and  the  patients  usually  die  young,  with 
emaciation  or  symptoms  of  intestinal  obstruction.     Yet  no  obstruction  is  found 
to  exist  post  mortem  ;  possibly  there  is  a  congenital  abnormal  kinking  causing 
intermittent  obstruction  at  the  point  where  the  sigmoid  joins  the  rectum.     The 
diagnosis  is  easy  if  the  dilatation  and  hypertrophy  of  the  colon  are  once  seen. 
In  older  patients  a  very  similar  dilatation  and  hypertrophy  of  the  colon  may  come 
on  as  the  result  of  chronic  obstruction  about  the  lower  end  of  the  large  intestine. 
(See  Vomiting.)     As  much  as  47  lb.  weight  of  faeces  may  accumulate  in  the 
intestines  of  such  patients  as  these. 

In  rare  cases  of  chronic  peritonitis,  particularly  when  it  is  tuberculous,  semi- 
solid inflammatory  masses  may  bring  about  a  general  swelling  of  the  abdomen ; 
the  diagnosis  is  discussed  below.  General  swelling  of  the  abdomen  may  occur 
in  malignant  disease  of  the  peritoneum,  the  so-called  malignant  peritonitis,  due 
in  part  to  the  growth  of  numerous  secondary  malignant  nodules,  in  part  to 
a  concomitant  ascites.  The  symptoms  are  often  vague  at  first — loss  of  weight, 
strength,  appetite,  with  indefinite  abdominal  disorders.  The  abdomen  enlarges, 
and  if  there  is  not  much  ascites  the  secondary  deposits  can  be  felt  obscurely 
through  the  abdominal  wall.  Occasionally  they  can  be  palpated  in  the  ab- 
dominal wall  itself  near  the  umbilicus,  or  in  the  round  ligament  above  it,  or  the 
urachus  below.  As  the  case  progresses,  emaciation  becomes  marked,  the  skin 
loses  its  elasticity  and  often  develops  a  diffuse  brownish  pigmentation  ;  bedsores 
are  not  rare.  The  primary  growth  may  be  in  any  of  the  thoracic,  abdominal, 
or  pelvic  organs,  or  in  the  mamma  or  testis.  If  any  primary  growth  can  be 
made  out,  the  diagnosis  will  not  be  difiicult,  especially  if  glandular  enlargements 
are  found  in  the  groins  or  axillae,  if  the  ascitic  fluid  is  ha^morrhagic,  and  if  it 
is  found  to  contain  multinuclear  endothelial  cells,  and  cells  with  atypical  mitotic 


signs  will  b«  those  of  a  fixed  cystic  or  semi-solid  tumour,  and  the  diagnosis  will 
often  be  obscure  until  laparotomy  has  been  performed. 

Abdominal  swellings  of  the  most  various  size  and  position  may  occur  in 
lubtrculous  periltmitis.  Many  of  them  are  composed  of  the  infiltrated  and 
rolled-up  omentnm,  others  of  enlarged  and  tuberculous  mesenteric  glands, 
others  of  doughy  masses  of  adherent  intestine  and  fibrin.  The  amount  of  ascitic 
fluid  varies  widely  in  difierent  cases.  When  there  is  much,  and  the  patient  is 
an  adult,  the  diagnosis  of  cirrhosis. of  the  liver  is  likely  to  be  made  ;  when  the 
peritonitis  is  dry  (the  so-called  obliterative  form),  the  abdominal  cavity  may 
be  smaller  than  normal,  and  occupied  by  a  doughy,  rather  tender  mass  that 
presents  areas  of  resonance  alternating  with  areas  that  are  dull  on  percussion. 
The  physical  signs  here  will  naturally  vary  from  day  to  day  according  to  the 
amount  and  position  of  fiatus  in  the  intestine.  The  symptoms  of  tuberculous 
peritonitis  are  very  variable;  as  a  rule  the  patient  is  thin,  aniemic,  seriously 
ill,  with  a  drawn  aspect  ;  abdominal  pain  and  tenderness  are  usually  observed, 
nausea  and  constipation  with  chronic  intestinal  obstruction  ate  frequent.  If 
there  is  ulceration  of  the  large  intestine,  diarrhcea  occurs,  and  blood  may  be 
passed  in  the  motions.  The  discovery  of  signs  of  tuberculosis  in  some  other 
part  of  the  body,  or  of  a  family  history  of  tuberculosis  if  the  patient  is  a  child, 
are  strong  arguments  for  regarding  a  case  with  signs  like  those  described  above 
as  tuberculous. 

In  patients  who  have  swallowed  the  ova  of  Tania  eckinococcus,  single  or 
multiple  hydatid  cysts  may  occur  in  any  part  of  the  abdominal  cavity.  Usually 
they  are  single,  and  the  large  majority  of  them  occur  in  the  liver,  because  the 
six-hooked  embryo  into  which  the  swallowed  ovum  develops,  travels  by  way  of 
the  vascular  system  and  starts  from  the  alimentary  canal.     Having  reached  the 
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liver,  or  in  rarer  cases  the  spleen,  omentum,  mesentery,  or  peritoneum,  the 
embryo  or  proscolex  develops  a  laminated  chitinous  envelope  and  forms  what  is 
called  a  hydatid  or  echinococcal  cyst.  The  cyst  grows  slowly,  and  is  spherical 
except  in  so  far  as  it  is  moulded  by  the  pressure  of  adjacent  structures.  It 
contains  a  clear  saline  fluid,  in  which  may  be  found  hooklets  (Fig.  6,  p.  57),  like 
those  on  the  head  of  the  adult  worm  or  scolex  that  infests  the  intestine  of  the 
dog,  brood-capsules  bearing  external  and  internal  scolices,  and  secondary  cysts 
or  bladders  that  are  completely  detached  from  the  walls  of  the  primary  or  parent 
cjrst.  Until  it  has  become  large  enough  to  cause  mechanical  obstruction  and 
pressure-symptoms,  the  single  hydatid  cyst  gives  rise  to  Uttle  pain  or  complaint. 
It  then  produces  a  bulging  of  the  overlying  abdominal  wall ;  on  palpation  it 
can  be  felt  as  a  smooth  rounded  and  more  or  less  tense  tumour,  sometimes 
elastic.  On  percussion,  the  cyst  is  dull,  and  if  it  is  of  a  certain  degree  of  tenseness 
it  may  yield  the  hydatid  thrill — ^just  as  any  other  cyst  may.  Hydatid  cysts 
in  the  mesentery,  omentum,  or  peritoneum  are  often  multiple,  and  may  be  felt 
as  scattered,  rounded  tumours ;  otherwise  their  physical  signs,  and  the  scanty 
symptoms  to  which  they  give  rise,  are  Uke  those  of  the  single  hydatid  bladder. 
The  diagnosis  of  hydatid  disease  is  often  easy,  particularly  when  it  occurs  in 
persons  who  have  lived  in  Iceland,  Australia,  or  South  America,  and  who  present 
the  marked  physical  signs  and  the  comparative  absence  of  symptoms  indicated 
above.  In  other  cases,  exploratory  laparotomy  may  be  necessary  before  the 
diagnosis  can  be  established  ;  exploratory  puncture  of  any  cystic  tumour  in 
the  abdomen  cannot  be  advised.  Eosinophilia  is  sometimes  observed  in  hydatid 
disease,  but  not  always ;  hence  its  absence  does  not  exclude  that  condition. 
A  specific  serum  reaction  is  reported  by  some  observers. 

In  consequence  of  bacterial  infection  spreading  towards  the  peritoneum 
from  within  or  from  without,  any  part  of  the  abdomen  may  swell  from  the 
formation  of  an  abscess.  Several  forms  of  abdominal  abscess  are  more  or  less 
localized,  and  these  are  considered  below  (see  B)  ;  others  present  more  general- 
ized abdominal  signs  and  symptoms,  and  will  for  that  reason  be  considered 
here.  A  subphrenic  abscess  is  any  abscess  in  contact  with  the  under  surface  of 
the  diaphragm  except  those  situated  in  the  liver  or  in  the  spleen.  It  is  intra- 
peritoneal in  more  than  half  the  instances ;  it  contains  gas  in  about  half  the 
cases.  The  simple  or  non-gaseous  abscesses  are  generally  the  result  of  appendi- 
citis or  of  suppuration  in  the  liver,  and  so  are  usually  on  the  right  side  of  the 
body  ;  less  often  they  are  secondary  to  gastric  or  duodenal  ulcer,  or  to  suppura- 
tion spreading  from  the  pancreas,  kidney.  Fallopian  tubes,  spleen,  or  thorax. 
They  are  deep-seated,  and  tend  to  produce  abdominal  swelling,  with  signs  and 
symptoms  that  are  indefinite.  The  onset  is  insidious,  often  consisting  in  nothing 
more  than  failure  to  recover  from  the  primary  disorder — appendicitis,  hepatic 
abscess — after  it  has  been  surgically  treated ;  the  patient  remains  seriously 
ill,  with  fever  and  quick  pulse,  leucoc3rtosis,  and  often  a  septic  aspect.  If  the 
abscess  is  at  the  back,  the  signs  may  point  to  pleurisy  or  pleural  effusion,  with 
the  appropriate  pain  and  friction  sounds.  If  it  pushes  forwards,  the  hypo- 
chondrium  and  epigastrium  may  bulge  in  front  and  become  tender.  The  dia- 
gnosis of  subphrenic  abscess  may  be  very  difficult  when  there  is  no  obvious 
antecedent  to  suggest  its  occurrence,  especially  if  the  abscess  is  behind  and 
below  the  Uver,  and  is  complicated  by  pleurisy  or  empyema.  If  it  is  above 
the  liver,  it  may  be  very  difficult  to  say  whether  the  pus  is  inside  the  liver  or 
outside  it,  or,  indeed,  both  ;  enlargement  of  the  Uver  downwards  is  in  favour 
of  intrahepatic  abscess.  Examination  with  the  ;r-rays  is  often  of  great  assist- 
ance ;  but  often  it  is  necessary  to  give  the  patient  a  general  anaesthetic  and 
insert  a  4-in.  exploring  needle  successively  into  the  intercostal  spaces  (tenth 
to  sixth)  in  the  scapular  and  mid-axillary  lines  (Barnard).     It  must  be  thrust 


ia  betow  the  diaphragm  aad  not  above  it ;  the  readinesa  with  which  the  level 
of  the  fluid  in  the  abscess  changes  as  the  patient  alters  his  position  can  also  be 
noted,  and  proves  that  the  abscess-cavity  containa  gaa  as  well  as  fluid. 

The  abdomen  is  not  infrequently  the  seat  of  phanlom  lumovrs.  These  are 
felt  as  fixed  and  more  or  less  rounded  smooth  swellings,  either  in  or  immediately 
underneath  the  abdominal  wall ;  they  are  dull  on  percussion,  and  may  be  tender 
on  palpation.  They  are  caused  by  involuntary  contractions  of  the  muscles  in 
the  area  in  which  they  occur;  they  persist  when  the  patient's  attention  is 
distracted,  and  also  during  sleep,  but  disappear  under  the  influence  of  a  general 
anesthetic.  Phantom  tumours  are  commoner  in  women  than  in  men,  and  in  the 
neurotic  or  hysterical  than  in  the  normal,  more  stolid  adult.  They  often  persist 
for  long  periods,  but  may  vanish  when  the  patient  believes  that  they  have 
been  cured.  A  phantom  tumour  in  the  region  of  the  liver  may  be  taken  as 
evidence  of  cholecystitis,  hepatic  abscess,  or  gumma  ;  in  the  left  hypochondrium 
for  a  gastric  carcinoma  adherent  to  the  abdominal  wall ;  in  the  appendix  region 
for  an  appendicular  abscess  ;  above  the  pubcs,  a  phantom  tumour  may  resemble 
the  gravid  uterus,  and  lead  to  the  diagnosis  of  pregnancy  {psiudocyesis). 

In  ciUcroplosis  (Gl^nard's  disease),  or  downward  displacement  of  abdominal 
viscera,  any  or  all  of  the  organs  may  slip  away  from  their  normal  position  and 
attachments  [Fig.  39,  p.  147,  and  Fig.  41,  p.  149).  The  diagnosis  must  be 
made  by  the  discovery  that  one  or  more  of  the  viscera  is  out  of  place,  and  is 
also  abnormally  mobile. 

B.  The   ReglODAl  DIacnoiii  ol    Loeal   Abdominal  Swelllngi.  —  ^or  clinical 

purposes  the  abdomen  may  be  subdivided  into  nine  areas  or  regions,  by  two 

vertical  lines  drawn   through  the  middle  of  Poupart's  ligaments,  and  by  two 

horizontal  lines,  one  of  which  passes  through  the  lowest  points  of  the  tenth 
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ribs  (the  subcostal  line),  the  other  being  drawn  at  the  level  of  the  highest  points 
of  the  iliac  crests  or  through  the  tubercles  on  the  outer  edges  of  the  iliac 
bones  about  two  inches  behind  the  anterior  superior  iliac  spines.  These  areas 
arc  shown  in  Fig.  189;  the  structures  and  viscera,  or  portions  of  viscera,  they 
commonly  contain,  are  given  in  the  table  below  : — 

The  Normal  Contents  of  the  Abdominal   Regions. 


I.  Right  Hsrpoohondriao 

2.  Epigaitrio 

3.  Left  HypodhondrUc 

Liver 

Liver 

Liver 

Gall-bladder 

Stomach  and  pylorus 

Stomach 

Hepatic  flexure  of  colon 

Transverse  colon 

Splenic  flexure  of  colon 

Right  kidney 

Omentum 

Spleen 

Pancreas 

Pancreas 

Duodenum 

. 

Left  kidney 

Kidneys 

Suprarenal  capsules 
Spleen 

Lymphatic  glands 

4.  Right  LomlMir 

5.  Umbllloal 

6.  Left  Lunhar 

Riedel's  lobe  of  the  liver 

Stomach 

Descending  colon 

Ascending  colon 

Transverse  colon 

Small  intestine 

Small  intestine 

Omentum 

Left  kidney 

Right  kidney 

Urachus 

Small  intestine 

Duodenum 

Kidneys 

Lymphatic  glands 

Aorta 

7.  Right  iTigulnal 

8.  Hypogaftrlo 

9.  Left  Inguinal 

Caecum 

Small  intestine 

Sigmoid  flexure  of  colon 

Appendix 

Caecum,  sigmoid,  and 

ap- 

Lymphatic  glands 

Lymphatic  glands 

pendix 
Distended  bladder 

Urachus                      Fc 
Enlarged  uterus  and 

lexa 

ad- 

The  abdominal  swellings  that  may  be  felt  in  and  about  these  nine  regions 
will  now  be  considered  seriatim,  excluding  the  tumours  situated  in  the  abdominal 
wall  itself  that  have  been  described  under  heading  L  above. 


I.  Right  Hypochondriac  Region. 

(a).  The  superficial  part  of  this  area  is  mostly  occupied  by  the  liver  and  gall- 
bladder, and  the  majority  of  the  tumours  in  it  are  connected  with  one  or  other 
of  them.  Swellings  in  the  liver,  such  as  gumma,  new  growth,  abscess,  hydatid 
or  other  cysts,  can  be  felt  as  more  or  less  rounded  masses  interrupting  the 
normally  smooth  and  impalpable  surface  of  the  liver  ;  they  move  up  and  down 
with  the  liver  on  respiration,  lie  in  front  of  or  above  the  colon,  and  are  very 
rarely  fixed  by  adhesions  to  the  abdominal  wall.  If  multiple,  they  are  in  all 
probability  secondary  malignant  deposits,  when  they  often  have  an  indented  or 
umbilicated  surface.  It  may  be  difhcult  to  distinguish,  by  touch  alone,  between 
the  hobnail  liver  of  hepatic  cirrhosis  and  the  liver  nodulated  by  malignant 
disease.     It  may  be  very  difficult  to  distinguish  between  an  abscess  or  cyst  in 


{dj.   Tumours  of  the  kidtiey  and  supra-  f,-~   i39,_The  rcgioni  of  ihE  abdonnn. 

renal  gland  rarely  present  tbemselves  in      Foiihi!iip)ifi=»nce  of  ite  nomerai.,  iMihe 
this  region  of  the  abdomen  (see  4  (i)  below).       "■-  ™  '^^"^  "'"^ 

2.  Epigastric  Region. 

(a).  Abnormal  lobes  in  the  liver,  tumours  in  either  of  its  lobes  or  in  its  falcifonn 
or  round  ligaments,  may  be  felt  here  (see  i  (a)  above). 

{b).  The  normal  stomaeh  occupies  a  large  part  of  this  region,  and  comes  to 
the  surface  in  its  left-hand  part.  In  thin  people  and  children  the  curvatures 
of  the  organ  when  it  is  full  may  often  be  seen  dimly  outlined  in  the  epigastrium 
under  normal  circumstances,  the  lower  curvature  habitually,  .the  upper  less 
often,  and  the  gastric  succussion-splash  can  often  be  elicited  here  in  healthy 
persons  as  well  as  in  those  with  dilatation  of  the  stomach,  li  an  epigastric 
splash  is  obtained,  it  is  usually  gastric  in  origin,  but  may  be  colonic.  In  dilata- 
tion 0/  the  stomach  due  to  obstruction  at  tbe  pylorus  (caused  in  infants  by  spasm 
or  hypertrophy  of  the  pylorus,  in  adults  by  malignant  or  cicatricial  stenosis), 
waves  of  peristalsis  travelling  from  left  to  right  may  be  seen  in  the  epigastrium. 
Similar  waves,  but  travelling  from  right  to  left,  occur  in  the  colon  of  patients 
with  obstruction  in  the  rectum  or  sigmoid  (see  below).  Tumours  of  the  stomach, 
usually  carcinomatous,  rarely  sarcomatous,  or  due  to  inflammatory  deposits 
round  a  gastric  ulcer,  may  sometimes  be  felt  here,  particularly  when  the  patient 
tikes  a  deep  breath  and  drives  the  abdominal  viscera  down  from  out  the  cover 
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of  the  diaphragmatic  dome  ;  this  manoeuvre  is  particularly  useful  in  the  case  of 
the  pylorus — ^it  must  not  be  forgotten  that  the  normal  pylorus  can  sometimes 
be  felt  in  an  infant,  child,  or  thin  adult,  as  a  rounded  finger-like  mass  deep  in 
the  right  side  of  the  epigastrium.  The  connection  of  a  gastric  tumour  with  the 
stomach  can  often  be  made  out  more  clearly  if  that  organ  is  inflated  with  gas ; 
or  by  the  method,  Uttle  used  in  this  country,  of  gastrodiaphany. 

(c).  The  transverse  colon  goes  across  the  lower  part  of  the  epigastrium  in  some 
cases,  more  usually  across  the  upper  part  of  the  umbilical  area.  Its  sacculations 
and  peristalsis  are  often  outlined  on  the  abdominal  walls  of  pot-bellied  rickety 
children  or  of  thin  adults,  particularly  when  they  are  flatulent  or  constipated. 
In  acute  or  chronic  obstruction  the  peristalsis  becomes  much  more  marked,  as 
it  does  in  the  rare  idiopathic  dilatation  of  the  colon  (Hirschsprung's  disease, 
(see  par.  C,  p.  718)  of  young  children.  Tumours  of  the  transverse  colon  are  very 
rare,  except  the  common  occurrence  of  scybala  in  it — see  i  (c)  ;  a  few  cases  of 
chronic  hyperplastic  tuberculosis  of  this  part  of  the  colon  have  been  recorded, 
with  great  diffuse  thickening  of  its  wall  and  stenosis  of  its  lumen. 

{d).  Swellings  in  connection  with  the  omentum  lie  below  the  colon  and  in 
immediate  relation  with  the  anterior  abdominal  wall,  in  front  of  the  mass  of 
small  intestine.  In  tuberculous  peritonitis  it  often  forms  an  irregular  rope  or 
mass  composed  of  inflammatory  tissue,  cheesy  tubercle,  or  encysted  exudate, 
that  may  lie  in  the  epigastrium,  or  extend  into  any  of  the  regions  of  the  abdomen 
— ^when  the  diagnosis  of  malignant  disease  of  the  intestine  or  some  other  viscus 
may  possibly  be  made.  Similar  nodular  enlargement  and  deformity  of  the 
omentum  is  common  in  chronic  peritonitis  of  any  sort ;  and  it  may  become 
the  seat  of  an  abscess  in  cases  of  perforated  gastric  ulcer.  Cysts  of  the  omentum, 
single  or  multiple,  are  not  very  rare,  and  are  often  inflammatory  in  origin. 
Occurring  in  the  epigastrium,  tuberculous  or  inflammatory  masses  of  omentum 
are  readily  diagnosed  ;  they  often  adhere  freely  to  the  anterior  abdominal  wall 
as  well  as  to  the  neighbouring  viscera. 

(«).  Swellings  derived  from  the  pancreas  push  forwards  from  the  depths  of 
the  abdominal  cavity  towards  the  epigastric  and  the  upper  part  of  the  umbilical 
areas,  and,  whilst  small,  present  themselves  as  deeply-seated  vaguely-felt  masses 
on  palpation.  They  have  the  stomach,  or  the  stomach  and  colon,  in  front  of 
them,  and  are  flxed  to  the  posterior  abdominal  wall ;  they  are  usually  made 
out  best  by  examination  under  an  anaesthetic ;  they  move  little  on  respiration, 
and  often  transmit  from  the  adjacent  aorta  a  non-expansile  pulsation.  They  are 
separated  from  the  liver  and  from  the  spleen  by  areas  of  resonance.  These 
swellings  may  be  carcinomatous,  in  which  case  wasting,  anaemia,  and  jaundice 
are  likely  to  be  observed,  with  death  in  a  few  months'  time  ;  or  due  to  chronic 
pancreatitis,  when  the  course  of  the  disease  will  be  slower  and  there  will  be  more 
epigastric  tenderness  and  |)ain,  with  clayey  stools  and  perhaps  intermittent 
jaundice  and  glycosuria.  In  acute  pancreatitis  the  swollen  p>ancreas  has  only 
exceptionally  be^n  palpated  before  laparotomy  ;  the  main  symptoms  are  acute 
epigastric  pain,  vomiting,  constipation,  fever,  and  proneness  to  collapse,  and 
are  such  as  to  tempt  the  surgeon  to  immediate  laparotomy. 

Pancreatic  cysts,  so-called,  are  often  cysts  not  in  the  pancreas  but  in  its 
neighbourhood,  and  therefore  better  called  peripancreatic  cysts.  Pancreatic 
cysts  proper  are  single  or  multiple  retention-cysts,  usually  the  result  of  chronic 
pancreatitis ;  they  form  deeply-seated,  smooth,  rounded  tumours,  possibly 
giving  a  feeling  of  fluctuation.  At  flrst  they  occupy  the  lower  epigastric  or 
hypochondriac  regions  ;  but  if  they  enlarge  much  they  may  All  the  whole  upper 
part  of  the  abdomen,  or  extend  down  to  the  pubic  symphysis  or  flanks.  The 
symptoms  of  chronic  pancreatic  disease  should  be  present — chronic  indigestion, 
the  passage  of  pale  and  bulky  stooVs,  ^V/cosMiSa.,  -^xba.^  \aundice  from  time  to 
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post  mortem  than  ante  mortem. 

(f).  Swellings  in  connection  with  the  kidneys  and  suprartnal  capsules  occur 
ia  the  epigastrium  only  after  they  have  reached  a  considerable  size.  They 
rise  up  out  of  the  loin  and  flanks,  and  their  diagnosis  is  consideied  below  (see 
4('fl). 

(A).  Enlargement  of  the  splein  may  bring  its  blunt  anterior  end  or  its  notched 
upper  edge  into  the  epigastric  area.  The  splenic  swelling  lies  always  in  contact 
with  the  anterior  wall  of  the  abdomen,  with  the  stomach  above  and  behind  it 
(see  3  {d),  and  Spleen,  Enlargement  of  the). 

(i).  In  every  region  of  the  abdomen  there  is  a  plentiful  supply  of  lymfkalic 
glands,  and  any  of  these  may  become  enlarged  and  palpable  in  cases  of  Hodgkin's 
disease,  chronic  peritonitis,  tuberculous  peritonitis,  or  malignant  disease.  The 
enlarged  glands  are  felt  as  nodulated  chains  or  masses,  usually  bard  and  rounded, 
but  softer  and  even  cystic  if  their  contents  caseate  or  break  down  into  pus ; 
they  may  also  calcify,  when  they  become  hard  and  stony.  The  enlarged  glands 
that  will  be  felt  in  the  epigastric  area  are  those  connected  with  the  stomach, 
livet,  and  mesentery  ;  the  diagnosis  must  be  made  on  general  and  anatomical 
lines  (see  Lymphatic  Gland  Enlabcemhnt). 

3.  Le/t  Hypochondriac  Region. 

(a).  An  abnormally  lobulated  liver  may  make  a  superficial  tumour  in  this 
area  continuous  with  the  main  mass  of  the  liver  in  the  epigastric  region.  In 
the  same  way,  a  tumour  in  the  left  lobe  of  the  hver  may  project  superficially 
into  the  left  hypochondrinm. 
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(b).  Part  of  the  stomach  lies  in  this  region  normally  ;  the  diagnosis  of  gastric 
swellings  has  been  considered  above  (see  2  (6) ).  A  gastric  tumour  may  often  be 
differentiated  from  a  tumour  of  the  adjoining  spleen  by  the  fact  that  while  the 
spleen  is  anchored  at  its  hilum,  and  so  is  capable  of  but  little  movement,  the 
stomach  is  highly  mobile,  changing  its  position  with  the  position  of  the  patient, 
and  also  in  accordance  with  its  fullness  and  distention. 

(c).  The  diagnosis  of  a  tumour  of  the  splenic  flexure  of  the  colon — scybalous, 
tuberculous,  or  malignant — is  considered  above  (see  i  (c)  and  2  {c)). 

{d).  The  normal  spleen  is  not  palpable  per  abdomen.     The  first  degrees  of  its 
enlargement  are  best  detected  when  the  patient  is  lying  down   and    has  his 
abdominal  wall  relaxed.     The  observer  stands  on  his  left  side  and   palpates 
the  left  hjrpochondrium  by  hooking  his  fingers  over  the  costal  margin  about 
the  eighth  or  ninth  costal  cartilages ;    the  fingers  are  tucked  in  under  the  ribs 
as  the  patient  inspires  deeply,  ^heir  pressure  being  relaxed  as  he  expires.     The 
lower  pole  of  the  moderately  enlarged  spleen  can  then  be  felt  as  a  rounded  mass 
just  touching  the  finger-tips  at  the  end  of  inspiration.     As  it  progressively 
enlarges,  the  spleen  passes  on  towards  or  a  httle  below  the  umbilicus,  and  then 
towards  the  right  anterior  superior  spine  of  the  ilium.     The  diagnosis  of  the 
various  causes  of  its  enlargement  are  discussed  under  Spleen,  Enlargement 
OF  THE.     It  is  usually  to  be  recognized  by  the  fact  that  it  comes  down  from 
under  the  left  costal  margin  in  direct  contact  with  the  anterior  abdominal  wall, 
descends  on  inspiration,  has  a  smooth  surface,  and  a  notched  upper  and  inner 
margin.      In  exceptional  cases,  however,  the  enlarged  spleen  seems  to  adopt 
a  more  compact  and  cubical  form  in  place  of  its  usual  elongated  prismatic 
shape,  and  also  to  lie  back  in  the  loin  and  left   lumbar  region   instead  of 
occup)ring  the  anterior  and  upper  part  of  the  abdominal  cavity.     When  this 
is  the  case,  it  will  simulate  a  tumour  of  the  left  kidney  or  suprarenal  body, 
and  unless  the  blood  and  leucocyte  count  give  a  definite  lead,  the  diagnosis 
may  be  settled  only  by  a  laparotomy.     Conversely,  a  spleen-shaped  hyper- 
nephroma or  suprarenal  tumour,  or  a  calculous  and  cystic  kidney,  may  easily 
be  mistaken  in  an  ansemic  patient  for  an  enlarged  spleen,  unless  the  possibility 
of  the  error  be  kept  in  mind  (see  6  (a)  below). 

(e).  Tumours  of  the  pancreas  and  retroperitoneal  cysts  may  project  into  the 
left  hypochondrium  (see  2  (e)  above). 

(/).  Tumours  of  the  left  kidney  and  suprarenal  body  rarely  appear  in  the 
left  hjrpochondrium  unless  they  are  very  large  (see  6  (c)  below).  They  have  the 
stomach  or  the  stomach  and  colon  in  front  of  them,  and  so  are  variably 
resonant  on  percussion — according  to  the  amount  of  gas  in  those  viscera, — and 
are  also  less  distinctly  palpable  than  tumours  arising  from  the  spleen,  stomach, 
colon,  or  omentum,  that  may  be  felt  in  the  same  situation. 

4.  Right  Lumbar  Region, 

(a).  When  the  liver  is  abnormally  lobulated,  either  congenitally  or  as  the  result 
of  tight  lacing,  a  thin  flange  of  Uver-tissue,  known  as  RiedeVs  lobe,  may  be  met 
with  as  a  superficial  tumour,  continuous  with  the  Uver  above  it,  in  this  region. 
Sometimes  it  is  freely  movable,  and  then  may  be  mistaken  for  a  movable  kidney 
or  for  a  dilated  gall-bladder. 

(6).  The  ascending  colon  can  usually  be  palpated  and  rolled  under  the  fingers 
as  a  tube-like  structure  at  the  confines  of  this  and  the  umbihcal  region  ;  when 
empty  and  contracted  it  may  feel  almost  rod-like.  Its  contents  are  usually 
fluid,  but  it  may  contain  semi-soUd  or  sohd  faecal  masses  that  can  be  moulded 
by  pressure,  in  constipated  patients.  In  patients  with  obstruction  lower  down, 
it  may  be  distended — ^up  to  18  in.  in  cixcumietence — and  show  sacculation  and 


SWELLING,    ABDOMINAL  727 

visible  peristalsis.  It  may  become  much  thickened  with  inflammatory  tissue, 
or  even  come  to  lie  in  an  abscess  of  its  own  production,  in  pericolitis,  perityphlitis, 
typhlitis,  appendicitis,  and  hyperplastic  tuberculosis  of  the  colon,  forming  a 
thickened  and  tender  mass  immediately  under  the  abdominal  wall ;  the  patient 
will  be  more  or  less  acutely  ill,  with  local  pain  and  tenderness,  constipation, 
often  vomiting.  In  the  more  chronic  of  these  cases,  the  diagnosis  of  malignant 
disease  of  the  colon  will  often  be  suggested. 

General  thickening  of  the  ascending  colon,  with  tenderness  and  characteristic 
mucous  or  blood-streaked  stools,  is  common  in  muco-membranous  colitis,  in 
dysentery,  and  in  ulcerative  colitis.  The  first  of  these  is  met  with  in  nervous 
constipated  women ;  d3r8entery,  amoebic  or  bacterial,  is  caught  abroad, 
and  is  commoner  in  men  than  women ;  while  ulcerative  colitis,  whether  it 
be  dysenteric  or  no,  is  a  severe  and  progressive  painful  diarrhoea,  often 
associated  with  vomiting  and  irregular  fever,  that  commonly  leads  to 
emaciation  and  death  from  exhaustion  or  intestinal  haemorrhage  in  a  few 
weeks  or  months. 

The  ascending  colon  can  be  felt  as  a  sausage-shaped  tumour  in  acute,  subacute, 
and  chronic  ileocaecal  and  ileocolic  iniussuscepHon :  at  first  in  the  right  flank, 
then  extending  across  the  abdomen  above  the  umbilicus,  and  finally  down  the 
left  flank  and  into  the  pelvis.  The  chief  symptoms  are  spasmodic  abdominal 
pain,  vomiting,  the  passage  of  blood  and  mucus  by  the  rectum,  and  tenesmus  ; 
the  palpability  and  consistency  of  the  elongated  tumour  vary  according  to 
the  degree  of  muscular  spasm  in  it. 

(c).  The  small  inUsHne  is  but  rarely  the  cause  of  abdominal  swelling  in  this 
region,  excepting  when  it  becomes  the  seat  of  enteric  intussusception  (see  (6) 
above). 

(d).  Tumours  in  connection  with  the  right  kidney  and  suprarenal  body  usually 
make  their  first  appearance  deep  down  in  this  region,  having  the  ascending 
colon  and  small  intestine  in  front  of  them.  They  can  be  lifted  forwards  en 
masse  from  behind  by  a  hand  placed  at  the  back  of  the  loin.  For  their 
diagnosis  see  Kidney,  Enlargement  of. 

The  lower  pole  of  the  right  kidney  can  be  felt  in  normal  persons  on  deep 
abdominal  palpation  ;  but  when  the  kidney  is  abnormally  mobile,  the  whole  of 
it  may  be  felt,  and  in  rare  cases  it  may  be  found  in  any  of  the  adjoining  abdominal 
areas.  The  shape  and  consistency  of  the  movable  kidney  are  characteristic, 
and  the  patient  complains  of  a  peculiar  sickening  sensation  when  it  is  grasped 
bimanually  and  squeezed  ;  in  the  lesser  degrees  of  mobility  it  disappears  readily 
into  its  normal  position  under  cover  of  the  diaphragm,  and  ceases  to  be 
palpable  until  the  patient  drives  it  down  again  by  a  deep  inspiration.  As 
regards  its  diagnosis,  the  movable  right  kidney  will  hardly  be  mistaken  for 
anything  else  in  this  region  ;  on  the  other  hand,  Riedel's  lobe  of  the  liver,  the 
enlarged  gall-bladder,  faecal  accumulations  or  a  cancer  of  the  ascending  colon, 
and  omental  masses,  have  all  been  mistaken  for  it,  although  they  are  all 
superficial  to  the  kidney,  and  lie  in  contact  with  the  anterior  abdominal  waU. 
Other  wandering  tumours,  e.g.,  of  the  ovary,  Fallopian  tube,  mesentery,  hydatid 
disease,  may  give  rise  to  the  same  error  if  reniform. 

5.  The   Umbilical  Region, 

(a).  In  recent  years  examination  with  the  ;r-rays  after  a  bismuth-meal  has 
shown  that  the  stomach  is  a  far  more  mobile  organ  under  normal  circumstances 
than  was  previously  supposed,  and  that  in  health  its  lower  margin  often 
descends  even  below  the  level  of  the  umbilicus.  But  if  much  of  the 
stomach  habitually  occupies  the   umbilical  region,  \\.  va  -^ToXsaX^^  "Cw^  >X.  *>» 
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dilated  to  a  pathological  degree,  either  from  atony  or  from  pyloric  obstmctlOD 
(Fig.  190). 

(6).  Tumours  in  connection  with  the  transverse  colon  have  been  considered 
under  the  headings  I  (c)  and  4  {b)  above. 

(c).  Tumours  in  connection  with  the  omenlum  are  common  in  this  region - 
those  arising  (rom  the  small  intestine  are  rare.  Both  are  superficial,  and  their 
diagnosis  has  been  given  above  (see  2  [d]  ). 

"1  with  the  urachus,  which  runs  from 
isidered  below  (see  8  [c]  ). 

(«).  Swellings  arising  from  the 
duodenum,  kidneys,  suprarenaU, 
pancreas,  and  mesentery,  may  all 
present  themselves  in  the  deeper 
parts  of  the  umbilical  region, 
usually  as  more  or  less  fixed 
masses  arising  from  or  connected 
with  some  definite  part  of  the 
posterior  wail  of  the  abdomen. 
Their  diagnosis  will  depend 
mainly  upon  the  success  with 
which  the  origin  and  connections 
of  the  tumour  can  be  made  out  ; 
il  the  patient  is  fat,  or  if  relaxa- 
tion of  the  abdomen  cannot  be 
obtained,  palpation  while  a 
general  anatsthetic  is  given  may 
be  desirable.  Consideration  must 
also  be  given  to  any  general 
symptoms  the  patient  may 
present — such  as  may  point  to 
renal  calculus,  hydronephrosis, 
pancreatitis,  for  example. 

(/).  The  aorta  bifurcates  half 
an  inch  below  and  just  to  the 
left  of  the  umbilicus.  In  thin, 
nervous,  and  excited  patients, 
particularly  young  women,  great 
pulsation  of  the  aorta  can  often 
'"avTiT^  ^  f^'t  '"  ^''^  umbilical  and  lower 
(a  Surgtrf  iRatiicrfind  Motison).  epigastric  areas,  and  may  lead  to 

the  wrong  diagnosis  of  abdominal 
aneurysm.  Careful  examination  will  almost  always  show  that  this  pulsation  is 
no  more  than  a  throbbing,  an  up-and-down  movement  as  the  patient  lies,  and 
that  a  lateral  expansile  pulsation  is  lacking.  Aneurysm  of  the  abdominal 
aorta  is  very  rare ;  it  is  seen  in  patients  who  have  had  syphilis,  and  is 
commoner  in  men  than  in  women.  The  aneurysmal  sac  is  distinctly  larger 
than  the  normal  aorta,  and  presents  the  diagnostic  expansile  lateral  pulsation, 
when  grasped  between  the  fingers,  that  is  met  with  in  no  other  condition. 
These  abdominal  aneurysms  often  leak  into  the  retroperitoneal  tissues  :  and 
large  irregular  clots  of  blood,  weighing  several  pounds  and  of  the  most  varied 
extent  and  distribution,  may  form  gradually  in  the  flanks,  pelvis,  and  back  of 
the  abdomen  generally,  causing  the  patient  great  pain  and  rendering  him 
ansmic  and  breathless.  The  abdominal  aneurysm  also  causes  pain  and  stiffness 
in  the  back  by  eroding  the  bodiea  o(  the  vectebne  upon  which  it  presses. 
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signs  are  very  variable,  depending  on  the  extent  and  acuteness  of  tbe  process, 
the  degree  to  which  the  abdominal  wall  can  be  relaxed,  the  exact  position  of 
the  tumour — an  abscess  to  the  inner  side  of  and  behind  the  cascum  and  appendix 
may  lie  too  deeply  to  be  felt  per  abdomen.  The  rare  condition  of  sarcoma  ot 
lymphosarcoma  of  the  caecnm  cpay  be  associated  with  fever  ;  the  tumour  is 
soft,  and  the  diagnosis  of  some  chronic  inflammatory  condition  will  probably 
be  made.  A  c«ecal  carcinoma  is  usually  a  harder  mass  and  of  slower  growth ; 
it  tends  to  constrict  the  bowel,  with  the  result  that  fxcal  accumulation  occurs 
behind  it,  and  so  the  new  growth  may  tie  overlooked  when  the  hard  mass  of 
impacted  isEces  is  discovered.  The  diagnosis  oi  appendicular  abscess  has  been 
made  in  patients  with  movable  right  kidney  during  a  Dietl's  crisis  ;  fever  ia 
usually  absent  in  the  latter  ;  careful  examination  will  generally  show  that  the 
tumour  in  the  right  iliac  fossa  is  an  enlarged  and  movable  kidney,  and  a  history 
pointing  to  intermittent  hydronephrosis,  with  polyuria  after  the  acute  attacks, 
should  be  obtainable.  Inflammation  of  the  right  ovary  or  tube,  or  ovarian 
neuralgia  occurring  with  the  calamenia,  may  all  give  rise  to  symptoms  in  nervous 
patients  that  closely  simulate  those  of  appendicitis  ;  and  if  scybalaare  present 
in  the  ca^um,  and  are  vaguely  felt  as  a  tumour  through  the  rigid  abdominal 
wall,  the  mistaken  diagnosis  of  appendicitis  may  easily  be  made  ;  but  as  a  rule 
pelvic  symptoms  and  signs  will  be  found,  and  pain  be  felt  in  the  pelvic  region 
and  the  lower  part  of  the  back  ;  the  diagnosis  will  be  cleared  up  by  a  vaginal 
or  rectal  examination — which,  indeed,  should  never  be  omitted  when  there  ii 
any  doubt  as  to  the  exact  causation  of  an  inflammatory  swelling  in  the  iliac 
fossa — and  by  the  previous  history  of  the  case. 
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(b).  Inflammatory  swellings  and  abscesses  in  the  right  iliac  fossa  may  arise 
in  connection  with  psoas  absciss,  abscess  originating  in  the  sacro-iliac  joint,  hip- 
joint,  ox  ilium,  and  from  the  swelling  or  breaking  down  of  lymphatic  glands  (the 
external  iliac}  infected  from  some  perhaps  trivial  wound  in  the  leg  or  perineum. 
The  symptoms  of  bony  disease  about  the  hip  or  the  pelvic  girdle  will  be  present  ; 
the  leg  will  be  held  more  or  less  stiffly  in  some  abnormal  attitude  of  flexion  and 
inversion  to  relieve  the  pain,  and  movement  of  the  leg  will  be  painful.  Unless 
local  peritonitis  is  present,  there  will  be  noneof  the  special  symptoms  that  point 
to  appendicular  or  cscal  disease. 

8.  Hypogastric  Region. 

(a).   In  rare  instances,  tumours  arising  in  the  small  inttsHne,  and  more  often 
the  sausage-like  swelling  of  an  enteric  intussusception,  may  be  felt  in  the  hypo- 
gastric area  (see  4  (i) ).    Tumours  extending  into 
it  from  the  iliac  lossx  are  described  under  head- 
ings 7  above  and  9  below. 

(A).  In  infants,  the  bladder  reaches  half  way  to 
the  umbilicus  when  moderately  full,  and  does  not 
fall  below  the  pubic  symphysis  when  empty. 
In  the  adult,  the  distended  bladder  is  a  common 
hypogastric  sweUing,  particularly  in  females  with 
rttroverled  gravid  uterus  or  in  males  of  about 
sixty  with  enlargement  of  the  prostate  :  it  may 
reach  up  as  an  ovoid  elastic  mass  arising  from 
the  front  of  the  pelvis  almost  to  the  umbilicus 
under  conditions  that  are  in  no  way  pathological, 
as  well  aa  when  the  retention  is  due  to  some 
pathological  cause.  Such  a  distended  bladder 
(Fig.  191)  has  been  tapped  as  ascites,  operated  upon 
as  ovarian  or  urachal  cyst,  and  diagnosed  as  the 
pregnant  uterus  :  mistakes  that  are  not  hkely  to 
occur  if  these  possibthtiea  be  remembered,  and 
are  put  out  of  court  by  micturition  or  the  use  of 
a  catheter  before  the  diagnosis  is  made. 

(c).  The  urackus  is  a  fibrous  cord  running  in 
front  of  the  peritoneum  from  the  top  of  the 
bladder  to  the  umbilicus,  in  the  middle  line  ;  it 
represents  the  obhterated  distal  part  of  the  intra- 
abdominal portion  of  the  fretal  allantois.  It 
sometimes  becomes  the  seat  of  cyst-formation, 
more  often  in  women  than  in  men.  The  urachal 
cy^t  is  a  rounded  tumour  lying  between  the 
umbilicus  and  pubes,  soft  or  firm  according  to 
the  tension  of  its  contents  ;  it  may  produce  hypo- 
gastric pain.  It  must  be  distinguished  from 
encysted  tuberculous  peritonitis,  from  ovarian 
cystadenoma,  and  from  the  distended  bladder. 

id).  Abdominal  aweUings  arising  from  the  ufcrws, 
ovaries,  tubes,  and  uterine  ligaments  may  all  rise  up 
out  of  the  pelvis  and  present  themselves  as  swellings 
in  this  region,  and,  as  they  grow  larger,  may  spread  into  the  whole  or  any  part  ol 
the  abdomen.  While  they  are  comparatively  small  and  manifestly  ccnnected 
with  some  tntrapelvic  organ,  their  origin  is  not  difficult  to  determine ;  their 
diagnosis  is  considered  undel  Swiu-mo,  P&\.v\c.     But  when  they  have  grown 
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up  into  the  abdomen,  or  have  acquired  a  long  pedicle,  or  have  become  fixed  bjr 
adhesions  to  some  distant  part  of  the  abdominal  wall  or  to  some  other  viscns, 
perhaps  causing  it  to  become  inflamed  and  impairing  its  functional  activity, 
these  pelvic  tnmonis  may  give  lise  to  signs  and  symptoms  suggesting  any  disease 
rather  than  one  that  ia  pelvic,  and  the  tme  diagnosis  may  be  very  difficult  to 
make.    The  possibility  of  pregnancy  in  the  female  should  always  be  remembered. 


local  inflammation  and  the  general  febrile  disturbances.  Tbeie  is  one  form  of 
acute  abscess  that  may  not  be  obvious,  namely,  one  situated  in  the  upper 
part  of  the  axilla  and  covered  by  the  pectoral  muscles.  On  account  of  the 
distance  of  the  abscess  from  the  surface,  the  local  signs  of  inflammation  may 
not  be  great,  though  the  general  signs  are  marked.  There  will  be  great  dis- 
inclination to  move  the  arm  on  account  of  pain,  and  there  is  usually  some  cause, 
such  as  a  whitlow  on  the  finger,  to  account  for  the  trouble.  It  must  be  remem- 
bered, however,  that  the  abscess  may  be  "  residual  "  ;  that  is  to  say.  the  original 
source  ol  infection,  such  as  the  whitlow,  may  have  healed  completely  two, 
three,  or  even  more  weeks  before  the  a]iillary  abscess  declares  itself. 

Cbionle  or  TubcrenloilS  AbtMU  forms  a  single  fluctuating  swelling  which, 
it  large,  may  extend  upwards  under  the  pectoralis  major.  Owing  to  the  fact 
that  few,  if  any,  of  the  local  signs  of  inflammation  may  be  present,  difficulty 
arises  in  distinguishing  this  form  of  abscess  from  a  soft  lipoma.  The  duration 
and  the  rapidity  of  growth  of  the  swelling  are  a  good  guide,  for  though  the 
duration  of  a  chronic  abscess  may  run  into  months,  it  does  not  exist  for  years 
as  does  a  lipoma. 

EnlargemeDt  of  thi  Lymphitle  Glandi.^Next,  supposing  that  examination 
proves  that  the  swelling  is  not  an  abscess,  attention  should  be  directed  to  ascer- 
tain whether  it  is  glandular,  and  it  is  therefore  necessary  to  recall  the  anatomical 
position  of  the  glands.  The  axillary  lymphatic  glands  are  ten  to  twelve  in 
number,  and  are  arranged  in  three  sets.  One  chain  surrounds  the  axillary 
vessels  and  receives  the  lymphatics  from  the  arm  ;  a  small  chain  runs  along  the 
lower  border  of  the  pectoralis  major  as  far  as  the  mammary  gland,  receivini^ 
the  lymphatics  from  the  front  ol  the  chest  and  tbe  \«ea.a\.-,  \\ie  \\ai4  t;Mii.-&Sa 
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placed  along  the  lower  margin  of  the  posterior  wall  to  receive  lymphatics  from 
the  integuments  of  the  back. 

If  the  glands  are  affected  in  any  way,  all  need  not  necessarily  be  enlarged, 
but  it  would  be  extremely  unusual  if  only  one  were  picked  out,  and  commonly 
two  or  three,  or  one  entire  group  are  found  enlarged.  Therefore,  axillary 
swellings  due  to  glandular  enlargement  are  almost  always  multiple,  and  are 
situated  in  that  part  of  the  axilla  where  glands  are  normally  present.  This 
may  not  be  quite  accurate  when  much  inflammation  has  occurred  around  the 
glands  and  they  are  matted  together,  as  happens  with  tuberculous  infection  ; 
but  even  then  the  mass  may  be  felt  to  be  made  up  of  many  glands. 

For  the  differential  diagnosis  of  glandular  swellings,  see  Lymphatic  Gland 
Enlargement. 

Primary  Tumours  of  the  Axilla  are  distinctly  rare. 

Lipoma  is  the  most  common.  It  may  attain  a  large  size  in  this  situation, 
and  extend  up  under  the  pectoral  muscles.  It  should  be  diagnosed  by  its  long 
history,  slow  growth,  definite  outline,  and  free  mobility.  When  very  soft,  the 
tumour  may  give  the  feeling  of  fluctuation,  and  so  be  mistaken  for  a  chronic 
tuberculous  abscess. 

Cystic  Hygroma  of  the  axilla  is  very  rare.  It  is  usually  congenital.  It  forms 
a  soft,  fluctuating,  painless  swelling,  which  sometimes  grows  rapidly.  It  may 
easily  be  mistaken  for  a  lipoma. 

Primary  Malignant  Tumours  may  arise,  but  are  of  extreme  rarity. 

Aneurysm  of  the  Axillary  Artery  does  occur,  but  is  uncommon.  It  is  easily 
recognized,  because  it  is  comparatively  superficial  and  it  gives  an  expansile 
pulsation,  synchronous  with  the  heart's  beat ;  the  veins  of  the  forearm  may 
be  distended  on  account  of  pressure  on  the  axillary  vein,  and  the  radial  pulse 
on  the  affected  side  is  diminished  in  size  and  delayed.  There  may  be  a  definite 
history  of  local  injury,  or  in  cases  of  apparently  spontaneous  aneurysm,  there 
*m^y  be  signs  or  symptoms  of  f ungating  endocarditis.  George  E.  Cask. 

S¥nBLLING,  FEMORAL. — By  the  femoral  region  is  meant  Scarpa's  triangle. 
It  is  very  easy  to  define  on  paper  what  is  a  femoral  swelling,  but  in  a  fat  patient 
it  may  be  very  difficult.  The  two  great  landmarks  which,  with  care,  can  always 
be  made  out,  however  fat  the  patient,  are  the  spine  of  the  pubes  and  the  anterior 
superior  spine  of  the  iUum  ;  a  Une  joining  these  two  points  and  curving  shghtly 
downwards  separates  the  inguinal  from  the  femoral  region,  and  indicates 
Poupart's  ligament.  Mistakes  are  often  made,  especially  in  fat  people,  because 
a  horizontal  crease  in  the  thigh  which  Ues  below — sometimes  as  much  as  two 
inches  below — ^is  mistaken  for  the  ligament. 

The  first  point  in  making  the  diagnosis  is  to  decide  definitely  that  the  swelling 
is  femoral,  and  then  to  decide  its  nature. 

It  may  be  obvious  at  once  what  the  swelling  is :  for  instance,  a  well-marked 
acute  abscess,  with  redness  and  oedema  of  the  skin  and  an  undoubted  source 
of  infection,  such  as  a  sore  toe ;  or,  a  rare  occurrence,  an  aneurysm  of  the 
femoral  artery,  showing  marked  expansile  pulsation. 

Supposing,  however,  the  signs  are  not  so  clear,  the  various  conditions  may  be 
classed  broadly  under  two  heads :  (i)  Swellings  that  are  reducible  and  give  an 
impulse  on  coughing  ;  (2)  Swellings  that  are  irreducible  and  do  not  give  an  impulse 
on  coughing. 

Reducible  SwelUngs  with  an  Impulse  are:  (a)  Femoral  hernia— reducible  ; 
(b)  Saphena  varix  ;   (c)  Psoas  abscess. 

All  these  three  conditions  give  an  impulse  on  coughing ;  they  all  are,  or  may 
be,  reducible  on  pressure ;  they  all  may  disappear  on  lying  down  and  reappear 
on  standing.     How  then  is  one  to  distinguish  between  them  ? 


though,  owing  to  the  persistence  ol  valves,  none  may  show  between  the  knee 
and  Scarpa's  triangle. 

(c).  Psoas  Abictis. — The  need  to  differentiate  between  this  and  the  two  con- 
ditions above  mentioned  only  existswben  the  abscess  has  extended  from  the  iliac 
region,  has  passed  under  Poupart's  ligament  and  the  femoral  vessels,  and  is 
pointing  in  the  inner  part  of  Scarpa's  triangle.  As  before,  there  is  an  impulse  on 
coughing  and  the  swelling  is  reducible ;  but  another  swelling  is  to  be  foand 
above  Poupart's  ligament,  and  fluctuation  is  to  be  obtained  between  the  two. 
Conclosive  proof  can  be  found  by  an  examination  a!  the  bade.  This  should 
be  made  with  the  patient  standing  and  the  whole  length  of  the  back  and  the 
hips  exposed.  An  undoubted  angular  kyphotic  curve  may  be  seen  at  once, 
or,  if  that  is  not  prtsent,  there  may  be  marked  rigidity  and  impaired  movement, 
denoting  some  disease  on  the  anterior  surfaces  of  the  bodies  of  the  vertebrae. 

Irrednelbl*  SwalBngi  without  Impuba  :  (u)  Femoral  hernia  —  irreducible  ; 
(6)  Lymphatic  glands — inflammatory  or  mahgnant ;  (c)  Primary  tumotirs — 
lipoma,  fibroma,  sarcoma  ;  (d)  Ectopic  testis. 

(a).  Femoral  Hernia. — The  irreducibility  may  be  accounted  for  in  four 
ways  :  (i)  Strangulation ;  (ii)  A  piece  of  omentum  adherent  to  and  plugging 
the  neck  ;  (iii)  An  empty  sac,  but  a  mass  of  extraperitoneal  fat  round  the  sac : 
(iv)  A  hydrocele  of  the  sac. 

II  strangulation  has  occurred,  there  will  be  the  signs  of  intestinal  obstmulioDi 
viz.,  vomiting  and  constipation.  It  must  be  remembered  that  the  swelling 
may  be  but  a  small  one,  and  when  the  patient  is  very  fat  it  may  be  missed. 

It  is  usual  to  find  around  the  sac  of  a  femoral  hernia  a  quantity  of  extra- 
peritoneal  fat,  even  in  a  thin  person,  and  it  is  quite  impossible  to  say  withe 
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dissection  whether  the  swelling  is  due  to  a  plug  of  omentum  inside  the  sac  or 
to  a  collection  of  fat  outside  it. 

A  hydrocele  may  be  formed  as  a  result  of  a  long-standing  hernia  into  which 
there  has  been  no  descent  of  bowel  or  omentum,  and  in  which  the  communication 
with  the  general  peritoneal  cavity  has  become  constricted  or  closed.  The  sac 
then  may  become  cystic  and  filled  with  fluid.  The  feeling  of  fluctuation  can 
now  be  obtained  in  the  swelling,  though  it  is  often  only  on  dissection  that  the 
exact  nature  of  the  condition  is  revealed. 

It  is  to  be  noticed  that  in  all  cases  of  hernia  the  swelling  is  single,  and  that 
though  it  may  be  movable  in  some  directions,  it  is  always  tied  down  by  its  neck 
to  the  aperture  of  the  femoral  canal. 

(6).  Enlarged  Glands  may  be :  (i)  Inflammatory  ;  (ii)  Malignant — secondary. 

Inflammatory  Glands. — ^The  glands  may  be  acutely  inflamed  as  the  result  of 
an  infection  from  some  part  of  the  Umb ;  all  the  signs  of  inflammation  and 
perhaps  abscess  may  be  present,  and  the  diagnosis  is  obvious.  Chronically 
inflamed  glands  are  very  different,  and  it  may  be  exceedingly  hard  to  diflerentiate 
them  from  a  small  irreducible  femoral  hernia.  The  whole  limb  is  to  be  examined 
to  see  whether  there  is  any  possible  source  of  infection,  and  the  whole  i>atient 
to  see  whether  there  is  a  general  enlargement  of  the  glands,  as  in  lymphadenoma. 
The  chief  distinguishing  feature  between  the  two  conditions  is  that  femoral 
hernia  forms  only  one  swelling,  whilst  it  is  very  rare  for  only  one  gland  in 
its  group  to  be  picked  out  by  an  infecting  agent,  and  not  the  others.  There- 
fore, if  there  is  more  than  one  swelling  the  chances  are  that  these  are  glands. 
Perchance  both  conditions  are  present,  a  femoral  hernia  and  enlarged  glands : 
a  very  difficult  combination  unless  the  femoral  hernia  happens  to  be  reducible 
or  gives  an  impulse  on  coughing.  In  such  a  case  an  attempt  should  be  made 
to  feel  the  neck  of  the  sac  running  up  to  the  femoral  canal. 

Malignant  Glands. — ^To  account  for  these  there  will  be  a  primary  growth  in 
some  part  of  the  limb,  e.g.,  a  melanotic  sarcoma  or  an  epithelioma  of  the  skin 
or  penis,  or  a  sarcoma  of  bone. 

(c).  Primary  New  Growths  are  rare  in  this  situation.  They  may  be  lipoma, 
fibroma,  or  sarcoma.  The  innocent  tumours  are  noted  for  their  free  mobility 
in  all  directions.  A  primary  sarcoma  is  diagnosed  rather  by  exclusion  and  by 
its  malignant  characteristics. 

(d).  Ectopic  Testis. — One  of  the  places  into  which  a  testis  may  be  drawn  abnor- 
mally is  Scarpa's  triangle,  which  it  reaches  by  passing  over  Poupart's  Ugament. 
The  facts  that  the  swelUng  has  the  shape  of  the  testis,  though  generally  smaller 
than  normal,  and  that  the  corresponding  half  of  the  scrotum  is  empty,  make 
the  diagnosis  easy. 

Mention  may  be  made  here  of  those  swellings  which  are  neither  truly  femoral 
nor  truly  inguinal,  but  betwixt  and  between,  and  bulge  Poupart's  ligament 
forwards.  They  are  generally  deep,  and  on  that  account  obscure.  Tl\ey  may 
be  due  to  : — 

1.  Distention  of  the  hip  joint,  as  in  tuberculous  disease  of  the  hip. 

2.  Distention  of  the  bursa  between  the  tendon  of  the  ilio-psoas  muscle  and 
the  capsule  of  the  hip  joint.  If  large,  the  swelling  may  be  quadrilateral  in 
shape,  and  owing  to  its  sensitiveness  to  pressure  the  leg  is  kept  in  the  position 
of  greatest  case,  i.e.,  slightly  flexed,  abducted,  and  externally  rotated.  It  is 
often  difficult  to  distinguish  from  psoas  abscess  or  from  distention  of  the 
hip  joint,  with  which,  indeed,  it  often  communicates.  Diagnosis  may  be  aide^ 
by  puncturing  the  sweUing  with  an  aspirating  needle. 

3.  Osteophytic  outgrowths  from  the  acetabulum  in  osteo-arthritis  of  the 
hip  joint. 

4.  A  parametric  abscess.  George  E.  Gash, 
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m). — For  general  method  of  examina- 

OSSA  (RlSHT). 

otbuOt  pnwBt  In  tin  httt  Uu  Fuia. 

QOnnally.  It  becomes  palpable  as  a 
«s  or  thickened,  as  it  may  be,  in  chronic 
)n  of  the  colon. 

le  rectum,  the  sigmoid  colon  is  the  most 
f  of  the  scirrhous  or  ring  type,  no  lump 
X  discovered  until  intestinal  obstruction 
bowel  widely,  and  e^>ecially  when  the 
ition,  a  swelling  forms  which  is  most 
r  the  bowels  have  been  well  cleared  by 
igmoid  flexure  of  a  middle-aged  patient, 
arcinoma,  and  whether  there  are  other 
Id  be  made  sure  by  actual  inspection  of 
osGope,  or  even  through  an  abdominal 

g  a  chain  roand  the  external 
ic  infection,  which  has  spread 
iiy  deposit  of  some  mahgnant 
[enitals,  or  the  pelvis.  The 
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im  above,  extending  upwards 

if  much  enlai^ed,  may  reach 

d  by  its  rounded  margin,  and 

the  notch  on  the  inner  edge.     (See  Splein,  Enlargement  of  the.)     A  kidney, 

if  freely  movable,  may  be  displaced  as  far  as  the  pelvis  ;    on  rare  occasions  it 

becomes  fixed  there  by  inflammation. 

For  swellings  extending  up  from  the  pelvis  and  those  pushing  up  from 
behind,  compare  article  on  Swelling  in  the  Iliac  Fossa  (Right)  ;  they  are 
the  same  on  each  side.  George  E.Gask. 

SWELUNO  IN  THE   lUAC   FOSSA  (RIGHT) It  is  not  always  easy  to  say 

whether  there  is"or  is  not  a  definite  swelling  in  the  right  iliac  fossa,  for  it  may  be 
only  small  and  deep,  or  be  masked  by  abdominal  rigidity  or  fat.  In  all  cases  a 
careful  inspection  of  the  abdomen  is  first  to  be  made,  the  patient  lying  on  the 
back  with  the  whole  of  the  abdomen  and  the  lower  thorax  exposed.  Most 
mistakes  result  from  want  of  a  complete  examination,  which  cannot  be  made 
through  a  tiny  gap  in  the  clothes.  Before  e('en  touching  the  abdomen,  much 
may  be  made  out  by  the  use  of  the  eyes,  and  the  points  to  observe  are  : — 

I.  The  presence  or  absence  of  an  obvious  tumour. 

I.  Whether  the  abdominal  muscles  move  ireely. 

3.  The  conformation,  etc.,  of  the  tumour,  sl.ould  one  be  present,  and  whether 
it  moves  on  respiration. 

Palpation  is  then  to  be  employed,  and  this  method  will  go  a  long  way  10  eluci- 
date the  complaint,  for  it  will  at  once  be  recognized  whether  there  is  a  well- 
.  defined  swelling,  such  as  a  carcinoma  of  the  caecum  ;  or  an  indefinite  swelling, 
such  as  is  common  in  appendicitis. 

It  must  be  remembered  that  distention  with  wind  may  cause  a  considerable 
swelhng,  as  will  also  an  accumulation  of  fxces ;  but  any  doubt  existing  m"' 
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readily  be  cleared  up  by  the  administration  of  an  enema.  If  the  swelling  persists, 
the  questions  that  arise  are  :  is  it  connected  with  one  of  the  structures  normally 
present  in  the  right  iliac  fossa,  e.g.  the  caicum,  appendix,  or  mesentery,  or  is  it 
springing  from  the  bone  ;  or,  again,  is  it  arising  from  some  organ  invading  this 
space ;  for  instance,  one  of  the  pelvic  viscera,  or  some  structure  displaced  down- 
wards, as  the  gall-bladder,  stomach,  or  kidney  ? 

A. — Swellings  Connected  with  Structures  Normally  Present 

IN  THE  Right  Iliac  Fossa. 

The  Appendix. — Appendicitis  is  so  common  that  it  is  put  first.  Most  well- 
marked  attacks  of  appendicitis  are  associated  at  some  period  with  a  swelling, 
though  in  the  acutest  and  gravest  forms  the  latter  may  be  absent.  The  appendix 
itself,  even  if  swollen  and  thickened,  can  rarely  be  felt  by  palpating  the  abdomen, 
and  the  swelling  may  be  due  to  one  of  two  causes — paralytic  distention  of  the 
caecum,  or  the  formation  of  an  abscess. 

The  chief  indications  of  appendicitis  are  :  pain,  tenderness,  and  swelling  in 
the  right  iliac  fossa,  associated  with  a  furred  tongue,  vomiting,  constipation,  an 
increase  of  the  pulse-rate,  and  a  rise  of  temperature.  Usually  there  is  also 
diminished  muscular  movement  in  the  lower  part,  or  it  may  be  over  the  whole, 
of  the  abdomen.  Any  movement  is  painful,  and  in  order  to  relax  the  tension 
the  patient  Ues  with  the  right  leg  drawn  up.  A  rectal  examination  should  be 
made,  for  a  bulging  abscess  may  be  felt  by  this  route.  Micturition  is 
frequently  abnormal,  with  a  tendency  to  be  either  painful  or  unduly  frequent. 
A  leucocyte  count  is  of  great  service,  for  in  almost  every  case  of  acute  appendi- 
citis the  number  of  white  cells  is  increased. 

Tuberculosis  of  the  CtBCum  or  of  the  Lymphatic  Glands  In  the  neighbourhood  of 
the  ClBCum. — This  is  not  nearly  so  common  as  appendicitis,  but  is  not  so  rare 
as  is  often  imagined,  and  when  it  does  occur  it  is  frequently  mistaken  for 
appendicitis  ;  it  may  be  only  after  the  abdomen  has  been  opened  that  the 
mistake  is  diiscovered.  The  glands  become  enlarged  and  painful,  and  there 
may  be  some  local  peritonitis  over  them  which  makes  the  diagnosis  very  difficult. 
Usually  there  is  some  other  tuberculous  focus  about  the  patient,  especially  in 
the  lungs,  which  should  be  examined  with  particular  care,  the  ;r-rays  and 
sputum  analyses  not  being  omitted  in  cases  of  doubt.  If  doubt  exists  recourse 
may  be  had  to  a  diagnostic  injection  of  Koch's  old  tubercuUn,  and  the  opsonic 
index  may  be  taken  both  before  and  after  abdominal  massage.  Von  Pirquet's 
test  is  not  very  trustworthy. 

Actinomycosis  starting  in  the  csecum  and  appendix  is  another  inflammatory 
condition  which  may  cause  a  swelUng  and  give  the  signs  of  a  chronic  abscess. 
The  diagnosis  can  only  be  made  with  certainty  by  an  incision,  and  the  finding  in 
the  pus  of  the  characteristic  yellowish  granules  (occasionally  black — ^the  gun- 
powder variety),  and  the  recognition  under  the  microscope  that  these  granules 
are  formed  of  a  Gram-staining  streptothrix  {Plate  XII,  Fig.  S). 

Carcinoma  of  the  Cacum  gives  rise  to  a  swelling  which  occasions  few  symptoms, 
unless  the  passage  of  fseces  is  affected  and  intestinal  obstruction  results.  It  is 
important,  however,  from  the  point  of  view  of  treatment  that  an  early  diagnosis 
be  made.  The  presence  of  a  non-inflammatory  swelling  of  long  standing  in  the 
right  iUac  fossa,  with  a  history  of  wasting,  is  very  suggestive  of  a  carcinoma,  and 
early  recourse  should  be  had  to  the  only  sure  diagnostic  method,  namely,  laparo- 
tomy.    Very  rarely  is  there  passage  of  blood  or  mucus  by  the  bowel  to  help  one. 

Intussusception  usually  occurs  in  children,  especially  during  the  latter  half 
of  the  first  year  of  Ufe,  and  its  presence  is  indicated  by  the  signs  of  intestinal 
obstruction,  namely,  vomiting  and  constipation,  and  by  the  passage  of  blood 
and  mucus  by  the  rectum.     The  intussuscepted  portion  may  be  palpable,  and 
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in  some  ca^s  it  lies  in  the  right  iliac  fossa,  though  mora  Ircquently  in  the 
right  hypochondrium.  Chronic  iatussusception  may  also  cause  a  swelling  which 
generally  baffles  diagoo^a,  and  is  commonly  mistakeu  for  an  enlarged  kidney. 


between  an  inflamed  appendix  and  an  enlarged  and  tender  ovary,  particularly 
when  the  attacks  of  pain  are  coincident  with  the  menstrual  periods.  These 
generally  turn  out  to  be  due  to  the  appendix,  though  both  may  be  implicated, 
the  appendix  having  become  adherent  to  the  ovary  or  tube. 

Pyosalpinx  is  easily  confused  with  appendix  abscess  ;  the  fact  that  it  is 
associated  with  vaginal  discharge,  or  is  subsequent  to  parturition,  puts  one 
on  the  right  track.     Vaginal  examination  is  essential  in  these  cases. 

Swtlllngs  pushing  torwud  troro  behind. 

These  may  be  solid,  such  as  iotcoma  or  ckotidroma  of  the  pelvic  bones.  Here 
the  tumour  wUl  be  immovable  apart  from  the  pelvis,  and  a  skiagram  makes 
the  condition  clear.  If  the  swelling  is  fluid  it  may  depend  on  suppurative 
osUomyelilis  of  the  ilium  ;  or  on  a  tuberculous  aflcction  of  the  ilium,  either 
primary,  or  secondary  to  hip-joint  disease ;  or  on  tuberculosis,  necrosis  or 
suppuralion  of  the  lutnbar  vertebra. 

If  the  swelling  cannot  be  attributed  to  any  tff  the  causes  mentioned  above, 
it  is  to  t>e  remembered  that  a  wandering  organ,  such  as  a  spleen  or  kidney,  may 
find  its  way  into  the  right  iliac  iossa.  George  E.  Gask. 

SWELLIHO,  INOUIHAL  —  A  variety  of  swellings  may  appear  in  the  groin, 
and  be  very  difficult  to  differentiate.  The  following  are  some  of  the  most 
important: — (1)  Enlarged  glands  :  (a)  inguinal  ;  (6)  lemoral  ;  (c|  iliac. 
(2)  Abscess,  acute  or  chronic.  (3)  Hernia  :  (a)  inguinal  ;  (6)  lemoral  ; 
(c)  obturator.  (41  Retained  testicle.  {5)  Hydrocele.  (6}  Tumours  0/  the  cord  or 
round  ligament.  (7)  Atuttrysm  and  other  vascular  swellings.  (S)  New  growths. 
(9)  Distended  psoas  bursa  and  other  cysts. 

I.  Enlirgad  Gluids.— There  are  two  chief  groups  of  glands  in  the  groin.     T 
D  47 
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most  commonly  affected  are  the  inguinal,  which  lie  in  the  subcutaneous  tissues 
about  Poupart's  ligament,  and  drain  the  external  genitals,  the  anus,  the 
umbilicus,  the  lower  parts  of  the  abdomen  and  back,  the  buttock  and  the  upper 
third  of  the  thigh.  The  femoral  glands  rest  below  the  saphenous  opening  and 
drain  the  lower  limb  below  the  upper  third  of  the  thigh.  It  must  be  remem- 
bered, however,  that  the  lymphatic  drainage  is  somewhat  erratic,  so  that  a  sore 
toe  may  sometimes  induce  enlargement  of  an  inguinal  gland  only.  The  iliac 
glands  drain  the  inguinal  and  femoral  set,  and  consequently  often  enlarge 
secondarily  to  these  ;  but  they  also  communicate  freely  with  the  abdominal 
lymphatics  and  may  become  infected  from  them. 

Enlarged  glands  in  the  groin  are  nearly  always  multiple,  and  usually  sub- 
cutaneous, so  that  they  are  easy  to  recognize  as  glands  ;  but  a  solitary  one 
adherent  to  the  saphenous  opening  may  be  almost  impossible  to  distinguish 
from  an  irreducible  omental  femoral  hernia  or  a  hydrocele  of  a  hernia  sac. 

The  iliac  glands  just  above  Poupart's  hgament  are  more  difficult  to  palpate, 
because  they  lie  deep  to  the  abdominal  muscles,  but  their  enlargement  is 
generally  secondary  to  disease  of  the  superficial  glands,  and  this  often  gives 
the  key  to  the  diagnosis  of  an  obscure  sweUing  in  this  region. 

Some  Causes  of  Enlargement  of  the  Groin  Glands. — (a)  Mechanical  or  chemical 
irritation  ;  (h)  Septic  infection,  ioc  instance,  from  genital  sores  or  from  sores  on 
the  toes  or  legs ;  (c)  Tubercle  ;  (d)  Syphihs ;  (e)  Other  specific  diseases,  such 
as  rubella  and  bubonic  plague  ;  (/)  Lymphadenoma ;  (g)  Lymphatic  leuksemia ; 
(h)  Malignant  diseases  :  secondary  carcinoma  ;   secondary  or  primary  sarcoma. 

(a).  The  glands  become  slightly  enlarged  and  tender  as  a  result  of  the 
mechanical  irritation  of  a  truss,  and  more  frequently  the  bites  of  parasites  such 
as  the  Pediculus  pubis.  The  glands  generally  remain  movable,  and  they  rarely 
suppurate. 

(6).  Septic  infection  may  follow  insect  bites  ;  but  more  commonly  a  septic 
sore  or  recent  scar  can  be  discovered  upon  examination  of  the  area  drained  by 
the  glands.  Septic  glands  either  soon  subside  or  cease  to  be  tender  after  the 
removal  of  the  source  of  infection,  or  they  enlarge  rapidly,  become  adherent,  and 
suppurate  within  three  or  four  weeks  of  their  first  enlargement. 

(c).  This,  and  the  amount  of  inflammation  of  the  skin  over  them,  distinguish 
septic  from  tuberculous  glands  which  do  not  suppurate  for  some  months,  and 
then  with  but  little  inflammatory  reaction.  Epitheliomatous  glands  may 
suppurate  towards  the  end. 

(<Q.  The  true  syphilitic  gland  is  hard,  movable,  and  only  moderately  enlarged, 
and  the  existence  of  the  indurated  chancre  usually  makes  the  diagnosis  easy. 
The  Spirochata  pallida  may  be  detected,  or  Wassermann's  serum  test  may 
be  positive  ;  but  a  negative  reaction  is  not  conclusive. 

It  must  not  be  forgotten  that,  as  an  apparently  soft  sore  (septic)  may  later 
become  hard  and  definitely  syphihtic,  therefore  suppuration  of  a  bubo  does  not 
disprove  syphilitic  infection.  Instances  of  mixed  infection  by  sepsis  and  syphilis 
are  fairly  common. 

(/).  In  lymphadenoma  the  groin  glands  are  rarely  affected  alone,  and  the 
smooth,  soft  enlargement  of  many  glands  without  signs  of  inflammation, 
associated  with  increasing  anaemia  and  intermittent  pyrexia,  makes  the  diagnosis 
fairly  easy.     The  spleen  may  be  affected  at  the  same  time. 

ig).  Blood  examination  will  give  pathognomonic  results  in  cases  of  IvTnphatic 
leukaemia. 

(A).  Malignant  disease  of  the  groin  glands  is  nearly  always  epitheliomatous, 
and  secondary  to  a  primary  epithelioma  of  the  skin  or  mucous  membrane  in 
the  area  drained  by  the  glands.  The  primary  growth,  especially  at  the  anus, 
may  be  very  small,  and  the  patient  may  be  unaware  of  its  existence.     The  other 
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main  points  in  distinguishing  epitheliomatous  glands  are  their  exceeding 
hardness  ;  their  progressive  but  slow  growth  ;  their  early  adhesion  to  the  deep 
fascia  and  sldn  ;  and  the  amount  of  pain  which  they  give  rise  to  without  signs 
of  inflammation.  Late-in  the  disease  they  may  suppurate  or  slough,  with  severe 
hemorrhage. 

Sarcoma  of  the  groin  glands  is  rare  ;  it  may  be  primary  or  secondary.  Usually 
these  are  not  the  only  glands  afiected.  They  grow  with  great  rapidity  and  remain 
smooth  and  fairly  soft  until  they  attain  a  great  size,  when  they  may  fungate 
through  the  skin.  They  are  distinguished  from  lymphadenoma  by  their  very 
rapid  growth  and  the  absence  of  pallor  until  late  in  the  disease.  Melanotic 
growths  of  the  skin  give  rise  to  rapidly  growing  smooth  glands,  whose  pigment 
may  be  visible  through  the  skin.  The  primary  growth  or  ulceration  in  connec- 
tion with  the  skin,  particularly  of  a  toe,  may  not  show  pigmentation,  and  its 
serious  import  may  thus  be  overlooked. 

2.  AImmM. — (a.)  Aeult.  The  only  common  cause  of  acute  abscess  in  the 
groio  is  suppuration  of  the  glands,  and  a  search  must  always  be  made  for  a 
primary  source  of  infection,  especially  about  the  genitals.  A  hernia  may 
occasionally  snppnrate,  and  an  appendicular  abscess  may  point  just  above 
Poupart's  ligament ;   but  there 

of  appendicitis,  and  the  pus 
products  of  the  BacUlus  coU  co 
glands  may  become  acutely  in< 
(b).  Chronic  i^>scass  here  maj 
disease,  or  it  may  arise  from 
Psoas  abscess,  due  to  caries  o 
the  loin  to  the  groin,  and  often 
external  to  the  femoral  vessel 
and  often  deformity  of  the  lu 

not  extend  up  into  the  loin,  and  is  placed  further  out  than  psoas  abscess.  More- 
over, there  may  be  pain  and  tenderness  over  the  sacro-itiac  joint,  and  a  limping 
gait.  In  hip  disease,  especially  in  children,  the  floor  of  the  acetabulum  may 
give  way,  and  an  abscess  may  thus  enter  the  true  pelvis,  whence  it  often  ascends 
and  becomes  palpable  above  Poupart's  ligament.  The  diagnosis  of  the  cause 
is  easy  from  the  well-marked  signs  of  hip  disease. 

3.  HernlR.^In  examining  swellings  in  the  groin,  hernia  must  always  be 
considered.  Three  chief  varieties  occur  here  :  inguinal,  femoral,  and  very  rarely 
obturator  hernia.  A  hernia  gives  an  impulse  on  coughing,  but  so  do  psoas 
abscess,  psoas  bursa,  and  a  saphena  varix.  All  these  may  also  be  reducible 
like  a  hernia.  A  psoas  abscess  presenting  below  Poupart's  ligament  has  been 
mistaken  for  a  femoral  hernia  ;  but  it  is  distinguished  by  its  position — external 
instead  of  internal  to  the  femoral  vessels.  Moreover,  it  is  dull  on  percussion, 
whereas  a  hernia  is  resonant  except  when  it  contains  omentum  alone.  Psoas 
bursa  is  also  placed  outside  the  vessels.  A  saphena  varix  has  often  been 
mistaken  for  femoral  hernia  ;  but  it  can  be  easily  distinguished  from  the  latter 
because  it  returns  after  complete  reduction,  even  though  the  finger  is  kept 
p         d  the  femoral  canal.     It  is  not  always  easy  to  distinguish  the 

hr  EC     h    h  occur  in  the  groin,  but  close  attention  to  the  following  points 

all  d             correct  diagnosis.     An  inguinal  hernia  is  both  seen  and  felt 

be  h         d  of    the  groin  and  above  Poupart's  ligament  ;    whereas    a 

m  h       a      ie  n  and  felt  to  be  below  the  fold  of  the  groin  and  belaw  Poupart's 

m  be  remembered  that  when  a  femoral  hernia  becomes  very 

g  d    oc         d.  it  generally  extends  upwards  and  inwards  over  Poupart's 

m  S   U     he  bulk  of  it  remains  below  the  fold  of  the  groin  in  the  upper 
par          he  thigh.     An  inguinal  hernia  often  extends  into  the  scrot 
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or  labium  ;  a  femoral  hernia  never  does  this.  The  neck  of  an  inguinoscrotal 
hernia  is  above  and  internal  to  the  spine  of  the  pubis,  whereas  the  neck  of  a 
femoral  hernia  is  below  and  external  to  this  bony  prominence.  Inguinal  hernia 
is  most  easily  reduced  by  pressure  directed  upwards,  backwards,  and  outwards, 
whereas  a  large  femoral  hernia  is  most  easily  reduced  by  pressure  directed  at 
first  backwards  and  downwards,  and  then  directly  upwards.  In  difficult  cases 
it  is  a  good  plan  to  reduce  the  hernia,  then  to  get  the  patient  to  stand  up,  while 
the  surgeon  makes  firm  pressure  over  the  internal  ring  and  asks  the  patient  to 
cough.  A  femoral  hernia  may  then  come  down,  but  not  an  inguinal.  Similarly, 
pressure  can  be  made  on  the  femoral  canal ;  this  prevents  the  retiun  of  a  femoral 
hernia,  so  that  if  it  now  comes  down  it  is  inguinal.  In  this  connection  it  may 
be  well  to  remember  that  femoral  hernia  is  rare  in  males,  and  also  in  all  females 
under  maturity.  The  prevalent  behef  that  femoral  hernia  is  more  common  than 
inguinal  in  grown-up  women  is  wrong,  the  latter  being  more  common  at  all 
ages  and  in  both  sexes.  It  is  excessively  difficult  to  differentiate  between  an 
irreducible  femoral  hernia  containing  omentum  and  an  enlarged  gland  at  the 
saphenous  opening  or  in  the  femoral  canal.  A  hydrocele  of  a  hernial  sac  gives 
rise  to  the  same  difficulty,  and  sometimes  an  exploration  becomes  necessary  on 
account  of  the  danger  of  overlooking  femoral  hernia,  and  the  risk  of  strangulation. 

The  diagnosis  between  femoral  and  obtmrator  hernia  is  not  very  difficult  ; 
it  is  far  more  common  to  overlook  an  obturator  hernia  altogether.  When  an 
external  swelling  is  caused  by  an  obturator  hernia,  it  is  placed  further  inwards, 
and  it  is  more  vague  than  a  femoral  hernia.  Moreover,  there  is  pain  shooting 
along  the  inner  side  of  the  thigh,  and  generally  the  signs  and  s>'Tnptoms  of 
strangulation.  Further,  a  tender  swelling  can  be  felt  at  the  obturator  foramen 
upon  vaginal  or  rectal  examination. 

The  two  chief  varieties  of  inguinal  hernia,  the  oblique  and  the  direct,  are 
usually  distinguished  quite  easily.  Direct  hernia  is  rare,  and  is  more  globular 
in  shape  than  the  indirect  or  oblique  hernia  ;  the  spermatic  cord  is  antero- 
external  to  it,  and  postero-internal  to  the  ordinary  oblique  hernia.  Direct 
hernia  is  placed  a  little  further  in  and  higher  up  than  the  obhque.  It  is 
generally  much  more  easily  reduced,  but  returns  again  with  striking  abruptness 
when  the  patient  coughs.  It  rarely  travels  into  the  scrotum,  and  it  is  uncommon 
before  the  age  of  thirty.  There  is  often  a  history  of  sudden  onset  after  some 
violent  straining  effort. 

4.  Retained  Testicle. — ^The  most  important  points  in  the  diagnosis  of  this 
condition  are  the  absence  of  the  organ  from  its  proper  place,  and  the  presence 
of  a  sweUing  about  the  inguinal  canal.  Occasionally,  the  testicle  may  be  mal- 
descended,  or  after  leaving  the  external  ring  may  have  found  its  way  into 
the  upper  and  inner  part  of  the  thigh,  where  it  simulates  a  femoral  hernia,  or 
into  the  perineum.  The  swelhng  in  the  groin  may  give  the  characteristic 
testicular  sensation,  or  the  condition  may  be  associated  with  attacks  of  pain 
which  have  been  mistaken  for  appendicitis  or  intestinal  cohc.  It  is  practically 
always  accompanied  by  actual  or  potential  hernia  into  the  tunica  vaginalis, 
which  is  in  direct  communication  with  the  abdominal  cavity. 

5.  Hydrocele. — The  neck  of  the  sac  of  either  a  femoral  or  an  inguinal  hernia 
may  become  obstructed,  and  a  hydrocele  of  the  sac  may  then  develop.  This 
may  become  inflamed  and  give  rise  to  considerable  difficulty  in  diagnosis. 
Strangulated  or  irreducible  omental  hernia  may  be  simulated,  and  sometimes 
an  exploration  is  the  only  way  of  settling  the  diagnosis.  It  is  more  easily 
distinguished  from  strangulated  hernia  containing  bowel,  because  it  is  dull  on 
percussion,  and  the  bowels  are  not  obstructed.  An  encysted  hydrocele  of  the 
cord  occupying  the  inguinal  canal  is  sometimes  difficult  to  distinguish  from 
inguinal  hernia  ;   but  it  is  not  completely  reducible,  and  it  is  dull  on  percussion. 
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It  is  not  granular  like  an  omental  hernia,  and  it  can  even  be, shown,  with  some 
difficulty,  to  be  translucent.     Like  a  hernia,  it  gives  an  impulse  on  coughing. 

6.  Tumoiin  of  the  Cord  or  Round  Ligtmont. — ^The  only  common  tumours 
of  these  structures  are  (a)  Lipoma  and  (6)  Fibro-myoma  of  the  round  ligament. 
The  former  is  so  soft  and  displaceable  that  it  gives  an  impulse  on  coughing. 
and  is  often  mistaken  for  an  omental  hernia,  especially  in  stout  patients.  The 
latter  is  hard  and  smooth,  somewhat  simulating  the  ovary  or  a  thick- walled 
hydrocele  of  the  canal  of  Nuck.  for  either  of  which  it  may  be  mistaken,  a  certain 
diagnosis  only  being  possible  by  exploration. 

7.  Aneurysm  and   other   VMonlar   SweDingf. — Aneurysm    of  the   external 
liac  artery  may  be  mistaken  for  a  vascular  sarcoma  arising  from  the  pelvis. 

It  can  generally  be  recognized  hy  the  classical  signs  of  aneurysm,  such  as 
expansile  pulsation,  bruit,  weakening  and  delay  of  the  corresponding  femoral 
pulse,  and  marked  reduction  of  the  size  of  the  swelling  as  a  result  of  pressure 
on  the  conmion  iliac  artery.     Saphenous  varix  has  been  referred  to  above. 

8.  New  Growths. — Sarcoma  of  the  pelvic  bones  or  of  the  soft  parts  in  this 
neighbourhood  is  hardly  altered  in  size  by  pressure  upon  the  common  ihac 
artery,  nor  does  it  give  such  a  loud  bruit  or  the  expansile  pulsation,  which  are 
characteristic  of  aneurysm.  The  ;r-rays  may  give  evidence  which  is  valuable 
in  distinguishing  aneurysm  from  sarcoma. 

9.  Distended  Psoas  Bursa  may  give  rise  to  pulsation  communicated  from  the 
external  iliac  artery.  On  careful  examination  it  can  be  distinguished  by  the 
absence  of  the  classical  signs  of  aneurysm  already  mentioned,  by  its  trans- 
lucency  and  irreducibiUty.  There  may  also  be  signs  of  bsteo-arthritis  of  the 
hip  joint.  R.  p.  Rowlands. 

SWELUNG,  IHGUINO-SCROTAL.— The  most  important  sweUings  which 
occupy  both  the  inguinal  and  scrotal  regions  are  : — (i)  Hernia  ;  (2)  Varicocele  ; 

(3)  New  growth  ;  (4)  Hydrocele  ;  (5)  Lymphangioma. 

Hernia  is  by  far  the  most  common,  and  when  it  is  reducible  there  is  very  little 
difficulty  in  the  diagnosis.  It  gives  the  characteristic  impulse  on  coughing, 
is  resonant  on  percussion,  and  when  it  contains  bowel  it  gurgles  on  reduction. 
When  it  contains  omentum  only,  the  diagnosis  is  more  difficult.  To  distinguish 
it  from  a  varicocele  it  is  only  necessary  to  reduce  the  swelling  and  then  to 
place  the  finger  firmly  upon  the  inguinal  canal ;  a  varicocele  returns  in  a  few 
seconds,  but  a  hernia  does  not.  Moreover,  an  omental  hernia  has  a  granular 
feel  which  distinguishes  it  from  varicocele.  An  irreducible  omental  hernia  is 
distinguished  from  varicocele  by  its  irreducibility  ;  but  it  may  be  confused 
with  a  very  rare  condition,  lymphangioma  of  the  cord.  An  irreducible  hernia 
may  be  confused  with  encysted  hydrocele  of  the  cord.  When  a  hernia  contains 
bowel  its  resonance  distinguishes  it ;  but  when  it  contains  omentum  there 
is  more  difficulty.  An  encysted  hydrocele  or  a  hydrocele  of  a  hernial  sac  is 
more  even  and  elastic  than  an  omental  hernia,  which  is  usually  nodular.  More- 
over, it  may  be  possible  to  show  that  a  hydrocele  is  translucent.  This  help 
is  not  available  when  the  cyst  is  deep  or  contains  blood,  which  it  occasionally 
does  as  the  result  of  injury  or  strangulation  of  the  omentum  at  the  neck  of 
the  hernial  sac.  A  strangulated  hernia  is  distinguished  from  an  inflamed 
hydrocele  by  the  greater  severity  of  the  vomiting  and  other  constitutional 
symptoms,  and  the  completeness  of  constipation.  Moreover,  as  stated  above,  a 
strangulated  hernia  containing  bowel  is  resonant  on  percussion.  Strangulated 
omentum  may  be  very  difficult  to  distinguish  from  an  inflamed  hydrocele  or 
a  hydrocele  of  a  hernial  sac,  especially  as  either  of  these  may  complicate  it.  In 
such  cases  an  exploration  is  the  final  appeal.  It  should  not  be  forgotten  th 
two  or  more  varieties  of  inguino-scrotal  swellings  may  co-exist.     For  insta 
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it  is  common  to  overlook  a  hernia  which  may  complicate  a  varicocele,  and  this 
is  especially  true  when  the  hernia  contains  only  omentum.  Again,  it  is  quite 
common  for  a  hydrocele  of  the  tunica  vaginalis  or  of  the  lower  part  of  the  cord, 
to  complicate  an  ordinary  omental  hernia.  In  such  a  case,  a  part  of  the  swelling 
may  be  reducible,  and,  unless  the  patient  is  examined  in  the  upright  position, 
the  upper  part  or  the  hernia  may  fail  to  appear  during  the  examination.  Again, 
the  bowel  may  be  reducible,  while  the  omentum,  being  adherent,  is  not  reducible, 
and  may  be  mistaken  for  an  encysted  hydrocele  of  the  cord.  It  is  very  important 
in  all  these  cases  to  examine  for  translucency. 

Growths  of  the  testicle  invading  the  inguinal  region  are,  as  a  rule,  easily 
diagnosed,  because  of  the  history  and  the  observed  course  of  the  disease,  and  the 
general  condition  of  the  patient  at  the  later  stages.  Growth  of  the  retained  testis 
may  give  rise  to  more  difficulty  ;  it  may  be  confounded  at  first  with  hydrocele  of 
the  tunica  vaginalis,  hydrocele  of  the  hernial  sac,  or  omental  hernia,  unless  care 
be  taken  to  ascertain  if  both  the  testicles  are  present  in  the  scrotum.  Torsion 
of  a  retained  testicle  with  strangulation  of  its  vessels,  has  sometimes  given  rise 
to  inguinal  or  inguino-scrotal  swelling  which  has  closely  simulated  strangulated 
hernia ;  but  although  there  may  be  much  abdominal  pain  and  local  tenderness, 
vomiting  is  rarely  so  severe  as  in  strangulated  hernia,  and  the  bowels  are  not 
really  obstructed.  Retained  testicle  is  dull  on  percussion,  and  thus  is  distin- 
guished from  strangulated  hernia  containing  bowel,  and  can  only  be  confused 
with  strangulation  of  the  omentum. 

The  oblique  hernia  is  the  only  common  one  to  reach  the  scrotum.  It  may 
be  acquired  or  congenital.  In  about  one-tenth  of  the  congenital  hernias  the 
bowel  and  the  testicle  are  in  the  same  peritoneal  sac  ;  in  the  great  majority-  of 
congenital  hernias  the  two  sacs  are  distinct,  the  testicle  lying  below  the  hernia. 
The  same  is  true  of  acquired  inguinal  hernia.  It  is  important  to  remember  that 
nearly  all  inguinal  herniae  descend  into  congenital  or  pre-formed  sacs,  and  this 
is  especially  true  of  hernias  appearing  apparently  for  the  first  time  in  young 
adults.  In  such  cases,  on  careful  inquiry,  it  may  be  found  that  a  hernia  existed 
and  was  apparently  cured  by  a  truss,  in  infancy.  Again,  it  may  be  learned  that 
the  hernia  reached  the  scrotum  on  its  first  descent,  whereas  acquired  inguinal 
hernia  very  gradually  develops  as  the  result  of  straining  in  men  past  middle  age. 
The  swelhng  at  first  appears  only  in  the  inguinal  region,  and  there  the  swelling 
increases  in  size,  and  extends  into  the  scrotum  only  after  some  months  or  years. 
Very  rarely,  a  direct  hernia  may  reach  the  scrotum  ;  it  is  distinguished  from 
obhque  hernia  by  the  fact  that  the  cord  is  antero-external  to  it,  instead  of 
postero-internal.  as  in  an  oblique  hernia.  It  may  be  possible  in  some  cases  to 
identify  the  contents  of  a  hernia.  Attention  has  been  drawn  above  to  the 
method  of  distinguishing  the  bowel  from  the  omentum.  Sometimes  the  appendix 
can  be  felt  distinctly,  especially  in  right-sided  hernia.  Occasionally  the  bladder 
may  be  identified,  as  in  Astley  Cooper's  classical  case.  When  the  patient  has 
apparently  emptied  the  bladder,  the  surgeon  reduces  the  hernia,  and  the  patient 
is  immediately  able  to  pass  more  water.  /?.  p,  Rowlands. 

SWELLING,  MAMMARY. — Method  of  Examination. — The  clothes  should  be 
removed  to  the  waist,  so  that  a  clear  view  of  both  breasts,  the  thorax,  axillas, 
and  supraclavicular  fossae  may  be  obtained.  Both  breasts  should  then  be 
looked  at  to  see  whether  there  is  any  obvious  enlargement  or  abnormality  such 
as  redness  of  the  skin,  dilatation  of  veins,  tumour,  or  ulcer.  Next,  palpation  is 
to  be  employed,  using  the  flat  of  the  hand  and  not  the  tips  of  the  fingers  ;  the 
surgeon  should  place  himself  in  a  convenient  position,  using  the  right  hand  to 
examine  the  left  breast  and  the  left  hand  to  the  right  breast.  In  the  same 
manner  the  axillary  fossae  are  to  be  explored,  it  being  remembered  that  the 
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les  of  the  breast  lie  on  the  surface  of  the 
I  vessels.     (See  Swelling,  Axiluibv.)     It 

breaat  with  the  flat  hand  if  the  observer 
:  is  seated  in  a  chair.     In  cases  of  suspected 

be  concluded  without  investigation  of  the 
r  enlargement  of  glands,  and  of  the  thorax 

tatloii  is  nonnal  and  physiological.  Both 
■el  tense  and  nodular.  The  superficial  veins 
;  squeezing  a  few  drops  of  milk  arc  discharged 

is  rare.  It  may  be  found  in  nursemaids 
ast.  The  enlargement  in  the  majority  of 
lUy  due  to  the  presence  of  one  or  more  fibfo- 


logical  engorgement. 

It  is  not  uncommon  to  find  a  small  alveolar  abscess,  the  size  of  a  hazel-nut,  in 
virgins. 

Soon  after  birth  and  at  puberty,  a  diffuse  enlargement  may  occur  in  both 
sexes,  and  a  small  quantity  of  milk  may  be  secreted.  If  the  breasts  are  handled 
or  squeezed,  this  congestive  condition  may  pass  into  true  inflammation  and 
suppuration. 

Chronic  Hutitti  may  attack  numerous  lobes  of  the  breast,  so  that  the  whole 
organ  has  a  granular  feel  (chronic  lobular  mastitis),  or  the  inflammation  may 
be  conflned  to  one  segment  and  form  an  inflammatory  swelling  of  considerable 
size.  The  attention  of  the  patient  is  usually  first  called  to  the  breast  by  the 
presence  of  vague  pains  and  tenderness.  If  the  lump  is  picked  up  with  the 
fingers  it  is  easily  palpable,  but  if  pressed  back  against  the  chest  wall  the 
induration  is  much  less  distinct  than  with  carcinoma  or  fibro-adenoma.  The 
swelling  is  elastic,  and  its  outline  quite  difiuse,  more  so  than  in  the  case  of 
carcinoma.  The  axillary  glands  may  or  may  not  he  enlarged  ;  if  they  are, 
thoy  are  generally  numerous,  not  so  hard  as  in  cancer,  and  are  met  with  at  an 
earlier  period  in  the  disease.  The  opposite  breast  is  very  liable  to  be  diseased 
in  a  similar  manner.  The  diagnosis  is  often  very  difficult,  ordinary  carcinoma 
of  the  breast  being  confounded  with  it.  The  two  tumours  resemble  earh  other, 
in  that  in  both  their  outlines  are  badly  defined  and  the  axillary  glands  are 
enlarged.  In  cancer,  however,  the  tumour  is  densely  hard,  and  at  an  early 
period  adhesions  form,  so  that  the  skin  puckers  on  attempting  to  move  it  over 
the  swelling.  A  further  difficulty  arises  from  the  fact  that  a  cyst  may  form  in 
connection  with  chronic  mastitis.     If  this  is  lax,  fluctuation  may  be  detect* 
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but  it  is  Ubualiy  so  tense  that  it  feels  hard  and  solid.  This  again  may  be 
mistaken  for  a  carcinoma  or  a  fibro-adenoma.  Where  there  is  the  least  doubt 
as  to  the  nature  of  the  swelling  and  any  possibility  of  the  presence  of  a  carcinoma, 
the  right  course  is  to  have  a  microscopic  section  cut  at  once.  • 

Multiple  Cystic  Disease  of  the  Breast.— This  condition  may  follow  on  chronic 
lobular  mastitis.  One,  or  sometimes  both  breasts,  become  filled  with  cysts, 
large  and  small,  some  microscopic  and  others  as  large  as  walnuts,  so  that  the 
organ  has  a  bossy  appearance.  The  whole  organ  is  often  very  painful,  the  pain 
radiating  from  the  breast  and  shooting  down  the  arm.  There  are  epithelial 
changes  in  the  lining  membrane  of  the  cysts,  and  some  authorities  think  that 
these  are  precursory  stages  in  the  formation  of  a  cancer. 

Cysts,  unless  in  connection  with  chronic  mastitis  or  fibro-adenomata,  are  very 
rare.     A  simple  serous  cyst  is  described,  and  is  due  to  lymphatic  obstruction. 

Galactocele  is  a  cyst  containing  milk,  and  is  formed  by  dilatation  of  one  of 
the  larger  lacteals  owing  to  obstruction.  These  galactoceles  occur  only  during 
lactation  ;  they  form  movable,  fluctuating  swellings,  and  on  pressure  milk  can 
be  squeezed  out  of  the  nipple.     They  are  rare. 

Tuberculosis  of  the  Breast  is  not  so  uncommon  as  was  previously  supposed, 
and  a  certain  number  of  cases  of  chronic  mastitis  and  chronic  abscess  are  really 
tuberculous.  The  disease  is  insidious,  starting  as  a  painless  irregular  swelling, 
the  periphery  of  which  is  hard  and  the  centre  soft.  Later,  the  skin  becomes 
reddened,  and  an  abscess  forms  which  may  burst  and  leave  a  sinus.  It  differs 
from  an  acute  abscess  in  that  the  duration  is  much  longer,  there  is  little 
or  no  pain  or  fever,  and  the  pus,  if  examined,  reveals  no  cocci.  The  facts 
that  its  history  is  a  long  one,  that  the  swelUng  or  the  edges  of  it  are  hard, 
and  that  the  axillary  glands  are  enlarged,  render  this  condition  liable  to  be 
confounded  with  carcinoma,  of  the  ordinary  form,  or  one  in  which  suppuration 
has  occurred.  The  various  clinical  pathological  tests  for  tuberculous  disease 
may  be  apphed,  but  the  best  method  is  to  cut  into  the  swelhng  and  remove  a 
portion  of  the  wall  for  histological  examination. 

Chronic  submammary  abscess  causes  a  projection  forward  of  the  whole  breast ; 
it  is  due  to  tuberculosis  of  the  underlying  ribs,  or  in  rare  instances  to  post- 
typhoidal  periostitis,  which  may  have  remained  latent.     The  diagnosis  is  made 
bacteriologically. 

Innocent  Tumours. — Pure  fibromata,  lipomata,  and  enchondromata  are  of  rare 
occurrence,  and  merely  call  for  mention  here.  Fibro-adenoma  is  the  only 
common  innocent  tumour,  and  though  there  are  many  pathological  varieties, 
and  some  contain  cysts  and  some  intra-cystic  growths,  for  the  purposes  of  this 
article  all  will  be  classed  under  this  heading. 

Fibro-adenoma  is  an  encapsulated  tumour,  generally  single,  sometimes  multiple, 
varying  from  the  size  of  a  nut  to  that  of  an  orange.  Because  it  is  encapsulated, 
the  surrounding  tissues  are  not  infiltrated ;  therefore,  if  superficial,  the  outline 
is  very  clearly  defined  and  the  mass  is  freely  movable,  both  under  the  skin, 
over  the  pectoral  muscle,  and,  most  important  of  all,  in  the  breast  substance. 
The  axillary  glands  are  not  enlarged.  The  tumours  cause  no  pain,  and  are 
usually  discovered  accidentally.  Generally  they  occur  in  women  between  the 
ages  of  twenty  and  thirty.  After  attaining  a  certain  size  they  remain  more 
or  less  stationary,  unless  they  are  cystic,  when  they  may  go  on  growing  as  the 
result  of  dilatation  of  the  cyst  by  fluid.  The  diagnosis  is  generally  quite  easy, 
but  if  the  breast  is  fat  and  the  tumour  deep-seated,  it  may  not  always  be  quite 
easy  to  distinguish  from  an  early  carcinoma.  The  consistency  of  this,  however, 
is  hard,  while  the  adenoma  is  elastic. 

From  chronic  mastitis  it  is  distinguished  by  being  less  intimately  associated 
with  the  breast  than  is  the  case  with   the  inflammatory  nodules,  and  by  its 
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sharp  rell-lcnown  possibility  of  error,  however, 

no  de  Id  be  given  until  the  tumour  has  been 

remoi  s  character  received. 

Mai  md  sarcoma.     Carcinotiut  is  the  most 

impoi  essentially  .a  disease  of  the  female,  only 

about  ing  in  males.     The  great  majority  are 

marri  ^-five  and  sixty. 

la  vious ;    the  tumour  is  large  and  bard, 

fixed  i  skin  ;   the  a;dllary  glands  are  enlarged 

Wh  :arly  stages,  while  the  patient  stiU  looks 

and  f<  idary  deposits  are  found  in  the  axillary 

gland  is  still  possible.     Too  much  insistence 

canno  inable,  and  should  always  be  attempted. 

Thl  '  Ih*  Breast. — Usually  the  patient  feels 

no  pa  lat  accidentally  during  ablutions ;  there- 

fore ii  itter  of  doubt.     CUnically,  it  is  felt  as  a 

small  tumour  which,  unless  the  patient  is  very  fat,  can  be  i>alpated  easily  with 
the  flat  of  the  hand.  Its  chief  characteristic  is  that  its  outline  is  not  sharply 
defined,  and  that  it  is  hard — stony  hard.  In  the  very  early  stage,  the  tumour 
is  freely  movable  over  the  pectoral  muscles  and  under  the  skin,  but  it  is  not 
so  movable  in  the  breast  substance  as  is  a  fibro-adenoma.  Very  soon,  bands  of 
fibrous  tissue  that  connect  the  breast  with  the  skin  become  involved,  and  by 
their  contraction  prevent  free  movement  of  the  skin  over  the  sweUing,  and  caase 
dimpUng  and  puckering.  If  the  tumour  is  situated  anywhere  near  the  centre 
of  the  breast,  milk-ducts  become  involved  in  the  growth,  and  as  they  contract 
cause  retraction  of  the  nipple.  If  a  nipple  which  was  previously  well  formed 
becomes  retracted,  this  is  a  very  important  piece  of  evidence ;  it  is  to  be 
remembered,  however,  that  nipples  are  often  permanently  retracted.  Many 
cancerous  tumours,  even  when  extensive  infiltration  has  occurred,  cause  a 
shrinkage,  so  that  the  affected  breast  may  appear  smaller  than  the  healthy  one, 
and  in  the  atrophic  form  the  gland  may  almost  disappear.  In  the  ordinary 
form  (scirrhus)  it  will  be  rare  to  find  any  discharge  from  the  nipple  ;  a  blood- 
stained discharge  may  be  an  indication  of  a  duct -carcinoma.  (See  Dischargb 
FROM  THE  Nipple.) 

After  the  disease  has  lasted  six  months  the  axillary  glands  are  usually  enlarged 
and  hard,  the  first  affected  being  those  running  along  the  lower  border  of 
the  pectoralis  minor.  Too  much  attention  must  not  be  given  to  the  absence 
of  palpable  glands,  because.  &rst,  it  is  hoped  that  the  diagnosis  may  be  made 
before  they  are  enlarged  ;  and  secondly,  if  the  patient  is  at  all  fat,  it  is  exceedingly 
easy  to  overlook  them.  Attention  is  to  be  centred  on  the  lump  itself.  As 
stated  before,  this  is  stony  hard,  and  that  fact  alone  may  be  sufficient  ground  on 
which  to  base  a  diagnosis.  The  two  main  conditions  which  have  to  be  distin- 
guished from  an  early  carcinoma  are  fibro-adenoma  and  chronic  mastitis.  In 
the  former,  the  swelhng  is  well  defined,  elastic,  and  freely  movable  ;  in  the 
latter,  a  tumour  cannot  be  felt  distinctly  with  the  flat  of  the  hand  ;  it  is  soft, 
and  the  whole  breast  is  often  nodular. 

The  difficulties  in  diagnosis  are  great  and  the  sources  of  error  numerous  ;  none 
of  the  swellings  may  be  typical :  they  may  be  obscured  by  the  obesity  of  the 
patient,  and  a  fluid  swelling  may  be  so  tense  as  to  simulate  a  solid  one.  This 
being  so,  the  course  to  adopt,  whenever  the  slightest  doubt  arises,  is  to  incise 
the  swelling  and  submit  a  portion  to  microscopical  examination.  Seeing  the 
vital  importance  of  avoiding  mistakes  in  this  connection,  and  recognizing  the 
extent  of  human  fallacy,  there  is  a  growing  feeling  among  surgeons  that  al 
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tumours  of  the  breast,  whatever  the  belief  as  to  their  character,  should  be 
removed,  or  at  least  cut  into,  so  that  their  true  histological  constitution  may 
be  ascertained  early  and  with  accuracy. 

Sarcoma  of  the  breast  is  rare.  It  generally  occurs  in  women  under  the  age 
of  thirty.  In  the  early  stage  it  is  not  easily  distinguishable  from  a  fibro-adenoma, 
particularly  one  which  is  enlarging  rapidly  on  account  of  a  cyst  or  intracy^tic 
growth.  It  is  soft,  grows  rapidly,  infiltrates  the  tissues,  and  forms  a  large 
fungating  tumour.  It  disseminates  rapidly,  both  via  the  Ijrmphatics  and  by 
the  blood-stream.  George  E.  Gash. 

SWELLING  OF  THE  FACE. — In  this  article  are  included  only  swellings  of 
the  skin  and  subcutaneous  tissues.  Malignant  and  other  diseases  of  the  facial 
bones,  etc.,  are  considered  under  Swelling  of  the  Jaw,  and  Swelling  on 
A  Bone. 

G>ntusions  and  injuries  to  the  face  are  so  obvious  that  they  need  no  mention. 
The  remaining  swellings  will  be  classified  as  (i)  Non-inflammatory  ;  and  (2)  In- 
flammatory. 

1.  Non-inflammatory  Swellings. 

Renal  and  Cardiac  CEdema. — If  the  whole  face  is  puffy  and  the  eyelids  are 
oedematous,  the  urinary  and  cardiac  systems  are  to  be  examined  for  disease. 
For  swelling  due  to  obstruction  of  the  superior  vena  cava  by  mediastinal  fibrosis, 
aneurysm,  or  new  growth,  see  (Edema  :  and  Veins,  Varicose  Thoracic. 

Angio-neurotic  CEdema  is  a  disease  characterized  by  the  occurrence,  some- 
times periodical,  of  local  oedematous  swellings,  more  or  less  limited  in  extent  and 
of  transient  duration.  It  is  not  confined  to  the  face,  but  the  eyelid  is  a  common 
situation  {Fig.  128,  p.  458),  and  also  the  Hps  and  cheek.  It  may  be  simulated 
closely  by  urticaria  following  the  taking  of  fish  or  pork. 

Tumours  are  not  common.  They  may  be  fibroma,  lipoma,  epithelioma,  or 
sebaceous  cyst. 

2.  Inflammatory  Swellings. — Often  the  cause  is  obvious  :  for  instance,  a  boil, 
carbuncle,  or  suppurating  wound ;  or  the  "  blubber-lips "  that  result  from 
chronic  lymphangitis. 

Erysipelas  is  prone  to  occur  on  the  face.  It  is  marked  by  a  vivid  red  oedema- 
tous swelling,  associated  with  signs  of  fever.  The  redness  tends  to  spread,  the 
edges  being  raised  and  well  defined  from  the  healthy  skin.  The  oedema  may  be 
continuous,  or  it  may  disappear  in  one  place  and  re-appear  in  another.  In  the 
very  severe  cases  the  fever  is  high,  rigors  occur.  (Ff^.  166,  p.  614),  the  cuticle 
may  be  raised  in  blebs,  and  sloughing  may  ensue. 

AlvA>lar  Abscess  and  Dental  Caries  are  fertile  sources  of  facial  swelling.  (See 
Swelling  of  the  Jaw,  p.  747.) 

Parotitis  —  either  the  suppurative  or  epidemic  form  (mumps) — is  easily 
recognized  by  the  swelling  being  acute  and  limited  to  the  region  of  the  parotid 
gland. 

Anthrax  chiefly  affects  operatives  in  wool  and  horse-hair  factories,  and  workers 
of  raw  hides.  The  disease  is  characterized  by  the  formation  of  a  vesicle,  which 
bursts,  forms  a  scab,  and  then  becomes  surrounded  by  a  ring  of  vesicles,  and 
around  this  is  an  area  of  oedema.  The  diagnosis  is  made  by  the  microscope. 
A  drop  of  fluid  from  one  of  the  vesicles  contains  large,  square-ended,  Gram- 
staining  bacilli,  which  have  a  characteristic  growth  on  culture  media. 

Vaccinia. — An  accidental  infection  about  the  face  may  be  mistaken  for  an 
anthrax  pustule.  If  inquiry  into  the  attendant  circumstances  is  not  sufficient 
to  exclude  the  graver  disorder,  a  bacteriological  examination  should  be  made. 

Primary  Syphilitic  Sore,  if  found  on  the  face  (Fig.  10,  p.  86),  is  generally 
situated  on  the  upper  lip.     It  is  not  so  indurated  as  when  on  the  glans  penis. 
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but  the  BlUTOuuding  cedema  is  more  marked,  and  the  neighbouring  lymphatic 
glands  are  considerably  enlarged.  The  condition  is  often  missed  because  it  is 
not  expected.  An  absolute  di^nosis  can  be  made  by  finding  the  spiiochsebe 
in  the  serum  discharged  from  the  ulcer  {PtaU  XII,  Fig.  J),  and  by  Wasser- 

Insecl  BiUs-^tmra  moaqnitos,  gnats,  bees,  etc. — often  ( 
irritating  swellings.  The  only  difficulty  in  diagnosis  is 
infected  with  pyogenic  organisms. 

The  varioua  skin  diseases  whic! 
are  considered  under  PufitULBS ; 

SWELUNG   OF    THE   JAW, 

sometimes  be  mistaken  for,  or  c 
front  of  it.  The  real  site  of  the 
the  mouth  and  running  the  fing 
mandible  and  comparing  the  two  siaes. 

There  are  many  causes  for  enlargement,  and  they  may  be  subdivided  under 
the  following  headings : — 

1.  Injury.  ^ 

2.  Inflammatory  affections. 

—  I    Innocent — Fibroma,  osteoma,  and  odontoma. 

I   Malignant — Sarcoma  and  epithelioma. 

4.  Acromegaly. 

J.  Leotitiasis  ossta. 

I.  iDjnry, — A  AtfifufcHKa  or  traumatic  ^«rioiMM  may  follow  on  a  blow.  Ifthe 
injury  has  been  sufficient  to  cause  a /rocfUM,  the  ^naaieobvions.  The  abnormal 
mobility  of  the  fragments,  the  iiregnlarity  of  the  line  of  the  teeth  and  arch  of 
the  jaw,  and  the  laceration  of  the  gums,  are  sufficient  to  indicate  the  injury. 
The  nearer  the  hne  of  fracture  is  to  the  symphysis, the  more  marked  is  the  mobility, 
and  diagnosis  is  only  difficult  when  the  fracture  is  of  the  ascending  ramus  and 
underneath  the  masseter  muscle.  A  skiagram  may  then  be  needed.  It  must 
be  remembered  that  a  fracture  of  the  mandible  is  commonly  compound,  and 
therefore  is  often  complicated  by  septic  infection.  Later,  callus  will  form  a 
tumour  which  might  be  mistaken  for  one  of  some  other  kind  until  the  course 
of  the  case  has  been  watched. 

3.  Inflammatory  AtrMtloni. 

Alveolar  Abscess. — -This  is  a  very  common  swelUng,  and  is  known  to  all  as 
associated  with  toothache.  An  ordinary  gum-boil  forms  at  the  edge  of  the 
gum,  and  is  quite  superficial.  A  more  troublesome  form  of  abscess  is  thafwhich 
develops  at  the  root  of  a  tooth,  which,  generally  carious,  may  yet  appear  healthy 
on  the  surface.  Pus  usually  points  between  the  gum  and  the  cheek,  but  it  may 
travel  a  long  way  between  the  bone  and  the  mucous  membrane,  and  point  on 
the  cheek,  in  the  submaxillary  region,  or  on  the  chin.  As  in  the  case  of  injury, 
periostitis  extending  up  under  the  muscle  may  be  difficult  to  diagnose,  and  it  is 
sometimes  mistaken  for  parotitis. 

In  the  early  stages  the  only  sign  is  toothache,  but  as  suppuration  becomes 
established,  there  are  also  pain,  swelling  of  the  gums,  a  furred  tongue,  trismus, 
enlargement  of  the  lymphatic  glands,  a  raised  temperature,  and  other  febrile 
symptoms.     The  presence  of  a  septic  tooth  indicates  the  diagnosis. 

Necrosis  of  the  Jaw,  often  preceded  by  an  acute  periostea!  abscess,  may  follow 
injury,  alveolar  abscess,  ss^hilis,  or  mercurial  or  phosphorus  poisoning,  and  in 
rare  cases  acute  exanthemata  or  typhoid  fever.  In  many  cases  it  may  be 
impossible  to  say  whether  the  bone  is  necrosed  or  not,  for  the  signs  are  mnc' 
the  same  as  in  suppuration  in  connection  with  alveolar  absceEis.     It  can  o" 
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be  diagnosed  for  certain  if  a  piece  of  loose  bone  can  be  felt  with  a  probe  or  seen 
by  the  aid  of  a  skiagram.  Its  presence  may  be  inferred  by  the  long  continuance 
and  profuseness  of  the  discharge. 

Syphilitic  disease  of  the  lower  jaw  is  rare,  and  if  present  will  not  usually  be 
confined  to  the  jaw.    If  there  is  doubt,  a  Wassermann's  reaction  will  be  of  service. 

Actinomycosis. — A  long-standing  and  obstinate  suppuration  about  the  lower 
jaw,  with  cellulitis  of  the  neck  and  formation  of  sinuses  in  the  skin,  should  lead 
to  the  suspicion  of  the  nature  of  the  trouble.  In  the  beginning  it  gives  rise  to 
inflammatory  changes  which  simulate  alveolar  abscess,  and  the  similarity  is 
increased  by  the  presence  of  carious  teeth,  through  which  the  fungus  is  believed 
to  gain  access  to  the  jaw.  In  the  pus,  the  small  yellow  granules  are  to  be  sought 
for,  and  the  Gram-staining  mycelium  on  microscopical  examination  {Plate  XIL 
Fig.  S). 

3.  Tumours. — In  many  cases  there  will  be  no  difficulty  in  deciding  whether 
a  swelling  is  inflammatory  or  a  new  growth.  In  the  early  stages,  however — and 
it  is  never  to  be  forgotten  that  an  early  diagnosis  in  the  case  of  malignant  disease 
is  of  extreme  importance — there  may  be  grave  doubt.  Therefore,  all  p>ossibility 
of  inflammatory  mischief  should  be  excluded  by  a  careful,  thorough  examination 
of  the  mouth  and  teeth  for  any  source  of  infection,  and  for  this  purpose  it  is 
frequently  advisable  to  invite  the  co-operation  of  a  dentist. 

Innocent  tumours  are  osteoma  and  fibroma  (more  commonly  called  a  fibrous 
epulis) . 

Osteoma. — This  is  a  rare  tumour.  It  is  very  slow  growing,  is  very  well  defined, 
bony  hard,  and  does  not  usually  attain  a  very  large  size.  A  not  uncommon 
place  to  find  it  is  at  the  angle  of  the  jaw,  projecting  into  the  mouth.  It  may  be 
bilateral. 

Fibrous  Epulis. — This  is  a  common  tumour,  soft,  composed  of  fibrous  tissue, 
and  covered  by  the  mucous  membrane  of  the  gum.  It  arises  in  connection  with 
the  root  of  a  decayed  tooth,  and  if  not  treated  may  attain  a  sufficient  size  to  cause 
displacement  of  the  teeth  or  even  distortion  of  the  arch  of  the  jaw.  Sarcomata 
may  start  in  this  manner ;  therefore  all  such  tumours  should  be  submitted  to 
microscopical  examination  before  a  definite  diagnosis  or  prognosis  is  given. 

Malignant  tumours  are  primary,  sarcomata,  and  secondary,  epitheliomata, 
which  start  in  the  gum  or  on  the  floor  of  the  mouth  and  invade  the  jaw  by  direct 
extension. 

Sarcomata. — The  diagnosis  of  these  may  be  quite  easy,  or  attended  by  the 
greatest  difficulty.  They  occur  at  any  age,  even  in  young  infants.  They  may 
be  of  rapid  growth,  associated  with  constitutional  changes  which  simulate 
inflammatory  conditions  before  a  large  size  has  been  attained,  or  they  may  be 
of  such  slow  development  as  to  be  confounded  with  innocent  growths.  The 
necessity  of  early  diagnosis  cannot  be  urged  too  strongly,  for  it  is  on  this  that 
successful  treatment  depends. 

Seeing  that  a  growth  may  be  mistaken  for  a  swelling  due  to  suppuration, 
examination  should  first  be  directed  towards  seeing  if  any  of  the  ordinary  signs 
of  inflammation  are  present,  and  whether  there  is  an  obvious  source  of  infection. 
The  history  of  the  duration  of  the  illness  may  be  of  great  service,  and  also  the 
nature  of  the  swelling  itself.  Is  it  hard  or  soft,  is  the  bone  expanded,  are  tissues 
round  the  bone  infiltrated,  are  the  glands  enlarged  ?  Exercising  the  greatest 
care,  diagnosis  may  still  be  difficult,  and  much  service  is  rendered  by  a  skiagram, 
with  the  aid  of  which  it  may  be  discovered  whether  the  swelling  is  really  bony, 
or  in  the  case  of  periosteal  sarcoma  if  the  bone  has  been  eaten  into. 

If  the  diagnosis  can  be  settled  by  no  other  means,  the  growth  should  be  cut 
into  and  a  piece  removed  for  microscopical  examination,  even  if  the  tumour 
is  bony  and  a  chisel  and  mallet  be  required. 
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Epithelioma — ^better  termed  squamous-celled  carcinoma — ^is  a  very  insidious 
and  dangerous  form  of  growth,  and  in  its  early  stages  very  apt  to  be  overlooked. 
It  may  start  as  a  small  ulceration  of  the  gum  about  a  decayed  tooth,  and  so  be 
mistaken  for  a  simple  ulcer,  and  it  may  not  be  until  a  large  tumour  has  formed 
that  the  condition  is  recognized,  when  most  valuable  time  will  have  been  lost 
from  the  point  of  view  of  treatment.  The  diagnosis  will  be  made  by  careful 
examination,  and  noting  that  the  ulcerated  gum  is  hard  and  indurated  and  does 
not  heal  when  the  decayed  tooth  is  removed.  The  name  "  boring  epithelioma  " 
has  been  well  applied  to  this  condition.  To  make  the  diagnosis  sure,  a  piece 
from  the  edge  of  the  ulcer  should  be  removed  for  histological  examination  at 
the  earliest  moment  that  suspicion  is  aroused  as  to  its  malignancy. 

An  epithelioma  may  also  spread  from  the  tongue  or  floor  of  the  mouth  and 
cause  a  swelling  involving  the  jaw.     The  diagnosis  here  is  obvious. 

Tumours  of  the  Teeth,  Odontomata. — ^These  are  tumours  arising  from  any 
Ix>rtion  of  the  dental  tissue,  either  from  the  tooth  germ  or  from  the  fully-formed 
tooth.  It  is  more  conmion  to  find  them  in  young  people,  and  clinically  they  are 
innocent  tumours. 

The  method  of  diagnosis  is  to  examine  the  teeth  and  find  out  if  any  of  them 
are  missing  or  abnormally  arranged.  It  is  easy  to  distinguish  them  from  a 
periosteal  sarcoma,  but  confusion  may  arise  between  them  and  a  very  slow- 
growing  endosteal  or  myeloid  sarcoma.  A  skiagram  will  generally  reveal  the 
true  state  of  affairs,  for  any  abnormality  or  misplacement  of  the  teeth  is  clearly 
shown.  It  is  well  to  remember  the  existence  of  these  tumours,  for  unnecessarily 
severe  operations  have  often  been  performed  in  ignorance. 

Two  diseases  in  which  the  mandible  becomes  enlarged,  but  in  which  the 
swelling  is  not  confined  to  the  one  bone,  and  is  only  one  of  the  manifestations  of 
the  complaint,  remain  to  be  mentioned  : — 

4.  Acromegaly. — ^The  lower  jaw  is  often  conspicuously  enlarged  in  this  disease, 
becoming  prominent  and  massive  {Fig.  88,  p.  263).  There  is  hypertrophy  of 
the  whole  bone  rather  than  a  swelling  in  it.  The  other  bones  of  the  face  are 
enlarged,  the  superciliary  ridges  are  exaggerated,  and  the  general  effect  of  the 
disease  is  to  give  the  patient  the  appearance  of  a  dull,  coarse-featured  person. 
In  addition,  the  hands  and  feet  become  much  enlarged ;  also,  in  the  late  stages 
of  this  very  chronic  illness,  headache  and  muscular  debility  become  prominent 
symptoms,  and  owing  to  swelling  of  the  pituitary  body,  bilateral  temporal 
hemianopia  is  to  be  expected  (see  Fig.  102,  p.  334). 

5.  Leontiasis  Ossea  is  the  name  given  to  a  rare  disease  in  which  hyperostoses  of 
the  facial  and  cranial  bones  are  the  distinguishing  features.  It  is  not  hkely 
to  be  confounded  with  any  of  the  above-mentioned  swellings,  except  perhaps 
acromegaly,  from  which  it  is  distinguished  by  the  absence  of  changes  in  the 
hands  and  feet.  George  E.  Gask. 

SWELUNG  OF  THE  JAW,  UPPER.— (See  article  on  Swelling  of  the  Jaw, 
Lower.)    The  remarks  there  made  apply  equally  to  swellings  in  the  upper  jaw. 

Special  attention,  however,  is  required  concerning  tumours  arising  in  the 
antrum  of  Highmore,  for  many  cause  no  pain  or  discomfort  until  the  late  stages. 
Though  innocent  tumours  may  start  in  the  antrum,  the  commonest  is  sarcoma. 
Rapid  growth,  bulging  into  and  invasion  of  surrounding  fossae,  pain,  and  discharge 
of  blood  and  pus  are  momentous  indications  of  malignant  disease.  In  the 
case,  though,  of  slow-growing  tumours  and  in  .the  early  stages,  differentiation 
between  innocent  growths  or  suppuration  is  extremely  difficult.  Trans- 
illumination (see  Pain  in  the  Jaw,  Upper)  is  to  be  employed  (Fig.  62,  p.  204), 
also  puncture  of  the  antrum,  and  if  necessary  exploration.  George  E,  Ga* 

SWELLING  OF  THE  LEGS.--(See  CEdema.) 
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SWELLING  ON  A  BONE.  —  It  is  presumed  that  the  swelling  has  been 
ascertained  to  be  of  the  bone,  immovable  apart  from  it,  and  that  it  is  not 
merely  some  tumour  lying  close  to  it. 

The  following  method  of  examination  should  be  adopted  : — 

1.  Inquiry  into  the  clinical  history,  mode  of  onset,  duration. 

2.  Search  for  the  signs  of  inflammation. 

3.  Evidence  as  to  whether  the  swelling  is  a  localized  projection  or  involves 
the  whole  circumference  of  the  bone. 

4.  Investigation  for  involvement  of  other  bones  or  further  signs  of  disease, 
e.g.,  tuberculosis,  syphilis,  rickets,  etc. 

5.  A  skiagram  should  always  be  taken  if  possible. 

6.  If  a  discharge  is  present,  a  bacteriological  examination  is  to  be  made. 

The  various  swellings  may  be  classified  under  the  following  headings  : — 

(I.)  Injury  ;  (II.)  Infective  Diseases  ;  (III.)  General  Diseases,  not  limited  to 
one  bone  ;   (IV.)  Tumours  ',   (V.)  Cysts. 

I. — Injury. 

A  blow  or  kick  may  give  rise  to  a  swelling  due  to  extravasation  of  blood 
or  serous  fluid  under  the  periosteum.  This  disappears  rapidly,  but  may  leave 
a  small  permanent  thickening  or  node.  Such  a  node  is  found  not  infre- 
quently on  the  shins  of  football  players.  A  fracture  of  bone  is  followed  by  the 
formation  of  callus,  which  forms  a  large  swelling  if  the  broken  ends  do  not  lie 
in  accurate  apposition,  or  if  there  is  too  much  movement  between  them.  After 
four  to  six  weeks  the  callus  begins  to  be  absorbed,  and  it  may  disapp>ear  entirely  : 
in  most  cases  a  small  permanent  swelling  indicates  the  site  of  fracture.  A 
green- stick  fracture  may  not  show  any  swelling  at  first,  and  may  be  overlooked 
on  this  account,,  only  being  discovered  when  the  formation  of  callus  draws 
attention  to  it. 

II. — Infective  Diseases. 

These  give  rise  to  inflammatory  changes  in  bone,  the  signs  of  which  are 
more  or  less  obvious,  according  to  the  nature  and  virulence  of  the  infection. 
These  changes  have  usually  been  named  according  to  the  chief  starting-point 
(periostitis,  osteomyelitis,  etc.),  though  they  seldom  remain  confined  to  one 
particular  part  of  the  bone.  In  this  article  the  classification  will  be  made 
according  to  the  nature  of  the  infecting  organism,  viz.,  pyogenic  (staphylococci 
and  streptococci),  tubercle,  syphilis,  etc. 

A.  With  Pyogenle  Organisms. 

I.  Acute  infection  may  occur  through  wounds  or  injuries,  or  via  the  blood- 
stream. The  resulting  swelling  is  due  to  the  formation  of  pus  between  the 
periosteum  and  the  bone ;  this  may  be  of  the  nature  of  a  localized  abscess,  or 
the  whole  of  the  periosteum  may  be  stripped  off  and  the  bone  lie  bare  in  a  bag 
of  pus.  The  disease  usually  occurs  in  young  people,  and  the  intimate  attachment 
of  the  periosteum  at  the  epiphyseal  lines  limits  the  spread  of  suppuration  ;  in 
long-standing  cases  the  pus  may  burrow  further  and  even  burst  into  the  joint. 
Suppuration  is  rarely  limited  to  the  surface  of  the  bone,  but  spreads  into  the 
marrow,  causing  osteomyelitis ;  lymphatic  absorption  and  septic  embolism  are 
liable  to  give  rise  to  a  general  blood-infection  and  pyaemia. 

The  signs  of  inflammation  arc  abundant :  the  swelling  is  acutely  painful 
and  tender,  the  skin  over  it  red  and  oedematous,  and  the  constitutional 
signs  of  fever  are  marked.  If  the  blood  is  examined,  a  high  leucocytosis 
will  be  found. 
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later  from  chronic  osteomyelitis  and  periosteal  sarcoma ;  it  is  easily  made  by 
the  aid  of  ;r-ra3rs  as  a  rule,  but  it  is  most  important  not  to  mistake  the 
callus  that  is  produced  after  fracture  for  a  sarcoma;  this  mistake  is  not 
always  obviated  even  by  the  use  of  the  ;r-rays,  unless  the  latter  reveal  the 
line  of  fracture  as  well  as  the  callus  around  it. 

3.  Carcinoma  is  always  secondary.  Squamous-celled  carcinoma  may  spread 
from  an  epitheliomatous  ulcer  of  the  leg,  or  to  the  jaw  from  the  lip  or  floor  of 
the  mouth.  It  is  mostly  spheroidal-celled  carcinoma  which  infects  bone  by 
metastatic  growths,  particularly  from  the  breast.  A  swelling  of  bone  may  be 
found,  but  this  is  rarely  discovered  until  attention  is  called  to  it  by  a  spontaneous 
fracture. 

V. — Cysts. 

1.  Blood  cysts  are  found  in  degenerating  sarcomata. 

2.  Hydatid  cysts  are  uncommon  in  this  country.  They  affect  the  diaphyses 
of  the  long  bones,  converting  the  shaft  into  a  thin-¥ralled  tube,  which  undergoes 
'^ppntaneous  fracture. 

3.  Cysts  of  the  jaw,  or  dentigerous  cysts,  are  considered  in  the  article  on 
Swelling  of  the  Lower  Jaw.  George  £.  Gash, 

8WBLLIN0»  PBLVIC. — ^There  are  so  many  swellings  which  may  rise  up  out 
of  the  pelvis  into  the  abdomen,  and  also  which  may  appear  to  be  pelvic  when 
they  are  reaUy  primarily  abdominal,  that  a  list  in  tabulated  form  may  be  of 
value: — 

Bladder.— Simple  distention  of.    New  growth. 

Vagina. — Hsunatocolpos. 

JJimnM* — Pregnancy  :  normal  or  abnormal,  or  associated  with  ttmiours  of  the 

uterus  or  ovary 
New  growths :    Fibromyoma.     Sarcoma.     Carcinoma. 

Hsmatometra.     Chorion-epitheUoma. 

Ovary. — Cysts.     Solid  new  growths. 

New  growths 

Carcinoma 

Tubal  gestation 

Progressive  extra-uterine  gestation. 

Pelvic  Peritoneum. — Encysted  peritoneal  fluid 

HaBmatocele  due  to  extra-uterine  gestation 

Hxmatocele  due  to  haemorrhage  from  a  corpus  luteum 

Pelvic  abscess 

Ascites 

Hydatid  cysts 

Retroperitoneal  lipoma. 

Pelvie  Cellular  Tissue. — Cellulitis.     Pelvic  haematoma. 

Appendix  Vermlformls. — Abscess  around 

Appendicitis  with  pregnancy. 
Pelvic  Bones.— New  growths  of. 
Omentum. — New  growths  of.    Cysts  of. 
Phantom  Tumours. 
Pancreatic  Cysts. 

Kidney. — ^Tumours  of.     Hydronephrosis.     Pyonephrosis. 
Gall-bladder — Distention  of. 
Spleen. — Enlargement  of. 
Urachus. — Cyst  of. 


Fallopian  Tubes. — Hydrosalpinx 

Pyosalpinx 
Salpingo-oophoritis 
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It  is  obvious  that  many  of  these  lesions  are  not  pelvic  at  all  ;  but  they  arc 
not  omitted  from  the  list,  because  they  are  liable  to  be  mistaken  for  pelvic 
tumours.  Thus  pancreatic,  renal,  splenic,  and  gall-bladder  tumours  may  reach 
the  pelvic  brim,  but  the  history  ought  to  show  that  they  have  grown  down  from 
above,  not  up  from  below.  Further,  renal  tumours  may  be  associated  with 
urinary  changes,  or  absence  of  urinary  secretion  on  the  affected  side,  as 
detected  by  the  cystoscope.  Splenic  enlargements  may  be  associated  with 
blood-changes,  and  gall-bladder  distention  with  icterus.  Pancreatic  cysts  are 
the  least  likely  to  be  mistaken  for  pelvic  swellings,  but  they  have  been  difficult 
to  distinguish  from  ovarian  tumours  with  long  pedicles. 

Naturally,  the  commonest  difficulty  which  arises  in  the  diagnosis  of  pelvic 
swellings  is  to  differentiate  between  the  distended  bladder,  pregnant  uterus, 
ovarian  cyst,  and  uterine  fibromyoma,  and  the  commonest  mistakes  are  made 
between  these  swellings.  The  distended  bladder  is  clearly  the  easiest  to  dispose 
of,  because  the  passage  of  a  catheter  will  settle  the  question  ;  and  yet  the  neglect 
of  this  simple  procedure  has  led  to  more  than  one  abdomen  being  opened. 

The  history  is  of  value  in  differentiating  the  other  swelhngs,  for  amenorrhcea 
is  the  rule  in  pregnancy,  menorrhagia  in  fibromyoma,  and  no  change  in  menstrua- 
tion in  ovarian  tumours.  These  assumptions  are  absolutely  correct  in  almost  99 
out  of  every  100  cases,  but  exceptions  do  exist.  The  cardinal  point  in  diagnosis 
is  not  to  think  of  the  possible  fallacies  until  the  common  rule  has  been  thoroughly 
considered.  Normal  menstruation  during  pregnancy  is  almost  unknown,  but 
it  is  believed  that  menstruation  is  possible  up  to  the  third  month  of  pregnancy. 
This  is  physiologically  unsound,  for  menstruation  represents  the  failure  of  the 
uterus  to  receive  a  fertilized  ovum,  and  should  not  be  even  possible  if  conception 
does  occur.  That  haemorrhages  occur  during  the  early  months  of  pregnancy  is 
true ;  but  in  most  cases  these  haemorrhages  represent  threatened  abortion,  and 
not  menstruation.  Further,  fibroids  are  associated  with  haemorrhages.  This  is 
absolutely  true  in  the  case  of  interstitial  or  submucous  growths  ;  but  there  may 
be  no  disturbance  of  menstruation  in  subperitoneal  fibroids.  Ovarian  tumours 
only  disturb  menstruation  when  they  are  double,  and  destroy  all  ovarian  tissue. 
As  long  as  a  small  piece  of  ovarian  tissue  remains  undestroyed,  there  is  no  reason 
why  menstruation  should  not  occur  normally. 

Palpation  of  these  tumours  may  be  fallacious,  although  there  is  no  difficulty  in 
distinguishing  fcetal  parts  when  the  foetus  is  big  enough.  In  the  early  months 
the  pregnant  uterus  may  fluctuate  Uke  a  cyst ;  a  softened  fibroid  may  do  the 
same,  whilst  on  the  other  hand  a  tense  ovarian  cyst  may  feel  so  hard  as  to  be 
mistaken  for  a  fibroid.  Whilst  the  presence  of  the  foetal  heart  is  characteristic  of 
pregnancy,  its  absence  cannot  be  taken  as  evidence  of  a  fibroid  or  of  an  ovarian 
tumour.  It  is  not  always  possible  to  hear  the  foetal  heart  even  in  advanced 
pregnancy.  If  the  pedicle  of  a  tumour  can  be  felt  definitely  attached  to  one 
uterine  cornu,  it  is  strong  presumptive  evidence  of  an  ovarian  tumour.  It 
is  useful  to  pull  down  the  uterus  with  a  tenaculum,  at  the  same  time  pushing 
up  the  tumour  so  as  to  make  tense  the  pedicle,  which  might  then  be  palpated  by 
the  vaginal  touch.  When  small  tumours  are  in  question,  the  first  point  which 
arises  is,  Can  the  tumour  be  separated  from  the  uterus  bimanually  ?  If  so, 
it  can  be  neither  a  fibromyoma  of  the  uterus  nor  a  normal  uterine  pregnancy. 
This  point  can  only  be  made  out  by  careful  bimanual  examination,  and  undoubt- 
edly may  require  considerable  skill  in  some  cases. 

Early  pregnancy  in  a  retroverted  uterus  should  not  give  rise  to  diagnostic  difficul- 
ties if  it  be  remembered  that  the  soft,  boggy  fundus  is  felt  through  the  posterior 
fornix,  that  the  cervix  looks  down  the  vagina  or  forwards  to  the  symphysis,  and 
that  the  posterior  mass  is  continuous  with  the  cervix.  If  the  retroverted 
uterus  is  associated  with  yesicaV  d\stexv\\oTv,  \3aft  ^\ct\ire  is  usually  clear  enough. 
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presence,  of  a  tumour  along  with  the  pregnaDt  uterus.  In  the  early  months, 
when  the  presence  of  two  tnmours  can  be  demonstrated,  the  diagnosis  is  easier, 
but  in  the  later  months,  the  great  size  ol  the  abdomen,  and  tbe  way  in  which  the 
swelhngs  merge  into  one  another,  may  obscure  the  picture.  The  relation  to  the 
uterus,  whether  a  part  of  it,  or  attached  to  it  by  a  pedicle  ;  the  feci  of  the 
tumour,  whether  solid  or  cystic,  soft  or  hard  ;  and  the  previous  history ;  will 
always  be  of  assistance  in  making  out  the  nature  of  the  growth.  It  must  not  be 
forgotten  that  hbroids  are  extremely  hkely  to  soften  and  degenerate  during 
pregnancy,  so  that  they  are  liable  to  be  mistaken  for  ovarian  cysts. 

In  the  case  of  ovarian  tumours,  it  is  often  impossible  to  be  sure  of  the  exact 
nature  of  the  growth,  and  this  has  to  be  decided  microscopically  after  removal- 
It  is,  however,  important  to  distinguish  malignancy  in  growths  of  the  ovary, 
and  certain  points  will  stand  out  in  favour  of  this.  Thus,  fixation  of  the 
growth  in  the  pelvis,  obvious  ascites,  emaciation  of  the  patient,  and  rapid 
growth  in  size  of  the  abdomen,  are  points  in  favour  of  malignancy. 

In  the  case  of  definitely  uterine  tumours,  the  diagnosis  of  malignant  growths  is 
not  often  difficult,  but  may  have  to  be  settled  by  the  microscopic  examination  of 
curetted  fragments.  Fibroids  are  only  likely  to  be  mistaken  for  malignant 
growths  when  they  produce  constant  bleeding  as  a  result  of  extrusion,  infection, 
and  sloughing.  Rapid  growth  of  a  fibroid  is  more  likely  to  be  the  result  of 
degenerative  changes,  such  as  formation  of  cysts  or  necrobiosis,  than  to  tbe 
development  of  a  sarcoma  or  other  malignant  growth  along  with  it. 

With  small  tumours  confined  to  the  pelvis,  or  rising  only  a  little  above  the 
brim,  diagnosis  is  often  a  matter  of  extreme  difficulty.  In  practice,  however, 
exira-ulerine  gestation  and  its  resulting  blood-tumours  stand  out  pre-eminentlv 
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as  swellings  which  must  be  recognized  at  once,  if  successful  treatment  is  to  be 
adopted.     Before  rupture  or  abortion  has  occurred,  a  tubal  gestation  is  essen- 
tially  a  small  tumour  in  one  postero-lateral  comer  of  the  pelvis,  attached  to  the 
uterus,  indefinite  in  consistence,  and  perhaps — though  not  always — associated 
with  amenorrhoea  of  short  duration,  and  attacks  of  pain  in  the  pelvis  of  an  acnte 
nature.     Definite  signs  of  pregnancy   may  be  entirely  wanting.       It   may  be 
mistaken  for  a  chronic  salpingo-oophoritis,  a  small  cystic  ovary,  a  small  pedun- 
culated fibroid,  or  a  small  ovarian  dermoid.     The  differential   diagnosis  may 
be  absolutely  impossible  ;  but  attacks  of  pain  unassociated  with  menstruation 
are  not  Ukely  to  occur  in  any  of  the  latter  conditions.     The  attacks  of  pain  are 
usually  the  result  of  over-distention  and  stretching  of  the  tube  from  haemor- 
rhage into  its  wall  or  lumen  around  the  fertihzed  ovum.     When  tubal  abortioo 
has  occurred,  or  tubal  rupture,  the  signs  of  internal  bleeding,  accompanied  by 
sudden  pain  and  collapse,  with  haemorrhage  from  the  uterus,  usually  make  up 
a  complete  and  unmistakable  picture.     Haemorrhage  is  more  commonly  severe 
and  copious  in  tubal  rupture  than  in  tubal  abortion.     If  the  patient  recoven 
from  the  initial  bleeding,  the  clinical  picture  may  be  that  of  a   retro-uterine 
hamatocele,  or  of  a  peritubal  haematocele.     In  this  form,  the  uterus  is  pushed 
forwards  and  upwards  against  the  symphysis  pubis,  and  the  mass  of  bkx>d-€k>t 
can  be  felt  posteriorly  bulging  the  posterior  fornix,  and  also  the  anterior  wall 
of  the  rectum.    The  tumour  is  usually  partly  resonant  in  front,  because  intestine 
adheres  to  it.     Tubal  abortion  is  most  Ukely  to  be  mistaken  for  an  ordinary 
uterine  abortion ;   but  the  presence  of  a  mass  on  one  side  of  the  uterus,  with  a 
closed  cervix,  and  the  absence   of  uterine    contractions  or  extrusion  of  any 
products  of  conception,  should  make  the  case  clear. 

Progressive  extra-uterine  gestation  is  a  rare  occurrence,  and  is  the  result  of 
continued  growth  of  an  embryo  after  a  partial  separation  from  the  tube,  as  a 
result  of  rupture,  or  extrusion  from  the  fimbriated  end  (abortion).  The  continued 
enlargement  of  a  mass  beside  the  uterus,  with  amenorrhoea  and  progressive  signs 
of  pregnancy,  are  the  most  characteristic  points.  The  diagnosis,  however,  is 
difficult,  because  there  is  always  some  effused  blood  which  is  Ukely  to  obscure  the 
outUnes  of  the  uterus,  and  make  it  appear  to  be  a  part  of  the  pelvic  mass. 

The  swelUngs  due  to  salpingo-odphoritis  are  usually  quite  easy  to  distinguish. 
They  form  fixed  masses  in  the  pelvis,  seldom  of  any  definite  shape,  but  occasion- 
ally presenting  the  characteristic  retort  shape,  with  its  narrow  end  near  the  uterus, 
which  the  tube  assumes  when  distended  with  fluid.  The  history  is  usually  that 
of  an  acute  illness  at  some  period,  with  pain  in  the  pelvis,  rise  of  temperature,  and 
peritoneal  irritation.  It  is  preceded,  as  a  rule,  by  uterine  discharges  and  menor- 
rhagia.  This  inflammatory  disturbance  in  married  women  is  associated  with 
long  periods  of  sterility,  owing  to  the  sealing  up  of  the  tubes.  The  diagnosis  of 
suppuration  with  salpingo-oophoritis  is  often  impossible,  but  is  always  imp>ortant, 
because  the  treatment  may  depend  on  it.  Constant  rises  of  temperature  of 
the  hectic  type,  wasting,  and  daily  sweating,  are  the  usual  accompaniments 
of  suppuration  here  as  elsewhere. 

A  large  pelvic  abscess  may  accompany  salpingo-odphoritis,  or  may  occur  alone 
without  infection  of  the  tubes,  as  we  see  occasionaUy  in  puerperal  septic  infections. 
When  it  does  occur,  it  is  of  course  peritoneal ;  it  fixes  the  uterus  in  a  central 
position,  bulges  into  the  posterior  fornix  and  rectum,  tends  to  rupture  into  the 
rectum,  is  acute  in  onset,  and  accompanied  by  signs  of  local  peritonitis.  It 
is  Ukely  to  be  confounded  with  pelvic  cellulitis,  in  which  the  uterus  is  fixed  in  a 
lateraUy  displaced  position.  It  bulges  one  lateral  fornix,  tends  to  biirrow  along 
the  round  Ugament  to  the  groin,  is  slow  and  chronic  in  onset,  and  is  not  accom- 
panied by  signs  of  local  peritonitis.  It  always  follows  labour,  whereas  pelvic 
abscess  of  peritoneal  origin  may  occur  with  salpingo-odphoritis  quite  apart  from 
pregnancy.     Pelvic  ceUuUtis  never  bears  any  relation  to  salpingo-odphoritis. 
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Encyxted  periUmeal  fluid,  hydatid  cysis,  and  relroperilotual  lipoma  are  generally 
diagnosed  as  ovarian  cysts,  and  their  tme  natuie  is  only  discovered  at  opera- 
tion.   There  are  no  definite  signs  by  which  these  conditions  may  be  dii^osed. 


Growths  oj  till  pelvic  bonts  are  very  rare  tumours,  usually  cartilaginous  or  sar- 
comatous. They  are  only  likely  to  be  mistaken  for  adherent  inflammatory 
masses,  due  to  salpingo-oSphoritis,  They  will  be  found  to  be  continuous  with 
the  bones  forming  the  pelvis,  and  when  growing  from  the  sacrum  may  have  the 
rectum  in  front  of  them  ;  all  other  tumours  have  the  rectum  behind  them. 
They  may,  however,  bear  no  relation  to  the  rectum  at  all  it  they  occur  on  the 
right  side  at  the  pelvis.  In  most  cases  of  this  nature,  the  uterus  and  adnexa  can 
be  palpated  bimanually,and  shown  to  be  free  from  disease  and  unconnected  with 
the  mass.  When  complicated  by  the  presence  of  a  pregnant  uterus,  their  true 
nature  may  be  very  difficult  to  determine.  Bearing  in  mind  that  they  are 
absolutely  fixed  and  continuous  with  the  bones  of  the  pelvis,  the  diagnosis 
ought  not  to  be  uncertain.  Thos.  G.  Siaitns. 

SWELLING,  PERINEPHRIC— -(See  Kidney,  Enlargement  of.) 

SWELUHG,  POPUTEAL^Popliteal  swelUngs  may  be  divided  into  :— 
t.  Fluid  SwelllDgi: 

Bursa  I      Abscess 

Baker's  cyst  |      Aneurysm. 

2.  Solid  SwelUngi  not  conoMtod  with  Bou : 

Enlarged  glands  I      Innocent  tumours. 

Malignant  tumours  | 

3.  Solid  Tnmann  oonneetod  with  Bona : 

Exostosis  I       Periostitis 

Sarcoma  I      Separation  of  the  epiphysis. 
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I.  Fluid  Swellings. 

Bursa, — The  bursa  underneath  the  insertion  of  the  semimembranosus  muscle 
into  the  posterior  aspect  of  the  inner  tuberosity  of  the  tibia  is  often  enlarged. 
When  the  leg  is  extended  it  stands  out  as  a  tense  fluctuating  swelling  on  the 
inner  side  of  the  popliteal  space  ;  on  flexion  it  disappears  completely.  It  may 
be  found  enlarged  in  young  athletes  and  cause  no  symptoms  whatever.  On 
account  of  its  frequent  communication  with  the  knee  joint,  it  is  often  distended 
when  that  joint  is  the  seat  of  osteo-arthritis,  and  the  changes  found  in  the 
synovial  membrane  of  the  knee  are  found  also  in  the  synovial  membrane  lining 
the  bursa,  for  the  two  are  continuous.  When  much  fluid  is  present,  fluctuation 
can  be  detected  between  the  joint  and  the  bursa. 

The  bursa  under  either  of  the  two  heads  of  the  gastrocnemius  muscle  may- 
be enlarged,  but  this  is  rare. 

Baker's  Cyst  occurs  in  connection  with  chronic  tuberculosis  of  the  knee  joint, 
and  is  formed  by  the  extension  of  a  chronic  abscess  which  spreads  along  a  plane 
of  fascia.  Such  an  abscess  may  present  itself  in  the  popliteal  space.  The 
condition  of  the  knee  joint  will  indicate  the  disease. 

Acute  Abscess  is  recognized  by  the  signs  of  acute  inflammation ;  the  skin 
is  red  and  oedema  tons,  the  pulse  and  temperature  are  raised,  and  the  swelling 
is  very  painful.  The  knee  is  kept  flexed  in  order  to  avoid  pressure.  The 
abscess  may  be  caused  by  suppurating  lyrmphatic  glands  or  by  suppurative 
periostitis  or  necrosis  of  the  lower  end  of  the  femur.  In  the  former  case  the 
abscess  will  be  superficial,  and  in  the  latter,  deep  to  the  popliteal  vessels. 

Aneurysm  of  the  Popliteal  Artery  {Plate  XIII)  gives  rise  to  an  expansile 
pulsating  tumour,  the  pulsation  being  synchronous  with  the  heart's  beat. 
Pressure  on  the  femoral  artery  above  will  cause  a  diminution  in  size  of  the  swell- 
ing and  cessation  of  pulsation.  The  pulse  at  the  ankle  on  the  a  fleeted  side  may  be 
smaller  than  that  on  the  opposite,  and  delayed.  If  a  stethoscope  be  placed  over 
the  swelling  a  distinct  bruit  can  be  heard.  The  complaint  of  the  patient  will 
probably  be  of  pain,  which  may  be  referred  down  the  leg  if  either  popliteal  nerve 
is  pressed  on,  or  in  the  site  of  the  swelling  if  the  bone  is  eroded.  Varicose  veins 
are  almost  always  present  on  account  of  pressure  on  the  popUteal  vein.  Owing 
to  its  pulsatile  character,  an  aneurysm  is  not  often  mistaken  for  anything  else, 
but  it  must  be  remembered  that  every  swelUng  that  pulsates  is  not  an  aneurysm. 
A  soft  vascular  sarcoma  growing  from  the  end  of  the  femur  may  be  pulsatile, 
and  over  it  a  bruit  may  be  heard,  but  the  tumour  is  not  as  compressible  as  an 
aneurysm,  and  the  eflects  on  the  distal  pulse  are  not  so  marked.  A  skiagram 
will  usually  settle  the  question  at  once.  Distinction  must  also  be  drawn  between 
a  tumour  that  pulsates  and  a  tumour  to  which  pulsation  is  communicated. 
For  instance,  an  abscess  or  a  solid  swelling  lying  over  the  popliteal  artery 
may  appear  to  pulsate,  but  the  movement  is  heaving  in  character  and  not 
expansile.  In  the  rare  event  of  an  aneurysm  having  become  filled  with  clot,  it 
might  be  taken  for  a  solid  tumour  growing  either  from  the  soft  parts  or  from  the 
bone.     Under  this  delusion  a  leg  has  been  amputated  for  sarcoma. 

2.  Solid  Swelungs  not  connected  with  Bone. 

Enlarged  Glands, — It  is  not  common  to  find  the  popliteal  glands  enlarged 
from  any  cause.  It  is  possible  that  they  may  become  infected  with  pyogenic 
organisms  from  a  sore  on  the  back  of  the  leg. 

Tumours  are  rare.  They  may  be  innocent,  e.g.,  lipoma  \  or  sarcomatous^ 
starting  in  the  connective  tissue  of  the  popliteal  space,  or  attached  to  one  of  the 
muscles.  The  innocent  tumours  are  of  long  history  and  well  defined  ;  the 
malignant,  rapidly  growing  and  infiltrating. 
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3.  Solid  Swblungs  connbctbd  wim  Bokb. 
In  all  cases  of  bony  tumour  a  skiagram  is  ol  immense  service,  and  should 
always  be  obtained  if  Dossible. 
Innownt  Timoi 

and  young  adults 
femur  {Fig.  194,  ] 

swelling  is  of  sloi 
most  often  found 
that  may  be  confi 
or  muscle.     The  8 

MaUcDUil  TuDU 
in  its  early  stage! 
may  be  impossible 
With  this  help  tb 
a  well-defined  torn 
'99,  pp.  755.  75&)- 

PtriosUal  sarcoma  causes  a  general 
of  the  femur  or  upper  end  of  the  til 
popliteal  space  only.  It  is  mentione 
witb  periostitis  with  pophteal  necrosi 

PartMlllU.— Popliteal  necrosis  wit 
big  swelling.  The  s^ns  of  inflammati 
panied  by  constitutional  symptoms 
chronic  abscess  of  the  bone,  or  centi 
distinguish  from  a  periosteal  sarcom 
necessary  an  incision  is  to  be  made  1 
for  histological  examination.     (See  S' 

SspuaUOD  Of  tbt  Eplpby*ll.-~In  the  somewhat  rare  accident  of  separation 
of  the  lower  epiphysis  of  the  femur,  the  lower  fragment  becomes  displaced 
l>ackwards,  forms  a  prominence  in  the  popliteal  space,  and  presses  on  the 
vessels,  sometimes  to  a  dangerous  extent,  Georfe  E.  Cask. 

SWELLING,  PULSATILE.— When  a  tumour  can  be  felt  pulsating,  the  first 
point  to  decide,  if  possible,  is  whether  the  pulsation  is  expansile  or  whether  it  is 
merely  transmitted  by  a  non-expansile  tumour  which  is  in  direct  contact  with 
large  pulsating  vessels.  The  distinction  is  sometimes  obvious,  especially  when 
the  tumour  has  developed  in  a  place  where  there  are  no  particularly  large  blood- 
vessels to  transmit  pulsation,  for  instance  in  the  foot,  or  in  direct  connection  with 
a  long  bone  at  some  spot  not  immediately  adjacent  to  the  main  artery  of  the  limb. 
The  chief  difficulty  arises  when  the  mass  is  either  in  the  root  of  the  neck  or  in  the 
abdomen  and,  to  a  less  extent,  when  it  is  in  the  axilla,  the  inner  aspect  of  the 
upper  arm,  in  front  of  the  elbow,  in  the  groin,  or  in  the  popliteal  space.  Care- 
ful palpation  is  probably  the  best  means  of  determining  whether  there  is 
actual  expansile  pulsation  or  not ;  in  the  case  of  the  abdomen  it  is  important 
to  make  the  examination  with  the  patient,  not  only  upon  his  back,  but  also  in 
the  knee-elbow  posture,  for  sometimes  a  turnout  which  is  in  contact  with  the 
aorta  in  the  dorsal  position  falls  away  from  it  and  ceases  to  transmit  pulsation 
in  the  ventral  posture. 

If  it  can  be  decided  definitely  that  the  tumour  is  itself  pulsating,  most 
probably  it  is  either  an  aHeurysm  of  an  artery  or  else  a  very  vascular  growth, 
especially  osteosarcoma.  The  existence  of  egg-shell  crackUng  with  pulsation 
in  a  tumour  would  be  highly  suggestive  of  osteosarcoma,  though  it  is 
conceivable  that  it  might  also  be  felt  over  an  aneurysm  that  had  extensively 
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eroded  the  adjacent  bones.  Aneurysm  will  be  the  probable  diagnosis  when  the 
markedly  pulsatile  swelling  occurs  directly  along  the  course  of  a  kno^wn  arter>\ 
Absence  of  pulsation  does  not,  however,  exclude  aneurysm,  for  the  latter  may  be 
either  too  deeply  situated  for  the  pulsation  to  be  felt,  or  else  the  sac  may  be 
partly  or  wholly  filled  by  organized  or  organizing  clot. 

Sometimes  there  may  be  doubt  as  to  whether  there  is  really  pulsation  or  not. 
when  digital  examination  alone  is  reUed  upon  ;  in  such  cases,  direct  application  of 
the  ear  to  the  part  in  such  a  way  that  the  pinna  is  in  uniform  contact  with  the 
patient's  skin,  will  sometimes  bring  pulsation  to  the  notice  very  clearly  when 
its  amount,  appreciable  to  the  membrana  tympani,  is  too  slight  for  the  hand 
to  detect ;  this  applies  (particularly  to  deep-seated  intrathoracic  aneurysms. 

It  must  be  remembered,  on  the  other  hand,  that  marked  pulsation  may  suggest 
aneurysm  without  any  being  present,  particularly  at  the  root  of  the  neck  and  in 
the  abdomen  ;  a  normal  subclavian  artery  may  sometimes  seem  to  be  abnormal, 
particularly  if  it  is  pushed  forward  or  displaced  by  a  mass  below  or  behind  it,  for 
instance  an  accessory  cervical  rib.  Undue  pulsation  of  the  abdominal  aorta, 
especially  in  women,  is  also  to  be  remembered  as  a  possible  source  of  erroneous 
diagnosis  (see  Pulsation,  Undue  Abdominal  Aortic). 

It  should  also  be  remembered  that  normal  arteries  cause  very  violent 
pulsation  in  cases  of  marked  aortic  regurgitation,  and  in  severe  cases  of 
exophthalmic  goitre,  in  which  the  whole  neck,  including  the  enlarged  thyroid 
gland,  may  be  seen  to  be  pulsating  vigorously. 

We  need  not  here  discuss  in  detail  the  differential  diagnosis  between  one 
kind  of  aneurysm  and  another,  though  one  might  mention  in  particular  the 
so-called  cirsoid  aneurysm  of  the  scalp  {Plate  XIV)y  which  is  rather  a  conglomera- 
tion of  many  abnormaUy  dilated  arteries  in  the  form  of  an  arterial  naevus  than  a 
true  aneurysm.     Its  position  on  the  scalp  will  at  once  suggest  the  diagnosis. 

A  pulsatile  orbital  tumour  will  generally  be  due  either  to  an  osteosarcoma, 
or  to  an  arterio-venous  aneurysmal  communication  between  the  internal  carotid 
artery  or  its  ophthalmic  branch,  and  the  cavernous  sinus.  The  presence  of  a 
loud  bruit  would  be  in  favour  of  the  latter. 

It  is  important  not  to  mistake  for  the  ordinary  pulsatile  tumours  those  which 
may  move  synchronously  with  respiration,  such  for  instance  as  hernia  pul- 
monalis,  hernia  cerebri,  and  certain  congenital  abnormaUties  of  the  brain  and 
spinal  cord,  such  as  meningomyelocele  {Fig.  75,  p.  254). 

It  is  unUkely  that  a  pulsatile  Uver  will  be  mistaken  for  any  other  kind  of 
pulsatile  tumour.  The  cases  in  which  it  occurs  are  those  of  chronic  failure  of 
cardiac  compensation,  generally  mitral  stenosis  with  oedema  of  the  legs,  lividity, 
orthopncea,  and  perhaps  ascites,  which  have  generally  been  present  for  some 
time  before  the  nutmeg  Uver  becomes  obviously  pulsating. 

Rarely,  the  cardiac  pulsations  may  be  transmitted  direct  to  fluid  contained 
in  a  pleural  cavity,  so  that  the  bulging  intercostal  spaces  may  pulsate 
synchronously  with  the  radial  artery  and  simulate  some  more  serious  pulsatile 
tumour.  The  history  and  the  physical  signs,  including  displacement  of  the 
heart  towards  the  opposite  side,  will  generally  indicate  the  correct  diagnosis, 
though  there  may  be  some  trepidation  on  the  part  of  the  operator  who  decides 
to  insert  the  exploring  needle  into  the  pulsating  swelling.  Herbert  French. 

SWELLING,  SCROTAL. — It  is  first  essential  to  prove  that  the  swelling  is 
really  limited  to  the  scrotal  region,  and  this  is  best  done  by  grasping  the  root 
of  the  scrotum  between  the  fingers  and  thumb,  and  thus  ascertaining  if  the 
swelling  does  or  does  not  extend  into  the  inguinal  region  along  the  cord.  Failure 
to  take  this  obvious  precaution  has  led  to  the  tapping  of  a  hernia  with  disastrous 
results.     True  scrotal  swellings  may  arise  in  any  of  the  following  tissues : — 


an  opaque  hydrocele  and  a  hematocele  without  tapping  the  swelling.  In 
syphilitic  disease,  with  irregular  adhesion  between  the  parietal  and  the  visceral 
walls,  a  laculated  hydrocele  may  occur. 

4.  SweUIngi  of  the  Bod;  of  the  Teidole  may  be  inflammatory  or  neoplastic. 
Acute  inflammatory  swellings  rarely  attain  a  large  size,  and  they  are  usually 
associated  with  enlargement  of  the  epididymis,  and  occur  as  a  part  of  acute 
epididymo-orchitis  due  to  urethritis  of  some  kind,  or  to  mumps  or  as  a  post- 
typhoidal  phenomenon.  Chronic  inflammatory  swellings  give  rise  to  more 
difficulty.  They  are  usually  either  tuberculous  or  syphilitic,  or  else  due  to  chronic 
torsion.  In  the  former  disease,  swelling  of  the  epididymis  is  practically  always 
primary  and  more  advanced  ;  but  in  infants  the  body  of  the  testis  becomes 
involved  at  a  very  early  stage.  The  enlarged  epididymis  can  be  felt  enveloping 
the  posterior  border,  and  the  upfier  and  lower  poles  of  the  testicle.  There  is 
often  a  little  hydrocele  which  may  obscure  the  shape  of  the  testicle.  If  there 
is  adhesion,  with  perhaps  an  abscess  or  a  sinus  at  the  posterior  and  lower  part 
of  the  scrotum,  it  is  characteristic  of  suppurative  disease  of  the  epididymis, 
usually  of  a  tuberculous  nature.  Moreover,  in  tuberculous  disease,  the  vas  ia 
thickened,  usually  in  a  nodular  manner.  It  is  important  to  examine  all  the 
palpable  part  of  the  vas,  for  sometimes  the  nodules  are  limited  to  the  inguinal 
region.  Von  Pirquet's  tuberculin  reaction  is  a  valuable  aid  i!  its  limitations  are 
remembered.  In  striking  contrast  with  this,  syphilitic  enlargement  of  the 
testicle  leaves  the  epididymis  unaflected,  and  is  limited  to  the  testicle,  which 
enlarges  unevenly,  often  affecting  the  tunica  aibuginea  and  the  tunica  vaginalis 
in  a  nodular  manner.  The  syphilitic  testicle  rarely  attains  three  times  the 
natural  size.     It  is  curiously  devoid  of  pain.     The  testicular  sensation  is  often 
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lost,  and  there  is  little  or  no  thickening  of  the  cord.  Its  anterior  surface  is 
uneven  and  may  become  adherent  to  the  coverings,  which  may  later  ulcerate, 
and  ultimately  give  rise  to  a  hernia  testis  on  the  front  of  the  swelling.  This 
contrasts  with  the  postero-infero-lateral  position  of  tuberculous  sinus  or  faemia 
testis.  Chronic  torsion  of  the  testis  is  generally  the  result  of  a  blow,  or  of  an 
injury  in  the  saddle  ;  the  symptoms  may  be  obscure  until  the  testicle  begins 
to  swell.  Operation  is  generally  resorted  to  with  the  idea  that  the  condition  is 
tuberculous  or  malignant,  and  even  then  the  diagnosis  may  be  in  doubt  until 
microscopical  examination  of  the  organ  has  been  made. 

It  is  often  very  difficult  to  distinguish  S3rphilitic  enlargement  of  the  testicle 
from  that  due  to  growth  ;  but  a  course  of  large  doses  of  antisyphilitie  remedies 
and  the  Wassermann  reaction  may  settle  the  matter.  Malignant  new  growth 
nearly  always  grows  steadily,  and  being  entirely  within  the  tunica  albuginea  it 
maintains  the  shape  and  smooth  surface  of  the  testicle  until  it  reaches  a  size 
much  larger  than  that  of  a  syphilitic  testicle.  Moreover,  it  causes  much  more 
pain,  and  usually  some  thickening  of  the  cord,  with  later  enlargement  of  the 
glands  in  the  loin.  In  some  cases  the  diagnosis  between  syphilitic  testicle 
growth,  and  haematocele  may  be  so  difficult  and  so  urgently  necessary  as  to 
demand  an  exploration. 

MaUgnant  growths  of  the  testicle  can  be  divided  into  four  varieties  :  (a) 
Carcinoma  ;  (b)  Sarcoma  ;  (c)  Embryoma  ;  (d)  Endothehoma. 

Carcinoma  is  far  more  common  than  sarcoma,  although  the  contrary  has 
been  believed  for  many  years,  owing  to  the  fact  that  many  carcinomatous 
growths  with  small  alveoli  have  been  wrongly  labelled  sarcoma.  The  average 
age  of  patients  with  carcinoma  testis  is  43,  and  of  those  with  sarcoma  testis,  34. 
The  average  duration  of  carcinoma  before  operation  is  i  i^  years ;  of  sarcoma, 
II  months.  Sarcoma  advances  much  more  rapidly  and  kills  earUer  than 
carcinoma.  The  former  disseminates  through  the  veins,  whereas  the  latter 
travels  along  the  lymphatics  and  infects  the  lumbar  glands.  Embryoma  is. 
according  to  Nicholson,  "  the  commonest  new  growth  of  the  testicle,  but  it  is 
often  overlooked."  It  can  be  shown  to  contain  structures  derived  from  all 
the  three  blastodermic  layers  of  the  embryo.  The  average  age  at  the  time  of 
operation  is  29,  the  average  known  duration  before  operation  is  3}^  years. 
"  Although  not  necessarily  malignant,  it  may  produce  metastases  composed  of 
all  the  tissues  of  the  primary  growth,  or  one  tissue  may  become  actively  malignant, 
in  which  case  the  deposits  will  be  formed  of  that  tissue  alone."  It  may  spread 
along  the  lymphatics  or  disseminate  through  the  veins. 

5.  The  Epididymis  may  become  enlarged  as  the  result  of  (a)  Inflammation  ; 
(6)  New  growth  ;   {c)  Cystic  degeneration. 

a.  Inflammatory  swellings  are  characterized  by  being  elongated  in  a  vertical 
direction  ;  by  their  relation  to  the  testicle,  which  they  overlap  at  its  posterior 
border,  and  its  upper  and  lower  poles  ;  and  lastly,  by  being  flattened  from  side 
to  side,  so  that  the  antero-posterior  diameter  is  greatly  increased.  Inflam- 
matory swellings  may  be  : — (i)  Gonorrhopal ;  (ii)  Septic,  secondary  to  some 
other  form  of  urethritis  ;  (iii)  Tuberculous. 

i.  The  gonorrhoeeU  variety  is  distinguished  by  its  acuteness,  great  tenderness,  the 
surrounding  cedema,  and  the  bacteriological  examination  of  the  urethral  discharge. 
Its  onset  is  usually  between  the  second  and  tenth  week.  Occasionally  a  subacute 
form  develops  later,  at  any  time  during  the  course  of  gleet.  This  is  very  difficult 
to  distinguish  from  the  tuberculous  variety.  Most  cases  of  tuberculous  epididy- 
mitis  end  in  suppuration,  but  the  gonorrhceal  variety  very  rarely  breaks  down. 

ii.  The  inflammation  of  the  epididymis  following  other  varieties  of  urethritis 
(such  as  ulceration  near  a  stricture  or  due  to  impacted  calculus,  instrumenta- 
tion, or  prostatectomy),  is  often  sufficiently  indicated  by  the  history  if  care  be 
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taken  to  go  into  this  thoroughly.  The  swelling  following  prostatectomy  is  apt 
to  suppurate.  Some  of  these  can  be  mistaken  very  easily  for  tubercoloos 
disease. 

iii.  Tuberculous  epididymitis,  as  a  rule,  is  far  more  insidious  and  painless 
in  its  onset  than  other  forms  of  epididymitis  ;  but  it  should  not  be  forgotten 
that  early  subacute  or  even  acute  attacks  of  inflammation  may  accompany  this 
disease,  and  that  these  are  often  the  means  of  drawing  the  patient's  attention 
for  the  first  time  to  a  disease  which  has  been  going  on  insidiously  for  some 
months.  It  has  frequently  been  said  that  tuberculous  nodules  are  limited  to 
the  globus  major,  and  that  those  left  after  gonorrhoeal  urethritis  are  confined 
to  the  globus  minor.  It  is  more  true  to  say  that  the  latter  are  limited  to 
the  globus  minor,  whereas  tuberculous  disease  may  attack  any  part  of  the 
epididymis.  Wherever  the  tuberculous  disease  starts,  the  inflammatory  pro- 
ducts soon  spread  through  the  thin  fibrous  capsule  of  the  epididymis,  and.  then 
gravitate  towards  the  postero-infero-lateral  *  corner  of  the  scrotum,  where 
adhesion  occurs,  followed  later  by  an  abscess  and  a  sinus.  In  the  diagnosis 
of  tuberculous  from  other  forms  of  epididjrmitis,  the  general  state  of  health, 
and  especially  the  presence  or  absence  of  other  tuberculous  lesions^  are  of  great 
importance.  Nodular  thickening  of  the  vas  deferens  and  of  the  vesiculae 
seminales  and  prostate  are  also  valuable  si^s  when  the  disease  is  well 
advanced.  It  should  be  remembered  that  the  disease  travels  upwards  along  the 
vas,  so  that  in  its  early  and  hopeful  stages  the  upper  part  of  the  vas  and 
vesiculae  seminales  are  not  enlarged. 

b.  Primary  new  growth  of  the  epidid3nnis  is  excessively  rare,  so  that  it  need 
not  give  rise  to  much  concern  in  diagnosis ;  it  will  generally  be  regarded  as 
tubercle  until  after  operation  and  microscopical  examination  of  part  of  the 
tissue  excised. 

c.  Cystic  disease  of  the  epididymis  may  occur  in  the  form  of :  (i)  Solitary 
cysts,  {vide  supra)  ;  (ii)  Multiple  cysts.  The  latter  condition  rarely  occurs  except 
in  men  past  middle  age,  and  is  analogous  to  cystic  degeneration  of  the  breast. 
The  condition  is  almost  painless  and  harmless.     These  swellings  are  translucent. 

6.  Swellings  of  the  Lower  End  of  the  Cord. — The  most  important  swelling 
of  the  lower  part  of  the  spermatic  cord  is  varicocele.  It  is  apt  to  be  mistaken 
for  omental  hernia,  but  the  mistake  should  never  be  made,  because  of  the 
characteristic  feel  of  the  varicocele,  and  the  reappearance  of  the  swelling  after 
it  has  been  completely  reduced  and  the  finger  is  firmly  pressed  on  the  external 
abdominal  ring. 

7.  Urethral  Conditions. — Occasionally  a  peri-urethral  abscess  may  form  a 
swelling  in  the  scrotum.  Tenderness,  oedema,  and  fluctuation,  together  with 
the  history  and  evidence  of  urethral  disease,  serve  to  make  the  diagnosis  clear. 
Primary  epithelioma  of  the  urethra  is  distinguished  by  the  great  pain  and  urethral 
obstruction  that  it  engenders. 

8.  Diseases  of  the  Pubic  Bones. — Inflammatory  products  may  travel  into  the 
scrotum  from  disease  of  the  bones  of  the  pubic  arch,  especially  from  the 
neighbourhood  of  the  symphysis  pubis.  Acute  necrosis  of  these  bones  is 
sufficiently  indicated  by  the  grave  constitutional  symptoms  which  always 
accompany  it.  Caries  gives  rise  to  more  difficulty.  The  writer  has  known 
a  case  of  tuberculous  caries  of  the  lower  part  of  the  symphysis  pubis  in  which 
the  inflammatory  products  gravitated  backwards  and  to  the  left,  so  as  to  form 
a  large  firm  swelling  in  the  left  half  of  the  scrotum,  where  it  gave  rise  to  much 
difficulty  in  diagnosis,  and  was  thought  to  be  either  a  sarcoma  arising  from 
the  fibrous  covering  of  the  crus  penis,  or  possibly  a  gummatous  mass  in  the 
same  situation.  Sufficient  ?,ttention  was  not  paid  to  the  fact  that  the  man 
had  chronic  phthisis.  R.  p,  Rowlands, 
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SWELLING,  VULVAL. — ^The  dif!erential  diagnosis  of  vulval  tumours  most 
necessarily  include  not  only  true  swellings  of  the  vulva,  but  also  swellings  which 
appear  at  the  vulva  as  a  result  of  the  displacement  of  other  structures,  such  as 
occur  in  prolapse  and  cystocele,  and  in  addition  lesions  like  kraurosis  vulvae, 
which  are  not  strictly  swellings  at  all.  The  lesions  of  the  vulva  may  be  tabulated 
under  various  headings,  as  set  forth  in  the  following  scheme  : — 

Inflammatory  Lesions. — 


Simple  vulvitis 
Gonorrhoeal  vulvitis 
Soft  chancre 
Papillomata 
Syphilis  : 

Hunterian  chancre 

Condyloma 

Tertiary  lesions 

Cystie  Swellings. — 

Hydrocele  of  the  canal  of 

Nuck 
Sebaceous  cysts 

Blood  Cysts. — 

Varicocele 

Rupture  of  a  varicose  vein 

New  Growths. — 

Caruncle 
Fibroma 
Lipoma 
Angeioma 
Neuroma 

Fibromyoma  of  round  liga- 
ment 

Hernia. — 

Inguinal 
Posterior  labial 

Displacement. — 

Prolapse  of  urethral  mucous 

membrane 
Prolapse  of  uterus 
Unelasslfled. — Simple  anasarca. 


Tubercnlosis 
Furunculosis 
Leukoplakic  vulvitis 
Kraurosis  vulvae 
Pseudo-elephantiasis 
Esthiom^ne. 


Mucous  cysts 
Implantation  cysts 
Dermoid  cysts. 

Traumatic  haematoma. 


Endothelioma 
Squamous-celled  carcinoma 

(epithelioma) 
Columnar-celled  carcinoma 
Sarcomata  of  various  kinds. 


Perineal. 


Cystocele 

Inversion  of  the  uterus 

Fibromyoma  of  the  vaginal  wall. 


Certain  of  these  lesions  stand  out  pre-eminently  as  presenting  difficulties 
in  diagnosis.  The  general  principles  by  which  soUd  tumours  are  distinguished 
from  cystic,  inflammatory  swellings  from  new  growths,  or  new  growths 
from  hemiae,  need  not  be  insisted  upon  here.  Perhaps  the  commonest 
difficulty  which  arises  in  practice  is  the  diagnosis  of  gonorrhoeal  vulvitis  from 
simple  vulvitis,  and  also  between  the  gonorrhoeal  soft  chancre  and  the  syphilitic 
condyloma,  the  latter  differentiation  being  of  much  more  practical  importance 
than  the  former  as  far  as  the  patient  is  concerned.  In  the  acute  stage  of  a 
gonorrhceal  vulvitis  there  is  a  chance  of  recognizing  the  gonococcus  in  the  dis- 
charge, if  films  made  from  it  are  suitably  stained.  Practically,  all  acute  forms 
of  vulvitis  appear  alike  cUnically,  so  that  the  recognition  of  the  gonococcus 
becomes  a  matter  of  importance.  The  way  to  recognize  the  gonococcus  is  to 
make  films  of  the  discharge  on  a  slide,  dry,  fix  by  passing  them  through  a 
fiame;  then  stain  by  Gram's  method,  and  counterstain  by  neutral  red.     The 
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gonococcus  is  not  stained  by  Gram's  method,  but  is  coloured  red  by  the 
counter-stain.  The  gonococci  are  seen  in  pairs  inside  leucocytes  of  the  poly- 
morphonuclear type  {Plate  XII,  Fig.  R).  In  chronic  gonorrhceal  infections 
with  vulval  swelling,  as  a  rule  the  organism  cannot  be  found  in  the  general 
vulval  discharge,  but  might  be  found  in  the  urethra  or  in  the  cervix. 
A  gonorrhceal  infection  may  be  suspected  if  the  patient  gives  a  history  of  an 
acute  onset,  accompanied  by  scalding  on  micturition,  and  when  there  are  redness 
of  the  orifices  of  Bartholin's  glands,  and  much  redness  and  swelling  of  the 
caranculae  myrtiformes.  Papillomata  or  warts  of  the  vulva  may  occur  also 
in  chronic  gonorrhceal  infections,  and  there  is  no  evidence  of  a  reliable  nature 
to  show  that  they  occur  in  any  other  kind  of  infection. 

The  soft  chancre  of  gonorrhcea  may  be  mistaken  for  the  condyloma  of  secondary 
syphilis,  but  as  a  rule  this  difficulty  should  not  occur.  The  soft  chancre  is  a 
typical  punched-out  ulcer  with  a  somewhat  red  base  and  clean  edges,  discharg- 
ing pus.  The  condyloma,  on  the  other  hand,  is  a  raised,  flat-topped  excrescence, 
with  sodden,  epithelium-covered  surface.  Soft  chancres  are  not  very  numerous, 
as  a  rule,  and  are  generally  limited  to  the  vulva.  Condylomata  are  numerous, 
and  may  occur  all  over  the  labia,  around  the  anus,  and  even  on  the  skin  of  the 
thighs  and  gluteal  region.  Condylomata  are  from  the  start,  or  will  be  very  soon 
after  their  origin,  accompanied  by  a  sore  throat  and  a  typical  papular  skin  rash. 
In  other  words,  condylomata  are  always  accompanied  by  typical  secondary 
syphilitic  lesions.  Soft  chancres  clear  up  with  antiseptics  ;  condylomata  persist 
for  long  periods,  but  clear  up  in  two  or  three  weeks  as  a  rule  under  mercurial 
treatment.  It  must  not  be  forgotten  that  soft  sores  and  condylomata  may 
occur  together  in  the  same  patient,  in  which  case  the  diagnosis  may  be  still 
more  difficult. 

Another  practical  differentiation  which  gives  rise  to  anxiety  is  that  between 
the  Hunterian  chancre  or  primary  syphilitic  sore,  and  squamous  epithelioma  of 
the  vulva.  This  is  a  question  which  is  of  vital  importance  to  the  patient,  if 
valuable  time  is  not  to  be  lost  in  the  treatment  of  a  malignant  epithelioma. 
The  two  lesions  look  much  alike  at  first ;  they  form  raised  hard  indurated  masses 
in  the  skin,  which  may  ulcerate  quickly  as  a  result  of  necrosis  of  the  superficial 
portions.  Both  give  rise  to  a  thin  watery  discharge,  and  to  enlarged  glands  in 
the  inguinal  region  which  do  not  suppurate  at  first,  but  may  do  so  later  in  the 
case  of  an  epitheUoma.  It  must  not  be  forgotten  that  a  primary  chancre  is  very 
seldom  seen  in  women,  whilst  squamous  epithehoma  is  relatively  common. 
Of  course  the  chancre  will  be  followed  in  due  course  by  secondary  lesions,  but 
it  is  not  safe  to  wait  for  these  to  appear  in  a  doubtful  case.  The  only  reasonable 
way  to  deal  with  such  a  case  is  to  excise  the  doubtful  sweUing  at  once  and  submit 
it  to  microscope  examination  by  an  expert.  A  squamous  epithelioma  is  easily 
detected  in  this  manner  in  quite  early  stages,  and  does  not  in  the  least  resemble 
a  syphilitic  lesion  microscopically.  The  Spirochata  pallida  may  be  recognized 
in  scrapings  of  a  hard  chancre  fixed  and  stained  by  Giemsa's  or  Levaditi's 
methods  (Plate  XII,  Fig.  J).  In  sections,  too,  the  spirochaete  may  be  demon- 
strated, but  it  must  be  remembered  that  for  this  purpose  the  excised  growth 
must,  be  fixed  in  5  per  cent  formalin  solution.  Wassermann's  serum  test  may 
assist  the  diagnosis. 

Tertiary  syphilitic  lesions  are  by  no  means  common  on  the  vulva.  When 
they  do  occur,  they  give  rise  to  spreading  ulceration,  with  great  destruction  of 
tissue,  and  scarring  in  the  older  healed  portions.  Here,  the  only  Ukely  lesions  to 
be  mistaken  are  some  forms  of  epithelioma,  and  tubercle.  Obviously,  in  such 
conditions  the  only  reliable  method  of  diagnosis  is  to  be  found  in  excision  of 
parts  of  the  lesion  and  microscopic  examination  of  sections  made  from  them. 
The  disease  known  as  esthiomine  is  probably  a  tertiary  syphihtic  affection. 
D  49 
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Pseudo-elephantiasis  of  the  vulva  is  usually  a  syphilitic  affection  of  the  labia 
minora,  giving  rise  to  great  enlargement,  with  a  rough  and  thickened  appearance 
of  the  skin.  It  could  only  be  mistaken  for  real  elephantiasis  due  to  l3rmphatic 
obstruction  by  the  Filaria  sanguinis  hominis  (Plate  XII,  Fig.  F"),  a  disease 
which  is  practically  never  seen  in  this  country. 

Unilateral  oedema  of  a  labium  minus  is  a  fairly  common  condition,  and  is 
usually  associated  with  an  infected  wound  or  with  a  primary  syphilitic  chancre. 
Bilateral  oedema  is  almost  always  associated  with  general  anasarca,  the  result  of 
renal  disease,  cardiac  disease,  or  pressure  upon  pelvic  veins.  It  is  not  likely  to 
be  mistaken  for  any  other  disease. 

Leukoplakic  vulvitis  and  kraurosis  vulva  have  certainly  been  confounded  with 
one  another  cUnically,  and  also  in  the  published  descriptions  of  the  lesions.  In 
the  former,  the  labia  majora  and  minora  and  the  prepuce  of  the  chtoris  are 
affected,  whilst  the  vestibule  always  escapes.  In  the  latter,  the  lesion  affects  the 
vestibule,  the  orifice  of  the  vagina,  and  the  labia  minora.  There  is  much  greater 
contraction  of  the  vaginal  orifice  in  kraurosis.  Leukoplakia  often  precedes  a 
squamous  epitheUoma ;  kraurosis  is  said  not  to  do  so.  Leukoplakia  occurs  at 
all  ages,  whilst  kraurosis  is  a  disease  of  post-menstrual  life.  Leukoplakic  vulvitis 
appears  as  a  white  sodden  hardening  of  the  skin,  with  flattening  and  shrinkage 
of  the  labia.  Kraurosis  at  first  looks  red  and  swollen,  but  later  takes  a  yellowish 
tinge.  Leukoplakia  causes  intense  itching ;  kraurosis  gives  rise  to  great  pain 
and  tenderness,  with  a  very  severe  form  of  dyspareunia. 

Apart  from  a  cyst  developing  in  BarthoHn's  gland  or  duct,  cystic  swellings  of 
the  vulva  are  not  common.  A  Bartholinian  cyst  is  recognized  by  its  position  on 
one  side  of  the  vaginal  entrance,  distending  the  posterior  part  of  the  conjoined 
labia,  and  also  within  the  hymeneal  ring.  As  a  rule,  the  orifice  of  the  gland  can 
be  seen  on  the  inner  side  of  the  cyst.  The  contents  of  this  form  of  cyst  may 
be  glairy  mucoid  fluid,  or  may  be  purulent  if  the  infecting  agent  is  virulent.  In 
practice,  a  Bartholin  cyst  is  not  hkely  to  be  mistaken  for  anything  else  ;  but  it 
is  wise  to  remember  that  the  posterior  labial  hernia  occurs  in  the  same  situation, 
and  that  new  growths  of  the  vulva  may  occur  there  as  elsewhere.  Bartholin 
cysts  are  always  the  result  of  infection,  and  as  a  rule  a  history  of  vulval  inflamma- 
tion can  be  obtained. 

Varicocele  of  the  vulva  occurs  practically  only  in  connection  with  pregnancy, 
and  is  unmistakable.  It  has  the  same  "  bag  of  worms  "  feel  as  a  varicocele  in  a 
man,  and  as  the  veins  are  close  to  the  skin,  a  bluish  colour  is  always  to  be  noted. 
It  is  attended  by  much  aching  pain,  especially  on  standing.  The  veins  are 
degenerate,  and  liable  to  rupture  as  a  result  of  labour  or  traumatism. 

Hamatoma  of  the  vulva  is  recognized  as  a  blue  or  violet-coloured  s\%'elling 
covered  by  tense  shiny  skin,  and  often  spreading  up  into  the  pelvis  by  the  side 
of  the  vagina.  The  history  alone  will  often  decide  the  nature  of  the  swelling, 
but  the  appearance  is  quite  typical  as  a  rule.  Haematoma  of  the  vulva  may 
occur  apart  from  pregnancy,  and  then  is  always  traumatic. 

Urethral  caruncle  and  prolapse  of  the  urethral  mucous  membrane  may  be  mistaken 
for  one  another.  The  former,  however,  is  always  a  pedunculated  or  sessile 
new  formation,  invariably  springing  from  the  posterior  wall  of  the  urethral 
orifice.  It  bleeds  readily,  is  often,  but  not  always,  exquisitely  painful,  and  is 
usually  the  result  of  infection.  Prolapse,  on  the  other  hand,  appears  as  a  raised 
projection  with  rounded  margins,  and  with  the  urethral  canal  in  the  centre  as 
a  dimple.  The  prolapsed  portion  may  not  necessarily  include  the  whole  ring  of 
the  mucous  membrane.  It  may  give  rise  to  pain,  and  being  always  more  or 
less  strangulated,  it  is  prone  to  bleed,  much  in  the  same  way  as  a  caruncle.  It 
occurs  as  a  result  of  some  straining  effort,  or  may  accompany  pelvic  floor  pro- 
lapse ;  it  is  not  the  result  of  infection. 


TACHYCARDIA  771 


The  differential  diagnosis  of  the  new  growths  of  the  vulva  presents  no  points 
of  difference  from  their  diagnosis  in  other  parts  of  the  body.  The  only  common 
benign  tumour  is  the  pedunculated  fibroma,  or  molluscum  fibrosum,  whilst  squamous 
carcinoma  (epithelioma)  is  the  only  malignant  growth  which  occurs  at  all 
frequently. 

If  the  general  characters  of  a  hernia  are  borne  in  mind,  there  should  be  no  risk 
of  overlooking  or  mistaking  any  of  the  varieties  which  occur  in  the  vulva.  The 
resonance  on  percussion  if  the  hernia  contains  bowel,  the  reducibility  of  the 
contents,  and  the  protrusion  through  a  pre-existing  opening,  will  usually  suffice 
to  distinguish  hemiae  from  other  swellings.  An  obstructed  or  strangulated 
hernia  is  not  so  easy  to  recognize,  but  the  accompanying  acute  symptoms 
and  the  previous  history,  usually  suffice  to  make  the  case  clear. 

Hydrocele  of  the  canal  of  Nuck,  an  uncommon  condition,  may  be  mistaken  for 
an  inguinal  hernia ;  but  as  a  rule  it  is  irreducible,  definitely  fluctuating  and 
circumscribed,  and  has  no  obvious  neck  running  into  the  inguinal  canal.  When 
the  canal  of  Nuck  has  a  patent  peritoneal  communication,  the  swelling  disappears 
as  the  patient  lies  down,  but  it  is  not  reducible  in  the  characteristic  manner  of 
a  hernia.     Such  a  condition  is  very  rare. 

The  displacements  included  in  the  Ust  above  are  all  dealt  with  under  the 
heading  of  Prolapse  of  the  Uterus.  Thos.  G.  Stevens, 

SYNCOPE.— (See  Coma.) 

TACHE  ciwkBRAUt.  —  Tache  cMbrale  is  the  term  used  to  denote  that 
condition  in  which,  after  the  finger  has  been  drawn  with  moderate  firmness  across 
the  patient's  skin,  the  line  along  which  it  has  passed  becomes  of  a  bright  red 
colour  from  dilatation  of  the  superficial  arterioles  and  capillaries,  as  a  result  of 
the  mechanical  stimulation  ;  the  phenomenon  develops  within  thirty  seconds  or 
a  minute  of  the  finger  stroke,  and  the  red  mark  remains  evident  for  two  or  three 
minutes,  or  more.  If  letters  or  figures  are  marked  out  on  the  skin  in  this  way, 
they  appear  as  though  they  had  been  written  in  red,  so  that  the  condition 
has  also  been  termed  dermatographia.  It  was  at  one  time  thought  to  be  a 
characteristic  symptom  of  tuberculous  meningitis,  but  not  only  is  it  sometimes 
absent  in  cases  of  the  latter,  but  it  is  also  present  in  a  very  large  number  of 
other  different  conditions,  and  sometimes  in  perfectly  healthy  people.  All  forms 
of  meningitis  may  give  rise  to  it,  so  that  it  is  not  even  a  means  of  distinguishing 
one  type  from  another.  It  is  seen  in  an  extreme  degree  in  cases  of  urticaria, 
particularly  the  factitious  variety  in  which  numerous  wheals  may  develop  as  the 
result  of  hardly  more  than  ordinary  touching  of  the  skin.  A  similar  condition 
has  sometimes  been  observed  in  the  later  stages  of  severe  febrile  illnesses  in 
general.  Herbert  French. 

TACHYCARDIA,  or  abnormal  rapidity  of  the  heart's  action,  might,  strictly 
speaking,  be  held  to  include  every  condition  under  which  the  pulse-rate  is  faster 
than  the  normal ;  but  by  common  consent  it  is  restricted  for  clinical  purposes 
to  cases  in  which  there  is  no  pyrexia.  Nearly  all  fevers  produce  undue  rapidity 
of  the  heart's  action,  though  some,  such  as  typhoid  fever,  tuberculous  meningitis, 
cerebral  abscess,  yellow  fever,  and  influenza  do  so  to  a  much  less  extent  than 
others.  The  rapid  heart-action  of  fevers,  however,  does  not  generally  come 
into  one's  mind  when  one  uses  the  term  tachycardia  ;  indeed  the  latter  is  chiefly 
employed  for  conditions  in  which  it  is  rapid  without  there  being  anything  which 
at  first  sight  would  seem  to  be  a  sufficient  cause.  Probably  the  best  example 
of  tliis  condition  is  to  be  found  in  cases  of  pronounced  Graves'  disease  or 
exophthalmic  goitre. 
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The  following  is  a  list  including  this  and  some  other  causes  of  tachycardia  :— 

Graves'  disease  or  exophthalmic  goitre 

Paroxysmal  tachycardia 

Nervousness  and  excitement 

Exertion,  especially  when  the  patient  is  out  of  training  or  anaemic 

Tobacco  heart 

Mitral  stenosis 

Pneumogastric  irritation  by  : — 

Caseous  glands  !         Thoracic  aneurysm 

Mediastinal  fibrosis  i         Thoracic  new  growth 

Pneumogastric  "  neuritis  "  after  : — 

Diphtheria,  influenza,  and  other  microbial  infections 

Drugs : 


Digitalis 
Alcohol 


Belladonna. 


The  four  classical  sjrmptoms  of  Graves'  disease  are  :  A  staring  appearance  of 
the  eyes,  generally  spoken  of  as  exophthalmos,  though  there  need  be  no  actual 
protrusion  of  the  eye-balls ;  moderate  and  almost  symmetrical  enlargement 
of  the  thyroid  gland  ;  a  pulse-rate  between  120  and  180  per  minute — usually 
about  140  when  the  attack  is  moderately  severe  ;  and  extreme  nervousness, 
with  fine  tremor  of  the  outstretched  fingers.  When  all  these  S3anptoms  are 
present  at  the  same  time,  there  can  be  no  doubt  as  to  the  diagnosis,  but  very 
often  some  of  them  are  absent,  and  it  is  possible  for  tachycardia  to  be  the  only 
S3rmptom  of  the  disease  ;  indeed,  in  a  patient,  particularly  a  woman  between 
twenty  and  forty  years  of  age,  a  persistent  pulse-rate  of  over  120  would  arouse 
serious  suspicion  that  the  case  was  really  one  of  Graves'  disease,  even  if  the 
other  three  classical  signs  were  absent. 

Paroxysmal  tachycardia  should  be  distinguished  at  once  from  Graves'  disease 
in  which  tachycardia  alone  has  developed,  by  the  fact  that  the  tachycardia 
is  not  persistent,  but  occurs  in  paroxysms  ;  the  patient  is  more  often  a  woman 
than  a  man,  and  may  have  long  periods  of  perfect  health  ;  almost  suddenly, 
the  result  sometimes  of  a  fright  or  shock,  sometimes  without  apparent  cause 
at  all,  there  will  be  a  sense  of  something  the  matter  in  the  precordial  region, 
amounting  as  a  rule  to  little  more  than  a  fluttering  or  palpitation,  together 
with  a  feeling  of  faintness  and  lack  of  strength,  and  perhaps  of  numbness  or 
of  pins-and-needles  in  the  extremities,  and  when  examined  the  patient  may 
present  no  other  abnormality  than  a  pulse-rate  of  perhaps  160  or  even  200  to 
the  minute.  The  attack  may  last  a  few  minutes,  or  an  hour  or  two,  rarely  for 
da3rs  or  weeks ;  it  will  cease  as  suddenly  as  it  began,  and  a  similar  attack  is 
almost  certain  to  recur  after  a  longer  or  shorter  interval — the  main  sjonptom 
of  the  complaint  being  summarized  by  the  title  "  paroxysmal  tachycardia." 

The  very  rapid  heart  action  that  may  be  produced  by  nervousness,  or 
excitement,  or  by  some  ordinary  exertion  such  as  coming  rather  rapidly  upstairs 
when  one  is  out  of  training,  or  when  the  patient  is  suffering  from  some  degree 
of  anamia,  or  during  convalescence  after  an  illness,  or  after  the  over-use  of 
tobacco,  is  a  familiar  phenomenoil ;  the  tachycardia  rapidly  disapp>ears  when 
the  patient  rests,  and  the  diagnosis  is  not  as  a  rule  difficult.  If  ordinary- 
resting  for  a  while  does  not  cause  the  rate  of  the  heart-beat  to  return  nearly  or 
quite  to  normal,  there  may  be  doubt  as  to  the  diagnosis,  unless  the  patient  can 
be  re-examined  on  another  occasion  ;  if  there  is  persistent  tachycardia  a 
suspicion  of  incipient  Graves'  disease  will  be  aroused. 

Mitral  stenosis  is  of  all  the  valvular  lesions  of  the  heart  the  most  liable  to 
lead  to  rapidity  of  the  heart's  action ;  but  it  seldom  happens  that  the  pulse-bcat 
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is  fast  until  there  has  been  other  evidence  of  failure  of  the  cardiac  compensation. 
The  diagnosis  will  generally  be  obvious  from  the  history  of  acute  rheumatism 
or  chorea,  the  typical  fades  and  malar  flush,  and  the  cardiac  bruits. 

It  is  exceedingly  difficult  to  be  certain  of  a  diagnosis  of  irritation  of  a  pneumo- 
gastric  nerve  within  the  thorax  unless  the  existence  of  mediastinal  new  growth, 
aneurysm  or  fibrosis  is  already  known  on  account  of  the  abnormal  physical  signs, 
the  visible  tumour,  or  the  varicose  distention  of  the  superficial  thoracic  veins ; 
it  an  intrathoracic  abnormality  is  known  to  exist,  and  tachycardia  becomes  a 
prominent  feature  of  the  case,  it  will  probably  be  due  ei^er  to  mechanical 
interference  with  the  heart's  action  or  to  similar  interference  with  one  or  other 
vagus  nerve.  Caseous  glands,  irritating  the  pneumogastric  nerve,  are  still  more 
difficult  to  be  sure  of ;  but  occasionally  one  ventures  upon  this  diagnosis  when 
a  child,  who  has  been  fed  on  untested  or  unsterilized  cow's  milk,  develops 
obscure  ill-health  associated  with  persistent  tachycardia.  Such  diagnosis 
would  be  still  further  suggested  if  there  were  at  the  same  time  enlarged 
glands  in  both  sides  of  the  neck,  if  there  were  pyrexia  without  any  obvious 
explanation  of  it,  or  if  there  were  any  evidence  of  obstruction  to  the  right 
bronchus,  for  the  right  bronchial  gland  is  enlarged  far  more  often  than 
is  the  left. 

Diphtheria,  inftuenia,  and  possibly  other  microbial  infections,  are  occasionally 
followed  by  very  marked  and  persistent  tachycardia  during  convalescence, 
or  even  for  weeks,  months,  or  years  afterwards.  After  diphtheria,  the  condition 
is  generally  fatal.  Influenza  is  always  a  dangerous  diagnosis  because  it  is  so 
difficult  to  establish,  but  in  certain  cases  in  which  the  original  diagnosis  has 
been  influenza,  tachycardia  to  the  extent  of  200  heart-beats  per  minute  may  be 
present  for  months  without  the  patient  suffering  from  any  severe  cardiac 
symptoms,  and  the  condition  ultimately  terminates  in  recovery  with  a  return 
of  the  heart-beat  to  the  normal  rate.  Precisely  what  is  the  nature  of  these 
cases  it  is  impossible  to  say,  but  it  has  been  thought  by  some  that  the  symptom 
is  due  to  inflammatory  changes  in  the  pneumogastric  nerve,  produced  by  what- 
ever one  means  by  the  toxins  of  the  disease.  Whether  this  be  so  or  not,  the 
fact  that  persistent  tachycardia  may  arise  out  of  febrile  illnesses  should  be  borne 
in  mind. 

There  are  certain  drugs  which  cause  the  heart's  beat  to  be  very  rapid,  the 
best  known  perhaps  being  digitalis^  belladonna,  thyroid  extract,  and  alcohol. 
Certain  patients  suffering  from  cardiac  symptoms  seem  unable  to  bear  digitalis, 
the  heart  being  driven  into  the  condition  spoken  of  as  delirium  cordis ;  the 
diagnosis  is  not  difficult  when  the  drug  that  is  being  given  is  known.  When 
alcohol  is  the  cause  of  the  tachycardia,  the  fact  is  generally  obvious.  Belladonna 
in  small  doses  slows  the  heart,  but  there  are  great  variations  in  the  degree  to 
which  different  patients  tolerate  this  remedy,  even  pharmacopceial  doses 
sometimes  producing  toxic  symptoms  of  which  tachycardia  is  one.  Widely 
dilated  pupils  and  dryness  of  the  tongue  will  help  to  point  to  the  diagnosis  in 
cases  in  which  the  belladonna  is  taken  otherwise  than  medicinally.  Tachycardia 
is  the  chief  symptom  by  which  one  recognizes  that  a  patient  for  whom  thyroid 
extract  has  been  prescribed  is  receiving  too  large  a  dose.  Herbert  French, 

TALIPES.— (See  Club-Foot.) 

TASTE,  ABNORMALITIES  OF. — AbnormaUties  of  taste  may  be  grouped 
under  three  main  headings,  namely :  (i)  Impairment  or  loss  of  ordinary 
taste  sensations  ;  (2)  Perverted  taste  sensations  ;  (3)  Sensations  of  a  foul  taste 
in  the  mouth.  The  following  are  the  conditions  that  may  produce  each 
of  these  : — 
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I,  Impairment  or  Loss  of  Taste  (Ageustia)  : 

(a).  Due  to  nerve  lesions  : 

Paresis  or  paralysis  of  the  lingual  branch  of  the  fifth  nerve 

Paralysis  of  the  facial  nerve,  including  the  chorda  tympani 

Glosso-pharyngeal  nerve  paralysis 

Bulbar  parsilysis 

Cerebral  tumour,  especially  of  the  uncinate  gyrus 

Hysteria. 

(b).  Due  to  affections  of  either  the  mouth  or  nose  : 


A  common  cold 

Hay  fever  (coryza  e  feno) 

Atrophic  rhinitis 

Hypertrophic  rhinitis 

Nasal  polypus 

Adenoids 


Other  varieties  of  nasal  obstruc- 
tion 
Bromism 
lodism 
Mercurial  and  other  varieties  of 


stomatitis  (p.   88). 
{c) .  Febrile  conditions,  especially  when  associated  with  coating  of  the  tongue. 

(d).  After  destruction  of  the  nerve  endings  in  the  tongue  by  corrosives  taken 
accidentally  or  with  suicidal  intent. 

2.  Perverted  Taste  Sensations  (Parageusia) : 


Pregnancy 
Hysteria 

3.  Foal  Taste  in  the  Month  (Cacogeustia) 

(a).  Local  conditions  of  mouth  or  nose  : 
Caries  of  the  teeth 
Retention    of    food   particles 

between  healthy  teeth 
Furred  tongue  from  any  cause 
Excessive  smoking 
Mouth  breathing  at  night 
Gumboil 
Septic   stumps   under  tooth- 


Epileptic  aura 
Insanity. 


Epithelioma   of    the    tongue  or 

mouth 
Stomatitis     from      any      cause 

(p.  88) 
Septic  infection  of  the   antrum 
of  Highmore,  or  one   of  the 
other  sinuses  communicating 
with  the  nose. 


plate 

(b) .  Severe  fevers  associated  with  dryness  of  the  mouth  and  coating  of  the 
tongue  especially  in  ; — 
Pneumonia 
Tjrphoid  fever  | 

(c).  Septic  lung  conditions,  especially- 
Phthisis,  with  secondary  in- 


Peritonitis 
Septicaemia,  etc. 


fection  of  cavities 
Bronchiectasis 
Bronchiolectasis 
Foetid  bronchitis 
Empyema  ruptured  into  the 

lung 

(d).  Certain  drugs  or  poisons,  especially — 


Gangrene  of  the  lung 

Liver  abscess  ruptured  into  the 
lung 

Subdiaphragmatic  abscess  rup- 
tured into  the  lung. 


Mercury 

Copper 

Arsenic 

Lead 

Iodides 

Paraldehyde 


\ 


Asafcetida 
Creosote 
Guaiacol 
Valerian 
Cod-Uver  oil 
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From  a  diagnostic  point  of  view,  impaiimcDt  of  taste  sensations  is  of  little 
consequence  except  when  it  occurs  in  people  who  are  otlierwise  apparently 
well.  When  it  is  the  chief  symptom  in  the  case,  however,  it  may  be  of  con- 
siderable importance.  When  there  is  simple  impairment  of  taste,  and  it  can  be 
determined  that  this  is  unilateral,  the  symptom  is  almost  certainly  dne  to  a 
lesion  involving  either  some  portion  of  the  third  branch  of  the  fifth  nerve,  the 
chorda  tympani,  or  ttie  glosso-pbaryngeal  nerve.  It  is  not  often  difficult  to 
distinguish  between  these  thi«e,  for  if  the  chorda  tympani  is  involved  it  is 
almost  certain  that  the  facial  nerve  will  also  be  afiected  upon  the  same  side,  and 
this  will  be  evidenced  by  paresis  or  paralysis  of  the  lace  of  the  infranuclear  type 
(P-  536)  i  there  may  be  excessive  watery  secretions  from  the  submaxillary  gland 
upon  the  same  side ;  the  commonest  condition  to  cause  these  symptoms  is 
disease  of  the  middle  ear  extending  to  the  Fallopian  canal.  If  it  is  found  that 
sensations  of  taste  are  impaired  only  in  the  posterior  third  of  the  tongue  upon  one 
side,  the  lesion  probably  a&ects  the  glosso-pharyngeal  nerve,  and  it  is  very  possible 
that  there  may  be  paresis  of  the  same  side  of  the  palate  or  partial  paralysis  of  the 
pharynx  at  the  same  time.  When  the  lingual  branch  of  the  fifth  is  involved,  the 
impairment  of  sensation  is  in  the  s  the  same 

side.     The  lesion  may  be  a  tumour  ve  in  the 

mouth;orit  maybepartof  amore  Qiatnde, 

with  corresponding  interference  wi  M  of  tba 

skin  of  the  face,  according  to  the  1  B9  of  Uw 

fifth  nerve  are  involved ;  if  the  mot  xrtaiaeA 

by  feeling  the  masseter  and  tempo:  dmchea 

bis  teeth,  do  not  harden  so  mnch  01 

When  sensation  on  both  sides  ponibls 

that  the  lesions  described  above  cb  more 

likely  that  the  defect  is  then  n  1  dne  to 

bulbar  paralysis,  the  progressive  Imess  of 

which  is  pathognomonic. 

When  the  cause  of  impaired  sensation  is  in  the  nose,  as  in  the  case  of  coryza, 
rhinitis,  polypi,  or  adenoids,  it  will  be  found  that  some  substances  can  be 
tasted  easily  and  others  not  at  all ;  this  depends  upon  the  fact  that  taste  consists 
of  two  parts,  flavour  and  savour  ;  savour  depends  upon  sensation  transmitted 
by  the  olfactory  nerves— the  so-called  taste  of  roast  beef  for  instance  ;  savours 
will  be  defective  when  the  nose  is  the  cause  of  abnormal  taste-sensations;  while 
flavours  such  as  the  taste  of  sugar,  gentian,  or  salt,  which  are  transmitted  by 
the  gustatory  nerves  of  the  tongue,  will  still  be  fuUy  preserved. 

The  difierential  diagnosis  of  the  other  conditions  enumerated  in  the  above 
list  need  not  be  detailed,  for  the  conclusion  come  to  will  depend  upon  the  result 
of  careful  inquiry  into  the  history,  investigation  of  the  abnormal  physical  signs, 
and  the  other  symptoms  in  the  case.  One  would  only  emphasize  the  possibility 
of  caries,  or  decomposing  food  existing  between  teeth  that  superficially  look 
quite  sound,  and  the  fact  that  septic  infection  of  the  accessory  sinuses  of  the 
nose  may  be  long  overlooked,  though  in  each  case  abnormal  taste  sensations 
may  l>e  prominent.  Heiberi  Frmch. 

TENDERNESS  IN  THE  CHEST  implies  that  pain  is  felt  when  some  part 
of  the  chest  wall  is  touched  or  pressed.  Such  tenderness  is  quite  a  common 
symptom,  and  may  occur  in  a  great  variety  of  diseases.  In  some  instances  the 
pain  felt  is  a  direct  pain,  due  to  stimulation  of  sensory  nerves  actually  in  the 
diseased  area.  In  others — perhaps  the  majority — the  pain  is  a  referred  pain  (the 
"  somatic  pain  "  of  Ross),  felt  in  the  skin  and  subcutaneous  tissues  that  are 
tender,  but  due  to  a  visceral  lesion  remote  from  the  tender  area. 
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Causes    of    Tenderness    in    the    Chest. 

These  may  best  be  considered  and  classified  in  accordance  -with  the  situation 
of  the  lesion  to  which  it  is  due. 

I.  Lesions  of  the  Chest  Wall :  the  pain  is  for  the  most  part  direct  : — 


Inflammations  of  the  skin 
and  underlying  tissue 

Intercostal  myositis 

Myalgia 

Pleurodynia 

Affections  of  the  ribs  and 
sternum 

Blood  diseases 


Intercostal  neuritis 

Injury  of  the  intercostal  nerves 

Intercostal  neuralgia 

Hysteria 

Herpes  zoster 

Pleurisy 

Mediastinal  disease 

Pericarditis. 


2.  Lesions  of  Thoraeie  and  Abdominal  Viseera  :  the  pain  is  usually  a  referred 
pain  ;  felt  in  lesions  of  the — 


Lungs 

Heart  and  aorta 

Diaphragm 


Stomach  and  oesophagus 
Liver. 


I.  Lesions  of  the  Chest  Wall — Tenderness  in  the  chest  is  probably  the  chief 
complaint  in  superficial  inflammatory  lesions  of  the  chest  wall,  such  as  bruises, 
burns,  cuts,  and  superficial  infections  of  all  sorts,  the  diagnosis  of  which  will 
probably  leap  to  the  eye,  and  need  not  be  discussed  further. 

Pain  will  be  the  chief  complaint  in  intercostal  myositis,  often  vaguely  called 
rheumatic,  that  occurs  after  chill  or  strain  of  the  intercostal  muscles  ;  but 
the  affected  muscles  will  also  be  tender  on  pressure,  the  tenderness  being  in 
the  deeper  structures,  not  in  the  superficial  tissues.  The  condition  is  also 
known  as  intercostal  myalgia  or  pleurodynia ;  it  has  to  be  distinguished  from 
pleurisy  by  the  absence  of  friction-sounds  on  auscultation  ;  and  from  disease 
of,  or  pressure  on,  the  intercostal  nerves.  No  doubt  the  tenderness  is  due  to 
irritation  of  the  sensory  fibres  in  the  intercostal  muscles.  Similar,  but  more 
transient,  pain  and  tenderness  may  be  met  with  in  the  stitch  to  which  the 
untrained  athlete  is  prone  ;  here  the  tenderness  is  very  possibly  due  to  trauma 
of  fibres  of  an  intercostal  muscle. 

Tenderness  in  the  chest  may  result  from  disease  or  injury  of  the  ribs  or  sternum, 
when  it  will  be  localized  to  the  injured  spot ;  fracture,  inflammation,  or  new 
growth  may  be  the  immediate  cause.  If  fracture  is  present,  a  history  of  a  fall 
or  injury  should  be  obtainable  ;  and  crepitus  between  the  fragments  on  move- 
ment, or  deformity,  should  be  made  out.  Sternal  or  costal  ostitis,  or  periostitis, 
may  follow  injury  ;  or  occur  in  the  course  of  such  diseases  as  enteric  fever, 
tuberculosis,  pyaemia  or  septicopyaemia  ;  the  local  signs  of  inflammation  (pain, 
redness,  heat,  swelling)  and  the  general  condition  of  the  patient,  should  make 
the  diagnosis  fairly  simple.  Tenderness  in  the  chest  due  to  new  growth  in  the 
ribs  or  sternum — such  as  hydatid,  sarcoma,  secondary  deposits  from  carcinoma 
of  the  thyroid  gland,  prostate,  or  ovary — is  a  rarity  that  need  only  be  men- 
tioned. Tenderness  of  the  ribs  and  sternum,  as  well  as  of  the  long  bones  of 
the  limbs,  is  not  uncommon  in  certain  blood  diseases,  in  which  hyperplasia  of 
the  red  marrow,  or  excessive  accumulation  of  white  cells  in  it,  may  occur  :  such 
as  pernicious  anaemia  or  leukaemia.  The  diagnosis  here  must  be  made  on  the 
results  of  examination  of  the  blood.  In  all  these  instances  the  tenderness  is 
deep,  and  due  to  irritation  of  the  sensory  nerves  of  the  periosteum  or  bone  ;  the 
pain  felt  on  pressure  is  a  direct  pain. 

Tenderness  at  certain  points  of,  or  all  along,  the  course  of  an  intercostal  nerve 
is  common  in  various  affections  of  these  structures.     The  particularly  tender 
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spots  are  three  in  number,  and  correspond  to  the  points  at  which  the  posterior 
primary,  the  lateral  cutaneous,  and  the  anterior  cutaneous  branches  are  given  off, 
near  the  spinal  column,  the  mid-axillary  line,  and  the  sternal  margin,  respect- 
ively. Such  tenderness  may  be  marked  in  intercostal  neuritis,  which  is  rare  ; 
in  intercostal  neuralgia,  which  is  often  diagnosed  when  some  more  serious  intra- 
thoracic disorder  is  really  present,  such  as  pneumonia  or  pleurisy  ;  and  in  cases 
of  pressure  on  an  intercostal  nerve,  such  as  may  be  set  up  by  abscess  about  the 
spinal  column,  aneurysm  of  the  descending  aorta,  or  new  growth  invading  the 
spinal  canal.  Whenever  a  patient  complains  of  severe  or  obstinate  pain  and 
tenderness  in  the  side,  careful  and  repeated  physical  examinations  ^ould  be 
made  while  the  possibility  that  some  such  deep-seated  disease  may  be  present 
is  kept  in  view,  before  the  diagnosis  of  intercostal  neuralgia,  or  of  functional 
nervous  disease  (hjrsteria),  is  made.  In  exceptional  cases  of  hysteria,  zones  of 
tenderness  in  the  chest,  possibly,  too,  Charcot's  spasmogenic  zones,  may  be 
found. 

Pain  and  tenderness  along  an  intercostal  nerve  are  common  in  herpes  xoster, 
and  may  be  present  before,  during,  and  after  the  appearance  of  the  characteristic 
rash.  The  tenderness  often  has  the  three  spots  of  maximum  development  men- 
tioned above ;  it  is  particularly  in  the  second  half  of  life  that  herpes  may  be 
followed  by  a  long  period  of  pain  and  tenderness  along  the  course  of  the  affected 
nerve.  Until  the  rash  has  appeared,  or  in  the  comparatively  infrequent  cases 
when  the  rash  leaves  no  scarring  behind  it,  the  diagnosis  of  herpes  may  be 
difficult ;  the  rash,  once  seen,  can  hardly  be  mistaken. 

Tenderness  of  the  chest  is  a  common  complaint  in  pleurisy,  and  is  no  doubt 
due  to  inflammation  of  the  sensitive  nerve-endings  in  the  adjacent  periosteum 
and  the  tissues  of  the  intercostal  spaces ;  the  pleura  itself  would  appear  to  be 
devoid  of  nerves  of  sensation.  The  physical  signs  of  pleurisy  should  suffice  to 
make  the  diagnosis  a  simple  matter  if  a  careful  physical  examination  be  made. 
The  tenderness  is  deep  as  a  rule,  and  not  exhibited  by  the  skin  and  loose  sub- 
cutaneous tissues. 

The  sternum  may  be  tender  in  the  rare  cases  of  mediastinal  inflammation  or 
tumour  that  are  met  with  from  time  to  time  ;  tenderness  and  direct  pain  may 
similarly  be  caused  by  the  pressure  of  aneurysms  on  the  internsil  surface  of  the 
chest- wall.  The  diagnosis  in  these  cases  must  be  made  on  the  results  of  the 
physical  examination  of  the  patients,  and  will  not  be  detailed  here. 

Tenderness  with  pain  over  the  precordia  is  fairly  common  in  pericarditis, 
but  it  will  hardly  be  the  patient's  chief  complaint,  and  should  not  give  rise  to 
trouble  in  diagnosis.  It  may  be  so  extreme  as  to  preclude  percussion  or  a  satis- 
factory physical  examination.  Similar  pain  and  tenderness  have  also  been 
found  at  the  epigastrium  and  the  upper  costal  angles  in  these  cases ;  due,  perhaps, 
to  involvement  of  the  diaphragm  in  the  inflammatory  process. 

2.  Lesions  of  the  Underlying  Viscera.  —  Tenderness  in  the  chest  is  very 
frequently  a  symptom  of  disease  in  the  underlying  viscera,  thoracic  or  abdominal, 
when  the  pains  to  which  it  gives  rise  are  in  most  cases  referred  pains.  The 
tenderness  is  therefore,  as  a  rule,  superficial,  confined  to  the  skin  and  subjacent 
areolar  and  fatty  tissues  ;  if  these  can  be  drawn  aside,  pressure  can  be  made 
on  the  deeper  tissues  that  normally  underlie  the  tender  area  without  provoking 
pain.  Properly  speaking,  "  tenderness  in  the  chest "  can  only  refer  to  tactile 
hyperaisthesia,  or  the  eliciting  of  pain  on  pressure,  whether  light  or  heavy. 
Such  tactile  hyperaesthesia,  or  the  production  of  unpleasant  sensations  or  pain 
by  the  very  lightest  touch,  is  common  in  neuralgia  and  in  neuroses,  or  in  cases 
of  referred  pain.  But  a  similar  hyperaesthesia  for  cold,  or  less  often  for  heat, 
sometimes  occurs  in  the  chest — in  tabetic  patients,  for  example  ;  this  may 
perhaps  be  regarded  as  a  special  form  of  "  tenderness."     In  the  same  way  hyper- 
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aesthesia  for  pain,  or  hyperalgesia,  in  which  a  normally  painless  stimulus  or 
impression  becomes  transformed  into  an  acutely  painful  sensation^  is  to  be 
regarded  as  a  form  of  "  tenderness  "  in  the  chest.  Further,  j>erversions  of 
sensation  sometimes  occur  in  organic  nervous  diseases,  such  as  syringomj-elia 
or  tabes.  Thus,  tenderness  may  be  elicited  by  the  continuous  application  of  a 
pressure  that  is  painless  if  applied  only  for  a  short  time  (summation  of  painful 
stimuli)  ;  or  the  pain  may  be  first  felt  some  little  time  after  the  application  of 
the  stimulus  to  the  tender  area  (retarded  sensation). 

Chest  tenderness  is  not  rare  in  cases  of  actite  or  chronic  disease  of  the  lungs, 
particularly  tttberculosis ;  in  these,  it  is  hard  to  be  sure  that  one  is  not  dealing 
with  referred  pains  due  to  old  or  recent  pleurisy  or  pleural  adhesions.  The 
tenderness  may  be  either  superficial  or  deep  ;  sometimes  it  is  so  marked  as  to  be 
elicited  even  by  the  pressure  of  the  clothes.  It  is  generally  felt  most  about  the 
region  of  the  apices  of  the  lungs,  the  curve  of  the  shoulder,  or  the  scapula.  It  is 
often  a  very  chronic  trouble,  vanishing  during  periods  of  general  improvement, 
returning  again  when  the  patient's  health  is  low  or  the  pulmonary  lesion  is 
progressing.  Similar  tenderness  is  often  met  with  in  acute  bronchitis. 
or  with  chronic  bronchitis  and  emphysema  ;  the  diagnosis  must  be  made  on 
general  lines.  It  must  be  remembered  that  identical  areas  of  referred  chest- 
tenderness  may  be  observed  in  disorders  of  such  various  organs  as  the  heart, 
lungs,  liver,  and  stomach ;  and  that  a  patient  may  be  long  treated  for 
"  rheumatism  "  of  the  shoulder,  for  example,  when  he  is  really  suffering  from 
one  or  more  of  such  widely  different  disorders  as  tuberculosis,  g^all-stones, 
gastritis,  or  coronary  sclerosis. 

Direct  tenderness  about  the  precordia  is  sometimes  seen  in  heart  disease ; 
as  a  rule,  however,  the  tenderness  is  due  to  hj^raesthesia  of  referred  origin.  It 
is' most  marked  in  angina  pectoris,  and  often  persists  after  the  anginai  pains 
have  passed  off.  Both  the  pain  and  the  tenderness  are  felt  within  the  area  of 
distribution  of  the  first  to  the  eighth  dorsal  nerve  roots ;  the  roots  usually 
receiving  the  first  and  most  intense  impressions  are  the  second  dorsal.  The 
left  ventricle,  the  commonest  primary  seat  of  pain,  is  in  relation  with  the  second 
to  the  fifth  dorsal  nerve-roots  ;  the  auricle  with  the  fifth  to  the  eighth  ;  the 
ascending  aorta  with  the  third  and  fourth  cervical  and  the  first  to  the  third 
dorsal.  It  is  commonly  stated  that  the  pain  and  tenderness  in  morbus  cordis 
are  of  two  sorts,  direct  and  referred  ;  but  Mackenzie  argues  with  some  force  that 
they  are  in  reality  always  referred — a  viscero-sensory  reflex.  The  nerve- 
connections  stated  above  explain  the  extensive  radiation  and  wide  distribu- 
tion that  may  be  exhibited  by  the  tenderness  and  pain  in  the  superficial 
tissues  that  may  form  such  prominent  symptoms  of  heart  disease  ;  for  the 
chest,  neck,  and  arm  may  all  be  affected.  The  tenderness  of  angina  pectoris 
commonly  occupies  the  same  areas  as  the  pain,  takes  the  form  of  a  soreness, 
smarting,  or  of  hyperalgesia  to  touch,  and  may  last  for  days  after  the  pain 
is  over.  In  some  cases,  touching  or  stimulating  the  hyper -algesic  area  on 
the  chest,  arm,  or  neck,  may  reflexly  induce  an  anginal  attack  —  even  the 
pressure  of  a  stethoscope  applied  for  auscultation  may  suffice — which  is  a 
strong  argument  for  regarding  the  tenderness  as  a  viscero-sensory  reflex  or  a 
referred  tenderness.  Such  anginal  attacks  and  tenderness  are  commonest  in 
coronary  sclerosis,  aortic  aneurysm,  aortic  reflux,  and  acute  aortitis  ;  they  may 
also  be  seen  in  any  form  of  heart-disease  in  which  hypertrophy  and  dilatation 
have  taken  place,  and  the  heart  has  to  do  more  work  than  it  can  manage.  In 
well-marked  cases,  the  cardiac  origin  of  areas  of  tenderness  in  the  chest  should 
not  be  difficult  to  diagnose,  owing  to  their  association  with  severe  anginal  pains 
on  the  one  hand,  and  with  the  fact  that  the  pain  is  brought  on  by  exertions  or 
emotions  that  increase  the  work  of  the  heart.    Identical  areas  of  tenderness  may 
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be  found  in  pleurisy  or  chronic  pulmonary  tuberculosis ;  but  here  the  pain  will 
be  connected  with  respiration  or  coughing  in  an  unmistakable  manner,  and 
there  will  be  the  history  and  signs  of  pulmonary  rather  than  of  cardiac  disease. 
Identical  areas  of  chest  tenderness  may  be  found  in  diseases  of  the  stomach, 
in  the  areas  of  distribution  of  at  any  rate  the  fourth  and  fifth  dorsal  nerves  ;  the 
diagnosis  here  will  turn  on  the  history  of  gastro-intestinal  disorder,  and  on  the 
radiation  of  the  pain  and  the  discovery  of  tenderness  in  the  epigastrium. 

Tenderness  in  the  chest  may  be  seen  in  injuries  or  inflammations  of  the 
diaphragmy  the  lower  costo-chondral  margin  being  affected.  The  diaphragm  is 
innervated  by  the  phrenic  nerves  mainly,  and  so  is  connected  with  the  third, 
fourth,  and  fifth  cervical  nerve-roots ;  accordingly,  referred  diaphragmatic  pain 
and  tenderness  may  also  be  felt  in  the  top  of  the  shoulder,  an  area  innervated 
by  the  fourth  cervical  nerve.  In  most  cases,  these  areas  of  tenderness  will  be 
due  to  diaphragmatic  pleurisy. 

Diseases  of  the  stomach,  particularly  gastric  ulcer  and  flatulent  dyspepsia, 
may  give  rise  to  pain  and  tenderness  in  the  chest  that  may  be  very  hard  to 
distinguish  from  those  due  to  cardiac  disease.  As  a  rule,  the  history  of  gastric 
disturbances  should  be  of  great  assistance  in  coming  to  a  correct  diagnosis  ; 
although  it  must  be  remembered  that  flatulence  and  temporary  gastric  upsets 
are  not  infrequently  seen  in  true  angina  pectoris.  Further,  the  pain  and 
tenderness  due  to  diseases  of  the  stomach  are  mainly  abdominal,  are  in  the 
epigastric  and  left  hypochondriac  regions,  and  in  the  lower  half  of  the  back  of 
the  chest ;  whereas  in  cardiac  disorders  they  are  characteristically  situated 
higher  up  in  the  chest  and  back. 

It  is  possible  that  disease  or  painful  stimulation  (as  by  hot  drinks)  of  the 
oesophagus  may  produce  an  area  of  referred  tenderness  in  the  chest,  over  the 
lower  third  of  the  sternum  and  in  the  middle  line,  in  correspondence  with  the 
pain  that  is  felt  here  in  these  conditions. 

Tenderness  in  the  right  side  of  the  chest  near  the  costal  margin  is  not  rare  in 
diseases  of  the  liver  and  gall-bladder,  corresponding  to  the  cutaneous  distribution 
of  the  seventh,  eighth,  and  ninth  dorsal  nerves  ;  for  the  most  part,  however, 
the  pain  and  tenderness  are  in  the  epigastrium  and  the  right  hypochondrium. 
In  addition,  the  right  phrenic  nerve  (third  to  fifth  cervical)  sends  twigs  to  the 
liver  and  gall-bladder,  so  that  tenderness  and  pain  may  also  be  felt  in  the  right 
shoulder,  just  as  they  may  be  in  disorders  of  the  diaphragm.  It  is  particularly 
in  cases  of  gall-stone  or  biliary  colic  that  these  areas  of  tenderness  are  likely  to 
be  found.  In  patients  with  hepatic  abscess,  the  spread  of  inflammation  to  the 
chest  wall  may  give  rise  to  direct  pain  and  tenderness  in  the  chest,  with  the 
development  of  characteristic  local  and  general  symptoms  and  signs  ;  the  dia- 
gnosis here  will  have  to  be  made  from  such  things  as  axillary  abscess,  empyema 
making  its  way  through  the  chest  wall,  or  abscess  arising  in  the  chest  wall. 

A.  J.  Jex-Blake. 

TENDERNESS  IN  THE  EPIGASTRIUM.— In  thin  and  nervous  subjects, 
particularly  women,  tenderness  may  be  elicited  on  deep  pressure  in  the  epigas- 
trium over  the  cceliac  plexus.  In  the  absence  of  other  symptoms  this  is  of  no 
significance.  The  upper  bellies  of  the  recti  may  be  tender  after  strain,  e.g.,  from 
hard  exercise,  vomiting,  coughing,  or  retching.  The  fact  that  the  tenderness 
is  in  the  abdominal  wall  may  be  proved  by  pinching  it  up  laterally  when  the 
muscles  are  relaxed.  Epigastric  tenderness  may  also  be  due  to  dilatation  of 
the  right  ventricle,  to  pleurisy,  or  to  any  of  the  painful  conditions  of  the  liver, 
stomach,  or  pancreas,  the  differential  diagnosis  of  which  is  considered  under 
the  heading  of  Pain  in  the  Epigastrium.  Robert  Hutchison. 

TENDERNESS  IN  THE  HYPOCHONDRIUM  (LEFT).— (See  Pain  in  the 
Hypochondrium,  Left.) 
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TENDERNESS  IN  THE  HYPOCHONDRIUM  (RIGHT). — (See  Pain  in  tee 
Hypochondrium,  Right.) 

TENDERNESS  IN  THE  ILIAC  FOSSA  (LEFT).— There  is  no  particular 
condition  to  be  recorded  in  which  tenderness  in  the  left  iliac  fossa  is  unaccom- 
panied by  either  pain  or  swelling.  (See  Pain  in  the  Iliac  Fossa,  Left  ;  and 
Swelling  in  the  Iliac  Fossa,  Left.)  George  E.  Gmk. 

TENDERNESS  IN  THE  lUAC  FOSSA  (RIGHT).  (See  also  Swelling  in 
the  Iliac  Fossa,  Right.) 

If  a  patient  complains  only  of  tenderness  in  the  right  iliac  fossa,  if  there  are 
no  other  guiding  symptoms  and  no  swelUng,  and  if  the  case  is  not  acute,  it  may 
be  supposed  that  there  is  some  slight  inflammation  of  the  ccecunt  or  vermiform 
appendix^  or  irritation  of  the  mucous  membrane  of  the  caecum  by  the  accumu- 
lation of  faeces.  It  is  not  uncommon,  in  very  acute  abdominal  conditions 
obviously  requiring  immediate  laparotomy,  to  find  that  tenderness  in  the  right 
iliac  fossa,  without  swelling,  is  associated  with  signs  of  acute  general  peritonitis. 
There  are  three  chief  causes  for  this  : — 

1.  Acute  perforative  or  gangrenous  appendicitis. 

2.  Perforated  gastric  or  duodenal  ulcer. 

3.  A  ruptured  tubal  gestation. 

The  commonest  of  the  three  is  appendicitis. 

Acute  Appendicitis. — The  fact  that  the  pain  and  tenderness  started  and  are 
most  marked  in  the  right  ihac  fossa  points  to  the  diagnosis.  There  may  have 
been  a  previous  attack  in  which  the  symptoms  were  more  definitely  localized. 

Perforated  Gastric  or  Duodenal  Ulcer. — Usually  the  tenderness  will  be  in  the 
hypogastrium,  but  there  are  cases  in  which  confusion  arises  because  the  tender- 
ness is  most  marked  in  the  right  iliac  fossa,  and  because  there  is  no  pre\ioiis 
history  of  indigestion,  haematemesis,  melaena,  or  vomiting.  In  any  case  where 
grave  s)rmptoms  are  prominent,  an  exploratory  laparotomy  is  not  to  be  delayed, 
and  it  is  only  a  question  of  whether  the  abdomen  is  to  be  opened  over  the  appendix 
region  or  over  the  stomach. 

Ruptured  Tubal  Gestation. — It  is  highly  desirable  that  a  diagnosis  of  this  com- 
plaint should  be  made  early.  There  will  generally  be  the  signs  of  internal 
haemorrhage — pallor,  fall  of  temperature,  rise  of  pulse-rate,  and  the  presence  oi 
free  fluid  in  the  abdomen  ;  the  patient  is  usually  a  week  or  more  overdue  as 
to  a  menstrual  period,  and  the  acute  symptoms  come  on  s>nichronously  with  a 
loss  of  blood  per  vaginam  that  may  be  mistaken  for  the  onset  of  the  ordinarj- 
n^^'^ses.  George  E.  Gash. 

TENDERNESS  IN  JOINTS.— (See  Joints,  Affections  of.) 

TENDERNESS  IN  THE  LIMBS.— (See  Pain  in  the  Limbs,  General  ;    and 

Sensation,  Some  Abnormalities  of.) 

TENDERNESS   IN  THE  SCALP  occurs  in  two  main  varieties  : — 
I.  Direct  Tenderness,  due  to  injury  or  disease,  such  as — 
Bruising  or  infected  wounds 
Inflammation  or  suppuration  complicating   pediculosis,    ringworm, 

favus,  eczema,  pruritus,  acne,  etc. 
Herpes  and  dermatitis  herpetiformis,  erysipelas 
Lupus  erythematosus,  von  Recklinghausen's  disease 
Sclerodermia,  Brocq's  "  pscudopelade  ** 
Diseases  of  the  skull — ^rickets,  syphilis,  tumour. 
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I.  Relemd  TenderoMi,  either  doe  to  disease  elsewhere,  or  functional : — 

Meningitia,    increased    intracranial    pressure,    intracranial   tumour, 
concussion  of  the  brain,  otitis  media. 

Neuralgia,  major  and  minor,  whether  primary  or  due  to  disease  of 
the  eyes,  ears,  teeth,  or  viscera. 

Neurasthenia  and  hysteria. 
Fig.  zoo  exhibits  the  cutaneous  nerve-supply  of  the  scalp  and  face,  indicating 
the  areas  in  which  tenderness  and  pain  are  to  be  expected  when  disease  or 
disorder  of  the  various  nerves  is  present. 

I.  If  tenderness  in  the  scalp  is  due 
to  bruising  or  wounds,  it  should  not 
be  difficult  of  diagnosis  when  the  history 
has  been  obtained  A  similar  tender- 
ness is  naturally  to  be  expected  when- 
ever inflammation  or  suppuration  occurs 
as  a  complication  or  later  stage  of  any 
of  the  numerous  skin  diseases  to  which 
the  scalp  is  liable,  such  as  pediculosis, 
ringworm — a  suppurating  ringworm  is 
known  as  herion — stborrkuie  dermaliHs, 
favus ;  the  itching  of  ecitma  or  pruritus 
may  be  so  severe  as  to  lead  to  scratch- 
ing which  breaks  the  skin,  with  the 
result  that  impetigo  or  pas- infect  ion 
ensues.     In  young  men  and  women  aciu  Fif.m.—lbsmatKoaxiwn.wa^y'^i^ 
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may  spread  back  to  the  scalp  from  the       uh]  Th.  O,  Gnat,  bwIL  uvi  ihird  ocdiilu 
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forehead,  face,  or  neck  ;  aetu  dtcakans 

is  a  mild  staptkylococcal  infection  of  the 

hair-follicles   that   slowly  creeps  across 

the  scalp,  and  leaves  it  bald  by  destroying  the  hair-follicles.     Furunculosis  of 

the  scalp,  and  inflammation  of  a  sibaceous  cyst,  need  only  be  mentioned  in  this 

In  herpes  nphlhalmicus,  or  herpes  zoster  of  the  ai«a  supplied  by  the  ophthalmic 
or  first  branch  of  the  trigeminal  or  fifth  cranial  nerve,  extreme  tenderness  over 
the  alfected  area  may  be  noted  while  the  eruption  lasts  ;  and  after  it  has  dis- 
appeared, tenderness  and  itching  may  be  left  behind  for  many  months  or  years. 
Dermalilis  herpetiformis  is  a  somewhat  similar  grouped  vesicular  or  bullous 
eruption,  with  ringed  and  other  erythematous  lesions,  but  characterized  by  a 
much  more  extensive  distribution  than  herpes  loster  ;  when  it  involves  the 
scalp  much  tenderness  may  ensue,  although  the  chief  complaint  will  be  of 
itching,  and  the  course  of  the  disorder  is  long  and  uncertain.  Erysipelas  is 
common  in  the  scalp,  and  should  be  diagnosed  readily.  Lupus  erylhemalosus 
oi  the  scalp  may  cause  tenderness  while  progressing  actively,  when  it  may 
resemble  even  a  severe  persistent  erysipelas  ;  as  a  rule  it  is  a  very  chronic,  slowly 
progressive  disorder,  commoner  in  females  than  in  males,  starting  between  the 
ages  of  twenty-five  and  forty-five.  It  produces  smooth  and  depressed  areas 
of  complete  and  permanent  baldness,  reddened  by  abundant  injected  venules. 
In  von  Recklinghausen's  disease,  subcutaneous  neurofibromas  are  found  all  over 
the  body,  in  association  with  freckling  and  pigmentation  ;  occurring  on 
the  scalp,  these  tumours  will  make  it  tender,  whereas  the  tumours  of  fibroma 
molluscum  (Fig.  201),  a  disorder  at  first  sight  resembling  von  Kecklinghausen's 
disease,  are  not  sensitive  to  pressure.  Scterodermia  of  the  scalp  may  occasion 
much  tenderness,  particularly  in  its  early  stages  ;  it  is  a  chronic  difiuse  infil- 
tration of  the  skin  that  ends  in  atrophy,  and  by  many  is  supposed  to  include 
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the  cutaneous  distribution  of  the  tirst  or  ophthalmic  branch  of  the  fifth  nerve. 
Pressure  over  the  tender  area  will  often  bring  on  a  paroxysm  of  pain  ;  yet  while 
the  fiain  is  raging,  the  patient  oiten  gains  some  relief  by  firm  pressure  over  the 
painful  part.  When  the  parox^'sm  is  recently  past,  pressure  docs  not  have  any 
obvious  effect  in  some  cases.  Identical  neuralgic  pain  and  tenderness  may  be 
met  with  in  the  rare  cases  where  a  tumour  presses  on  the  trigeminal  nerve  or  its 
roots,  as  may  happen  in  patients  with  meningeal  new  growths  ;  the  diagnosis 
here  is  important,  because  operative  removal  of  the  Gasserian  ganglion  would  be 
useless  in  such  a,  case.  De&nite  loss  of  sensation  occurs  if  the  nerve  is  involved 
in  a  tumour,  whereas  in  tic  douloureux  there  is  no  ansesthesia  ;  in  addition,  the 
other  signs  of  intracranial  tumour  should  be  looked  for. 

In  another  group  come  the  cases  of  neuralgia  minor,  in  which  pain  and  tender- 
Dess  in  the  scalp  form  a,  visceral  reflex,  and  are  due  to  disease  in  the  eyes,  teeth, 
ear,  and  thoracic  or  abdominal  viscera.  A  referred  visceral  pain  usually  brings 
with  it  superficial  tenderness,  and  both  the  pain  and  the  tenderness,  according 
to  Head,  are  found  over  "  segmental  "  areas,  or  areas  that  do  not  correspond 
with  the  distribution  of  the  peripheral  nerves,  but  follow  a  central  distribution 


i^tr-  HivO. 


(Figs,  20Z,  ao3).  In  other  patients,  however,  the  same  lesions  produce  areas  of 
pain,  and  less  often  of  tenderness  also,  that  do  follow  distributions  correspond- 
ing with  those  of  the  fieripheral  nerves  ;  and  these  are  described  as  cases 
of  neuralgia  minor  proper.  To  give  examples  of  reflex  neuralgia,  disease  of 
the  upper  bicuspids  may  cause  pain  and  tenderness  in  the  temporal  region  ; 
disorders  of  the  eye,  particularly  astigmatism  and  hypermetropia,  iritis,  and 
glaucoma,  may  cause  headache  and  tenderness  spreading  from  the  forehead  to 
the  vertex  and  to  the  temporal  area  ;  suppuration  in  the  middle  ear  may  make 
the  whole  side  of  the  head  tender.  Certain  areas  on  the  head  are  segmentally 
united  with  other  areas  on  the  body  ;  the  temporal  area  of  the  scalp  is  connected 
thus  with  the  seventh  dorsal  segment,  and  so  diseases  of  the  heart,  lungs,  or 
stomach  may  all  bring  at>out  temporal  pain  and  tenderness,  associated  with  the 
segmental  area  of  cutaneous  tenderness  about  the  level  of  the  epigastrium  that 
directly  represents  the  seventh  pair  of  dorsal  nerves.  It  is  probable  that  a 
number  of  patients  with  undetected  disease  of  the  teeth,  eyes,  ears,  or  viscera, 
are  treated  for  "  neuralgia  "  for  long  periods,  when  a  more  careful  examination 
of  their  history  and  investigation  of  their  physical  condition  would  lca.d  3^<sikr 
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to  the  proper  diagnosis.  In  a  certain  number  of  cases  pain  ajid  tenderness  in 
the  scalp  are  due  to  general  diseases  such  as  diabetes  mellitus,  malaria,  and 
rheumatism, ;  a  fact  that  leaves  room  for  much  looseness  in  diagnosis. 

In  both  neurasthenia  and  hysteria  complaints  of  pains  and  tenderness  are 
common,  and  the  scalp  may  be  affected  just  as  any  other  part  of  the  body  may. 
The  neurasthenic  often  has  occipital  tenderness,  with  pain  referred  to  the  hair ; 
brief  mental  effort  may  bring  on  pain  and  tenderness  in  the  sinciput  or  vertex. 
The  hysterical  patient  may  be  prostrated  by  headache,  with  extreme  tenderness 
of  the  scalp.  It  is  not  necessary  to  say  that  the  greatest  care  to  exclude 'organic 
disease  of  every  sort  should  be  taken  before  the  diagnosis  of  neurasthenia  or 
hysteria  is  made  in  a  patient  complaining  of  tenderness  in  the  scalp.  It  is 
noticeable  that  any  conditions  tending  to  build  up  the  strength  and  improve 
the  nutrition  of  neuralgic,  neurasthenic,  or  hysterical  patients,  are  likely  to  lessen 
the  pains  and  areas  of  tenderness  of  which  they  so  often  complain.  Conversely, 
these  persons  are  always  much  worse  when  their  health  is  low,  and  particularly 
when  they  are  anaemic.  A.J.  J  ex-Blake. 

TENDERNESS  IN  THE  SPINE  occurs  in  conditions  of  two  different  sorts. 
In  the  first  it  is  due  to  local  disease  of  the  skin  or  subcutaneous  tissues,  fasciae, 
muscles,  bones,  or  nerve-tissue  in  the  immediate  neighbourhood  of  the  spine ; 
and  the  pain  felt  when  the  tender  spot  is  touched  is  a  direct  pain.  In  the  second 
there  is  no  local  disease,  and  the  pain  felt  on  stimulation  of  the  tender  area 
is  a  referred  pain,  due  in  most  cases  to  organic  disease  of  one  or  other  of  the 
viscera,  in  a  few  to  some  obscure  nervous  disorder.  The  tenderness  varies  widely 
in  degree.  In  the  severest  cases,  whether  direct  or  referred,  the  pain  may  be  such 
that  the  patient  cannot  endure  even  the  light  pressure  of  the  clothes  ordinarily 
worn,  and  is  in  agony  the  moment  a  finger  is  laid  upon  the  tender  place. 

I.  When  due  to  Loeal  Disease,  the  tenderness  is  usually  associated  w4th  rigidity- 
of  the  spine  in  the  tender  section,  a  protective  reflex  designed  to  give  rest  to  the 
diseased  part.  This  is  particularly  well  marked  when  it  is  bone — the  vertebral 
column — that  is  diseased.  A  similar  but  less  complete  and  more  extensi\*e 
rigidity  will  be  noted  when  the  local  disorder  is  in  the  muscles  or  fasciae  of  the 
back.  Should  the  local  disease  or  injury  be  so  extensive  as  to  involve  or 
compress  the  spinal  cord,  special  symptoms  (girdle-pain,  paresis,  anaesthesia, 
etc.)  will  be  added.  The  chief  morbid  states  in  which  such  tenderness  of  the 
spine  occurs  are  summarized  in  the  following  table  : — 

Diseases  of  the  skin  and  subcu-    (Trauma,     infected    wounds,     abscess- 
taneous  tissue  j     formation,  etc. 

Diseases  of  the  muscles,  fascia,  )  ^      ,     ,  ^.        ^  , 

-  Gout,  rheumatism,  trauma,  herpes,  etc 
or  nerves  )  *  »        t^  >  ^^^ 

/Tuberculosis  and  other  infections 
Caries    sicca,    spondylitis    deformans, 
*'  typhoid  spine  " 
Diseases  affecting  the  vertebra      -{  Erosion  by  aortic  aneurysm 

Invasion  by  malignant  disease 
Trauma,   with   or   without    injury   to 
^      the  cord. 
Traumatic    neurasthenia,    with  \ 
local  lesions  that  are  not  de-  [**  Railway  spine." 
monstrable  .1 

To  consider  these  lesions  in  detail :  Obviously  the  skin  and  subcutaneous 
tissues  may  be  tender  over  the  spine  after  falls  or  blows  on  the  back,  infected 
wounds,  in  acne  and  furunculosis,  in  abscess-formation,  whether  the  infection 
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is  derived  from  without,  or  from  within  as  in  pyaemia  ;  a  psoas  abscess  has  been 
known  to  point  and  discharge  on  the  back  over  the  vertebral  column.  Tenderness 
in  the  spine  due  to  affecHons  of  the  fascia  and  muscles  may  be  experienced  by 
any  ill-trained  peryn  who  over-uses  or  strains  his  spinal  muscles ;  it  is  also 
common  in  gouty  patients ;  and  frequently  it  is  associated  in  the  rheumatic 
with  attacks  of  lumbago.  Deep-seated  inflammations  in  this  region  are  not  rare, 
and  are  seen  usually  in  connection  with  spinal  caries  ;  less  often  the  inflammation 
may  be  due  to  pyaemia,  empyema  perforating  spontaneously,  trichiniasis  and 
other  very  rare  forms  of  myositis,  when  they  chance  to  attack  the  spinal  region. 
In  a  few  instances,  no  doubt,  disease  of  the  spinal  nerves,  particularly  when 
their  posterior  primary  divisions  are  affected,  gives  rise  to  tenderness  in  the 
spine  as  well  as  along  the  course  of  the  nerves  themselves ;  this  may  occur 
when  pressure  on  the  nerves  or  their  roots  exists,  and  in  cases  of  herpes 
zoster  or  neuritis.  Most  of  the  causes  of  spinal  tenderness  enumerated  above 
are  comparatively  rare  ;  and  their  diagnosis  should  not  be  difficult  if  a  careful 
examination  of  the  patient  be  made,  and  his  other  signs  and  symptoms  oi 
disease  be  noted. 

The  cases  in  which  the  tenderness  is  due  to  disease  of  the  vertebrae  are 
far  more  important  than  the  above,  and  probably  commoner  also,  as  well  as 
far  more  serious  from  the  point  of  view  both  of  prognosis  and  treatment. 
Excluding  spinal  trauma,  which  usually  declares  itself  obviously  and  is  considered 
below,  the  three  disorders  to  which  the  vertebrae  are  liable  in  this  connection 
are  tuberculosis,  invask>n  by  malignant  disease,  and  erosion  by  an  aneurysm. 
In  other  rarer  instances  they  may  be  affected  with  similar  symptoms  and  results 
by  actinomycosis,  pyaemic  abscess,  the  spread  of  infection  from  adjoining 
parts  (retropharyngeal,  mediastinal,  subdiaphragmatic,  perinephric,  or  pelvic 
abscesses),  hydatid  disease,  spondylitis  deformans,  and  vertebral  arthritis  due 
to  the  gonococcus  and  other  microbes.  When  caused  by  vertebral  tuberculosis, 
the  spinal  tenderness  is  local,  and  is  generally  accompanied  by  more  or  less 
angular  deformity  of  the  spinal  column,  collapse  of  the  diseased  and  softened 
anterior  part  of  the  vertebral  body,  causing  abnormal  projection -of  its  dorsal 
spine  at  the  same  time.  If  it  is  the  posterior  part  of  the  aflected  vertebra  that 
collapses,  the  spinous  process  will  sink  inwards  ;  it  must  be  remembered,  how- 
ever, that  congenital  defect  or  deficiency  of  a  spinous  process  is  not  very  rare, 
and  may  be  mistaken  for  the  result  of  injury  or  disease.  Whether  deformity 
accompanies  spinal  caries  or  no,  rigidity  of  the  diseased  part  of  the  spinal  column 
is  sure  to  be  present.  It  is  maintained  by  involuntary  contraction  of  the 
appropriate  muscles,  and  becomes  conspicuous  when  the  patient  is  encouraged 
to  bend  his  back  in  any  direction,  or  to  rotate  the  body  on  the  pelvis.  In 
addition,  pain  will  be  felt  in  the  back  when  the  patient's  vertex,  shoulders, 
sacrum,  or  legs  are  jarred  ;  his  gait,  too,  and  method  of  holding  himself  and 
turning,  designed  to  relieve  the  diseased  part  of  the  spinal  column  from  shock 
or  strain,  will  be  characteristic.  In  children  who  are  not  well  looked  after, 
this  spinal  tenderness  and  deformity  may  be  unnoticed  and  the  diagnosis  of 
spinal  caries  not  established  until  a  psoas  abscess  has  formed  and  has  declared 
itself  by  pain  in  the  leg,  or  lameness.  The  importance  here  of  early  diagnosis 
cannot  be  overstated  ;  spinal  tuberculosis  is  commonest  in  children,  but  may 
occur  at  any  age.  It  often  happens  that  rickety  children  are  suspected  of 
"  spinal  disease  "  by  their  parents  ;  they  present  marked  spinal  curvature, 
due  to  flabbiness  of  the  muscles,  and,  like  all  their  bones,  their  spines  may  be 
tender  on  pressure.  But  there  is  no  localized  spinal  tenderness  in  rickets, 
there  is  no  angular  deformity,  the  spinal  curvature  vanishes  when  the  child  is 
suspended  by  the  head  or  arms,  no  pain  is  caused  by  jarring  or  rotating  the 
spinal  column,  and  there  is  no  rigidity  of  the  back.  And  the  other  ordinary 
D  50 
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evidences  of  rickets  will  be  present,  so  that  the  diagnosis  shoiild  not  be  difficult 
In  adults,  however,  and  particularly  during  the  second  half  of  life,  it  may  often 
be  difficult  to  determine  whether  a  persistent  tenderness  over  some  pan  of 
the  spine,  associated  with  persistent  pain  and  rigidity,  is  ^due  to  tuberculosis, 
aneurysm,  or  malignant  disease  affecting  the  vertebral  colunin.  The  occurrence 
of  angular  curvature,  due  to  softening  and  collapse  of  the  vertebral  body,  would 
argue  in  favour  of  tuberculosis,  being  comparatively  rare  in  aneurysm  or 
malignant  disease  ;  evidence  of  tuberculous  mischief  in  the  patient's  joints, 
lungs,  or  larynx,  a  history  of  cough  or  blood-spitting/  or  a  marked  family  history 
of  tuberculosis,  would  all  point  in  the  same  direction.  Aortic  aneurysm,  eroding 
the  vertebral  column  and  causing  pain  and  tenderness  by  pressing  on  the  nerves 
in  its  vicinity,  would  be  suggested  if  the  patient  were  a  middle-aged  man  giving 
a  history  of  syphilitic  infection,  and  exhibiting  more  or  less  arterial  degenera- 
tion. Examination  under  the  ;r-rays  and  testing  for  the  presence  or  absence  of 
Wassermann's  reaction  might  be  of  great  assistance  here  ;  deep  abdominal 
palpation,  under  an  anaesthetic  if  necessary,  might  reveal  the  expansile  pulsation 
of  an  aortic  aneurysm.  Secondary  deposits  of  malignant  disease,  invading 
or  encompassing  a  vertebra,  may  occasion  marked  spinal  tenderness  and  pain 
in  the  back  of  the  severest  description  ;  in  rare  cases,  the  malignant  gro-w-th 
may  be  primary.  The  vertebrae  are  the  bones  most  often  invaded  by  secondan* 
malignant  growths ;  the  primary  growths  most  frequently  responsible  for 
secondary  deposits  in  the  bones  arc  carcinoma  of  the  thyroid,  testis,  prostate, 
and  mamma,  primary  sarcoma  of  bone,  and  melanotic  sarcoma.  Here  again 
the  diagnosis  may  be  very  difficult,  in  the  earlier  stages  of  the  disorder 
particularly,  because  the  primary  growth  may  be  small  and  deep-seated,  and 
may  have  given  rise  to  no  signs  or  symptoms  leading  to  its  discovery,  so  that 
the  presence  of  secondary  deposits  is  not  suspected.  In  the  later  stages,  the 
growth  often  burgeons  into  the  spinal  canal,  and  causes  symptoms  of  paraplegia 
by  compressing  the  spinal  cord.  When  this  occurs  the  diagnosis  is  easier,  for 
the  site  of  the  compression  may  be  indicated  by  a  girdle-pain  and  a  zone  ot 
hjrperaesthesia  ;  while  anaesthesia,  with  paresis  or  paraplegia,  is  found  below  it. 
the  sphincters  are  affected,  the  knee-jerks  are  increased,  and  ankle-clonus  and 
Babinski's  extensor  plantar  reflex  can  be  elicited.  But,  as  has  been  pointed 
out  already,  it  may  be  impossible  to  find  any  definite  physical  signs  in  a  pxatient 
complaining  of  very  severe  and  intractable  pain  and  tenderness  in  some  part 
of  his  spinal  column  ;  and  most  physicians  of  experience  must  have  met  with 
sad  cases  where  such  patients  have  been  treated  as  malingerers,  the  honesty  of 
their  complaints  failing  to  win  recognition  until  a  pathological  basis  for  them 
has  been  established  at  an  autopsy. 

Little  more  need  be  said  about  most  of  the  other  local  diseases  that  may  make 
the  affected  region  of  the  spine  both  tender  and  painful.  Caries  sicca  is  the 
name  given  to  an  obscure  rarefying  osteitis  of  chronic  course,  non-suppurative, 
that  may  attack  the  vertebrae.  The  signs  and  symptoms  of  vertebral  actino- 
mycosis resemble  those  of  tuberculosis.  In  chronic  pyamia  a  vertebral  abscess 
may  arise,  and  in  patients  with  abscesses  in  the  spinal  region — ^such  as  pelvic, 
perinephric,  subdiaphragmatic,  mediastinal,  or  retropharyngeal — a  spread  of 
infection  to  the  vertebrae  may  conceivably  occur,  giving  rise  to  tenderness  in 
the  affected  part  of  the  spine  ;  hydatid  disease  of  the  spinal  canal  or  vertebral 
column  may  do  the  same  in  persons  exposed  to  echinococcus  infection.  But  in 
all  these  instances  the  tenderness  in  the  spine  will  be  but  a  minor  symptom  of 
a  serious  and  more  or  less  acute  disorder,  with  other  features  that  are  more 
characteristic.  Tenderness  in  the  spine  is  often  marked  in  spondylitis  deformans, 
the  name  given  to  practically  any  chronic  non-suppurative  form  of  vertebral 
arthritis.     It  is  no  doubt  an  infectious  process,  and  occurs  after  gonorrhoea, 
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influenza,  enteric  fever  (the  "  typhoid  spine  "),  tonsillitis,  and  other  bacterial  dis- 
orders. It  is  characterized  by  stiffness  in  some  portion  of  the  vertebral  column, 
with  irregular  deposits  of  new  bone  in  the  adjoining  ligaments,  particularly  the 
anterior  common  ligament,  well  seen  by  the  use  of  ;r-rays.  The  chief  sign  is 
stiffness  in  the  back,  and  in  a  few  of  the  cases  osteo-arthritis  of  some  joints  of  the 
limbs  occurs  as  well ;  in  instances  where  the  hip  or  shoulder  is  thus  involved  the 
disease  has  been  named  "  spondylose  fhizomilique  "  by  Marie.  Men  are  affected 
four  or  five  times  as  often  as  women,  and  the  disease  usually  begins  between 
the  ages  of  twenty  and  fifty.  Its  diagnosis  may  be  difficult,  because  the  chief 
complaint  may  be  of  pain  in  the  hips,  legs,  abdomen,  or  thorax,  or  of  "  sciatica  " 
or  "  lumbago,"  so  that  disease  of  the  vertebral  column  may  l>e  neither  suspected 
nor  looked  for.  In  most  patients,  the  afifected  region  of  the  spine  is  tender ; 
much  spasm  of  the  dorsal  muscles  is  found  in  the  more  acute  cases,  while  in 
those  of  long-standing,  atrophy  from  disuse  will  be  found.  The  typhoid  spine 
is  a  rare  sequela  of  enteric  fever,  usually  occurring  early  in  convalescence.  The 
patient  complains  of  tenderness  and  the  most  acute  pain  in  the  lower  part  of 
the  vertebral  column,  after  an  initial  stage  of  backache.  Fever  is  present  at 
first  in  half  the  cases,  and  no  doubt  the  condition  is  commonly  due  to  vertebral 
periostitis  set  up  by  the  Bacillus  typhosus.  The  symptoms  last  for  miany  months 
as  a  rule,  and  deformity  of  the  spine  is  left  in  half  the  patients  ;  but  suppuration 
of  the  affected  vertebrae  seems  to  be  unknown.  Men  are  more  often  affected 
than  women,  and  the  diagnosis  should  not  be  a  matter  of  great  difficulty.  In 
milder  cases  no  ph3rsical  signs  of  vertebral  disease  appear,  and  so  the  affection 
has  been  described  as  hysterical,  the  spine  as  an  irritable  spine  ;  in  }ret  other 
instances,  the  spinal  cord  appears  to  be  involved,  as  if  the  periostitis  affected 
the  spinsd  canal,  loss  of  control  over  the  sphincters  being  observed,  with  paresis 
of  the  legs,  and  changes — ^usually  increase — in  the  reflexes. 

Tenderness  in  the  spine  due  to  trauma  may  be  the  expression  of  either  organic 
or  functional  disease  resulting  therefrom,  and  the  precise  diagnosis  may  be 
extremely  difficult.      The  trauma  is  usually  a  railway  or  other  accident  of 
locomotion  ("  railway  spine  ")»  a  fall,  a  sudden  shock  or  concussion  ;  in  another 
group  of  cases  it  is  either  a  single  sudden  muscular  over-strain,  due  to  over- 
exertion or  the  effort  to  avoid  an  accident,  or  the  more  chronic  over-strain  to  which 
rowing  men,  football  players,  and  the  like  are  exposed.     A  gross  injury  may 
produce  fracture  of  a  vertebra,  with  or  without  displacement  of  the  fragments 
such  as  can  be  demonstrated  by  use  of  the  ;ir-rays ;    subperiosteal  or  subdural 
haemorrhage,  haemorrhage  into  the  spinal  canal,  haemorrhage  into  or  bruising 
of  the  cord,  all  of  which  will  give  rise  to  localizing  cord-symptoms  (girdle-pain 
at  the  level  of  the  lesion,  varying  degrees  of  paresis  and  anaesthesia  below  it) 
when  the  lesion  is  marked.     At  the  other  end  of  the  scale  are  found  the  sufferers 
from  traumatic  neurasthenia,  who  have  been  exposed    to  identical  injury  or 
over-strain,  but  present  no  definite  signs  of  disease  in  the  spine  or  cord,  although 
quite  incapacitated  for  months  or  years,  by  weakness  and  severe  pains  in  the 
injured  region.     These  patients  often  have  increased  knee-jerks  and  even  ankle- 
clonus  ;    but  definite  evidences  of  organic  disease  are  wanting,  the  sphincters 
are  unaffected,  Babinski's  extensor  plantar  reflex  is  not  obtained,  muscular 
wasting  is  not  found,  unless  from  disuse,  and  the  various  pains  and  tendernesses 
of  which  complaint  is  made  have  a  neurasthenic  or  even  a  hysterical  distribution 
and  character.     Traumatic  neurasthenia  may  follow  after  surgical  operations 
or  comparatively  slight  injuries  to  the  head,  back,  or  testicle,  in  addition  to  the 
severer  traumas  and  strains  already  mentioned  ;    and  it  must  be  noted  that  a 
delay  of  one  or  more  weeks,  an  incubation-period,  may  intervene  between  the 
receipt  of  the  injury  and  the  development  of  the  neurasthenic  pains.     It  would 
be  unfair  to  take  such  a  delay  as  evidence  of  a  hysterical  factor  in  the  case,  or  of 
malingering. 
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It  is  clear  from  the  foregoing  paragraph  that  traumatic  neurasthenia  includes 
cases  in  which  it  is  not  possible  to  say  for  certain  whether  a  local  organic  lesks 
of  the  spine  exists  or  not.  Such  instances  form  a  natural  transition  to  those 
in  which  there  is  : — 

2.  Tenderness  in  the  Spine  dne  to  Functloni^  Disorders,  or  to  Disease  In  Oftsr 
Parts  of  the  Body. — In  very  few  of  these  is  there  any  deformity  of  the  sjmiuI 
column  ;  it  is  flexile  and  not  rigid  ;  and  pain  is  rarely  produced  when  it  is 
carefully  bent,  twisted,  or  jarred,  so  long  as  direct  stimulation  of  the  tender 
part  is  avoided.  As  a  rule,  the  tenderness  is  superficial  rather  than  deep,  and 
it  is  often  associated  with  other  areas  of  tenderness  in  the  side  or  front  of  the 
body. 

In  hysteria,  complaint  of  pain  and  tenderness  in  the  spine  and  back  is  not 
rare — ^the  "  hysterical  spine."  The  tenderness  over  the  vertebrae  is  often 
accompanied  by  tenderness  on 
either  side  of  it ;  in  extent  it 
may  change  from  time  to  time, 
involving  a  single  vertebra  or 
even  most  of  the  vertebral 
column. 

In  neurasthenia  the  spine 
may  be  tender  from  lop  to 
bottom,  and  more  or  less 
rigidity  is  often  found  also. 
When  the  tenderness  is  local- 
ized to  a  small  part  of  the 
back,  it  may  easily  be  taken 
as  evidence  of  local  organic 
disease ;  but  the  presence  of 
other  neurasthenic  symptoms 
— ^headache,  irritability,  fatig- 
ability after  brief  exertion — 
and  the  absence  of  signs  of 
definite  local  disease  or  in- 
volvement of  the  cord,  should 
help  in  the  diagnosis.  To  dis- 
tinguish clearly  between  neur- 
asthenia and  hysteria  is  often 
difficult,  and  particularly  so  in 
the  milder  cases  of  traumatic 
neurasthenia,     because      they 

may  develop  hysterical  features  such  as  areas  of  anaesthesia,  a  craving  for 
sympathy,  a  tendency  to  exaggerate  the  symptoms,  and  so  forth.  The  harmful 
effects  of  mental  worry  on  neurasthenia,  of  the  uncertainty  attaching  to 
an  impending  law-suit  in  which,  perhaps,  damages  for  injury  are  being  claimed, 
are  well  known. 

Tenderness  in  the  spine  is  very  commonly  a  reflex  from  disease  in  one  or  other 
of  the  thoracic,  abdominal,  or  pelvic  viscera.  The  tenderness  is  characteristically 
superficial  in  these  cases,  and  acute  pain  may  result  from  light  pressure  on  the 
area  involved  ;  and  if  the  tender  tissues  can  be  pulled  aside  sufficiently,  it  will 
be  found  that  pressure  on  the  spine  itself  causes  no  pain  whatever.  The 
different  viscera  produce  this  tenderness  with  some  regularity  in  different  and 
definite  spinal  areas,  and  the  fact,  worked  out  by  Head,  Mackenzie,  and  others, 
is  of  service  in  diagnosing  the  site  of  the  actual  lesion  from  which  the  patient 
is  suffering.     A  scheme  of  the  areas  is  given  in  the  diagram  {Fig.  204). 


Spine. 


Ft'g.  204. — Areas  of  referred  spinal  pain  and  tenderness 
(a/itr  Mackenzie),  A,  In  diseases  of  the  heart ;  B«  1^ 
diseases  of  the  stomach  ;  Ci  In  diseases  of  the  liver ; 
D,  In  diseases  of  the  rectum  and  utenis. 
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The  organs  and  diseases  most  often  giving  rise  to  this  referred  tenderness  and 
pain  in  the  spine  are  as  follows:  The  ctorta,  in  aortitis,  arteriosclerosis,  and 
aneurysm ;  the  heart,  in  coronary  sclerosis  particularly,  myocarditis,  myocardial 
fibrosis,  acute  dilatation  and  failing  compensation;  the  stomach,  in  gastric 
ulcer,  maUgnant  disease,  gastritis ;  the  liver,  in  cholelithiasis,  cholangitis,  new 
growth,  and  the  venous  congestion  of  tricuspid  reflux ;  the  intestine  and  rectum, 
in  acute  inflammatory  disorders  and  in  constipation ;  the  uterus,  in  labour, 
menstruation,  and  inflammatory  affections.  It  would  appear  that  the  lungs, 
whether  inflamed  or  wounded,  do  not  give  rise  to  a  referred  tenderness ;  on  the 
other  hand,  the  whole  or  any  part  of  the  thoracic  spine  may  become  tender 
in  disorders  of  the  pleura,  such  as  pleurisy,  pleural  adhesions,  or  new  growtl\. 
To  illustrate  the  frequency  with  which  pain  and  tenderness  of  the  spine  occur, 
may  be  quoted  the  axiom  of  many  hospital  out-patient  departments,  that 
there  is  no  woman  in  London  who  has  not  got  a  pain  at  the  bottom  of  her  back 
— a  libel  on  the  sex,  one  may  hope. 

The  importance  of  distinguishing  between  the  cases  in  which  the  physical 
signs  of  organic  disease  in  the  vertebral  column  or  cord  are  absent,  and  those 
detailed  in  Class  i  above,  need  not  be  emphasized  further.  The  referred  pains^ 
and  tendernesses  disappear  or  are  relieved  with  the  cure  or  reUef  of  the  cardiac, 
gastric,  or  other  disorder  to  which  they  are  due.  The  diagnosis  of  the  cause 
of  tenderness  over  the  fourth  dorsal  vertebra,  for  example,  which  may  be  due 
to  disease  of  the  heart,  pleura,  or  stomach,  must  be  made  on  general  lines,  and 
by  consideration  of  the  other  signs  and  symptoms  exhibited  by  the  patient. 

A,J.Jex'Blahe. 
TETANIC  COMTRACTIONS.— (See  Contractions.) 

THERMO- AHJBSTHESI A. — (See  Sensation,  Somb  Abnormalities  of.) 

THIRST,  EXTREME^— Cases  of  extreme  thirst  may  be  subdivided  into 
two  main  groups;  namely,  those  with  and  those  without  polyuria.  To  the 
former  belong  such  conditions  as  diabetes  mellitus,  diabetes  insipidus,  hysteria, 
and  so  on,  which  are  discussed  under  Polyuria.  To  the  other  group  belong 
such  conditions  as  are  for  the  most  part  so  obvious  as  to  require  no  more  than 
simple  enumeration  under  main  headings,  as  follows : — 

1.  Prolonged  abstention  from  drinking,  purposeful,  or  the  result  of  necessity. 

2.  Fevers  and  febrile  states. 

3.  Excessive  loss  of  fluid  :  (a)  From  the  skin  by  profuse  perspirations,  natural 
or  pathological ;  (6)  From  the  stomach,  from  repeated  vomiting  ;  (c)  From  the 
bowel,  from  excessive  diarrhoea ;  {d)  Into  serous  membranes,  as  in  acute  peritonitis. 

4.  After  severe  haemorrhage  :  {a)  External,  e.g.,  post-partum  ;  (6)  Internal, 
e.g.,  from  duodenal  ulcer. 

5.  Gastrectasis  due  to  pyloric  stenosis,  owing  to  the  fact  that  the  stomach 
absorbs  little  fluid  as  compared  with  the  intestines. 

6.  Poisoning  by  such  drugs  as  dry  up  the  secretions  of  the  mouth,  notably 
belladonna  and  its  allies,  or  astringents  such  as  alum,  gallic  acid,  tannic  acid,  or 
perchloride  of  iron. 

7.  The  exhibition  of  excess  of  various  salts,  particularly  sodium  chloride, 
either  as  such,  or  incorporated  in  various  food-stuffs. 

It  is  clear  that  in  some  cases  more  than  one  factor  at  a  time  may  be  causing 
extreme  thirst.  Herbert  French. 

THRILLS,  PRECORDIAL.— In  order  to  arrive  at  a  diagnosis  of  the  cause  of 
any  thrill  which  is  felt  over  the  praecordia,  two  facts  must  first  be  ascertained, 
namely,  (i)  The  situation  of  the  thrill',  and  (2)  Its  rhythm.  Having  discovered 
a  thrill  over  the  mitral  area,  that  is,  in  the  region  of  the  apex  beat,  and  found 
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that  it  is  presystolic  in  rhythm,  it  is  obvious  that  it  is  due  to  mitrcU  stenosis. 
The  valvular  lesion  will  be  confirmed  by  the  presence  of  a  presystolic  bruit, 
as  it  is  rare  to  find  the  thrill  without  a  bruit  being  associated  with  it.  On 
the  other  hand,  if  the  thrill  be  systolic  in  time,  and  mitral  regurgiicUion  be 
present,  the  thrill  is  due  to  this  valvular  lesion.  A  systolic  thrill  at  the  cardiac 
apex  may  also  be  caused  by  pericardial  friction  fremitus^  or  pleuritic  fremitus. 
A  pericardial  friction  fremitus  can  be  distinguished  from  an  endocardial  thrill 
by  being  more  rubbing  in  character,  usually  occurring  both  during  systole  and 
diastole,  while  an  endocardial  thrill  is  a  more  purring  vibration,  and  it  only 
occurs  during  systole  in  this  situation.  The  pericardial  friction  is  confirmed  by 
auscultation.  Pleuritic  fremitus  in  this  region  may  be  distinguished  from  an 
endocardial  thrill  and  pericardial  friction  fremitus  by  asking  the  ptatient 
to  hold  his  breath,  when  the  fremitus  will  disappear.  These  distinguishing 
features  between  endocardial  thrill,  pericardial  friction  fremitus,  and  pleuritic 
fremitus,  apply  to  any  area  in  which  thrills  are  detected.  A  p>ericardial  friction 
fremitus  may  be  present  over  the  whole  or  any  part  of  the  praecordia,  but  the 
most  common  situation  is  near  the  base  of  the  heart. 

A  systolic  thrill  in  the  second  right  intercostal  space  close  to  the  sternum  may 
be  due  to  aortic  stenosis,  thickening  of  the  aortic  valve ,  atheroma,  and  dilatation  or 
aneurysm  of  the  ascending  portion  of  the  thoracic  aorta,  and  the  diagnosis  of 
the  cause  of  the  thrill  can  only  be  made  by  the  other  physical  signs  which  indicate 
the  morbid  condition  present.     Thus,  if  there  be  dullness  in  the  second  right 
intercostal  space,  over  which  the  thrill  is  felt,  there  is  dilatation  or  aneur^'^m 
of  the  arch  of  the  aorta.     There  is  no  dullness  in   this  situation   when  the 
thrill  is  due  to  aortic  obstruction  or  to  atheroma  of  the  aorta.     Not  only  may 
dullness  on  percussion  accompany  the  thrill,  but  there  may  be  pulsation,  and 
even  a  pulsating  tumour,  in  this  region,  showing  that  there  is  an  aneurysm  of 
the  aorta.     Other  signs  of  an  aneurysm  may  be  present,  and  an  ;r-ray  examina- 
tion is  helpful  in  confirming  the  diagnosis. 

A  diastolic  thrill  may  also  be  felt  in  the  second  right  intercostal  sp»ace  close 
to  the  sternum,  but  it  is  rare  ;  when  present,  it  is  due  to  aortic  regurgitation,  and 
is  accompanied  by  the  characteristic  diastolic  bruit.  Sometimes  the  thrill,  like 
the  bruit,  is  most  marked  in  the  third  left  space  close  to  the  sternum. 

It  must  also  be  remeinbered  that  pericardial  friction  fremitus  may  be  felt 
in  the  aortic  area,  and  can  be  distinguished  by  the  diagnostic  signs  which  have 
ahready  been  considered. 

In  the  pulmonary  area,  viz.,  in  the  second  left  intercostal  space  close  to  the 
sternum,  systolic  thrills  also  occur,  and  are  due  to  congenital  affections  of  the 
heart,  especially  pulmonary  stenosis,  and  patency  of  the  ductus  arteriosus.  An 
extensive  thrill  felt  over  the  base  of  the  heart  in  young  children  is  nearly  always 
due  to  a  congenital  malformation  of  the  heart,  and  can  be  distinguished  by  the 
other  signs  of  congenital  heart  disease  which  are  usually  present,  esi>ecially 
cyanosis  and  clubbing  of  the  fingers.  When  thrills  in  this  area  are  due  to  con- 
genital malformation,  the  apex  beat  is  generally  near  its  normal  position.  The 
cardiac  dullness  usually  extends  to  the  right  of  the  sternum  as  the  result  of 
the  enlargement  of  the  right  ventricle,  and  there  is  commonly  a  loud  universal 
systolic  bruit,  having  its  point  of  maximum  intensity  over  the  base  of  the  heart. 
The  following  signs  of  congenital  malformation  of  the  heart,  other  than  patent 
ductus  arteriosus,  are  also  to  be  expected  :  cyanosis,  either  continuously  present 
or  occurring  at  intervals,  dyspnoea,  especially  upon  exertion,  clubbing  of  the 
fingers  and  toes,  and  polycythaemia.  With  patent  ductus  arteriosus  there  may- 
be no  symptoms  accompan3nng  the  abnormal  physical  signs.  Thrills  due  to 
congenital  malformations  of  the  heart  may  occur  almost  anywhere  over  the 
praecordia ;  they  are  sjrstolic  and  sometimes  diastolic  in  time,  often  felt  over  a 
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large  area,  and  of  very  marked  intensity.  When  present,  they  are  always 
accompanied  by  ample  evidence  of  congenital  disease. 

It  must  be  remembered  that  a  thrill  may  occur  in  the  second  left  intercostal 
space  close  to  the  sternum,  and  be  associated  with  a  functional  pulmonary  bruit. 
In  such  a  case,  the  functional  origin  of  the  thrill  may  be  distinguished  by  the 
general  condition  of  the  patient,  who  will  be  sufiering  from  anaemia  or  some 
debilitating  condition.  The  signs  of  congenital  heart  disease,  just  mentioned, 
will  be  absent,  so  that  the  diagnosis  of  the  cause  of  the  thrill  is  usually  quite 
easy. 

Pres3rstolic  and  systolic  thrills  sometimes,  but  very  rarely,  occur  to  the  right 
of  the  sternum  in  the  tricuspid  area,  due  to  stenosis  and  incompetence  of  this 
valve.  /.  E,  H.  Sawyer. 

THYROID  GLAMD,  EMLARGEMEITT  OF  THE,— An  enlarged  thyroid  gland 
gives  rise  to  a  swelling  in  the  mid-line  of  the  neck,  internal  to  the  stemo- 
mastoid  muscles  and  the  carotid  vessels,  which,  if  the  swelling  is  large  enough, 
are  pushed  outwards.  The  gland  is  intimately  connected  with  the  lar3mx  ; 
hence  the  most  important  sign  of  a  thyroid  tumour  is  that  it  rises  and  iaXis  with 
the  larynx  and  trachea  during  d^lutition.  In  the  great  majority  of  cases  the 
presence  of  this  sign  alone  is  sufficient  to  make  a  correct  diagnosis.  There  are 
two  sources  of  fetUacy :  (i)  A  swelling  not  th3nroid  in  origin  but  l3dng  in  front 
of  it,  such  as  a  sub-hyoid  bursa  or  sebaceous  cyst,  and  also  a  suppurative  or 
syphilitic  perichondritis  of  the  thyroid  cartilage,  may  present  the  above  sign ; 
(2)  A  thyroid  swelling,  if  fixed,  as  it  may  be  by  inflammation  or  mahgnant 
growth,  may  not  present  it.  In  the  vast  majority  of  cases,  however,  a  swelling 
in  the  position  of  the  thjrroid  gland  which  moves  on  deglutition  indicates  an 
enlargement  of  that  gland. 

Varieties  of  Enlargement  and  their  Differential  Diagnosis. — ^During  menstruation 
and  pregnancy  the  thyroid  is  said  to  become  enlarged,  but  this  is  rarely  sufficient 
to  cause  symptoms  ;  if  the  gland  happens  to  be  the  seat  of  pre-existing  disease 
the  increase  of  swelling  may  be  sufficient  to  induce  respiratory  difficulty. 

Parenchymatons  Ooltre»  or  a  general  hypertrophy  of  the  whole  gland,  is 
the  commonest  form  of  enlargement.  All  parts  of  the  gland  are  affected  more 
or  less  equally ;  the  tumour  being  bilateral,  the  normal  shape  is  preserved. 
The  swelling  is  freely  movable,  painless,  and  soft  in  consistency.  It  is  rarely 
congenital,  and  more  often  appears  about  puberty.  Its  rate  of  growth  is  usually 
very  slow,  and  it  may  attain  an  enormous  size  without  causing  any  other 
symptoms. 

Cystic  Goitre  is  a  loose  term  used  to  cover  any  form  of  enlargement  of 
the  thjrroid  which  is  chiefly  caused  by  the  presence  of  one  or  more  cysts.  If 
the  cyst  is  large  and  lax,  fluctuation  may  be  made  out.  The  cysts,  however, 
are  often  small  and  tense,  and  cannot  be  distinguished  from  soUd  adenomata. 
Cysts  are  rarely  present  without  some  enlargement  of  the  rest  of  the  gland. 

Adenomatous  Goitre. — The  common  cause  of  unilateral  enlargement  is  the 
presence  of  an  adenoma,  a  deflnite  encapsuled  tumour  which  may  contain  cysts 
and  grow  to  a  large  size.  A  haemorrhage  into  one  of  these  cysts  may  cause  a 
very  rapid  enlargement,  and  so  give  rise  to  a  suspicion  of  malignancy.  Adeno- 
mata may  be  single  or  multiple  ;  when  present  in  both  lobes,  the  enlargement 
may  be  difficult  to  distinguish  from  the  parenchymatous  form. 

Malignant  Disease  is  seldom  met  with.  It  occurs  with  equal  frequency  in 
both  sexes,  and  is  rarely  seen  before  the  age  of  forty.  In  the  early  stages,  while 
still  conflned  within  the  capsule  of  the  gland,  it  may  be  difficult  to  differentiate 
from  the  other  forms  of  goitre.  It  should  be  recognized  by  its  rapid  growth,  its 
hardness,  and  irregular  and  bossy  outline.     When  the  neoplasm  has  penetrated 
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the  capsule  and  invaded  surrounding  structures,  the  diagnosis  is  made  with 
more  ease.  The  tumour  may  become  fixed,  no  longer  moving  on  deglutition ; 
often  one  or  other  vocal  cord  is  paralyzed,  a  condition  rarely  seen  i«rith  innocent 
goitre  ;  and  involvement  and  ulceration  of  the  trachea  are  common.  The  lym- 
phatic glands  may  be  enlarged,  but  as  those  first  implicated  are  placed  de^y, 
def)ring  detection,  not  much  help  is  gained  from  this  source. 

Exophthalmic  Goitre  (Graves'  disease,  von  Basedow's  disease)  is  tax  more 
common  in  women  than  in  men  {Fig.  85,  p.  261),  and  rarely  occurs  before 
puberty  or  after  middle  life.  The  most  prominent  features  of  the  disease  are : 
(i)  Exophthalmos  ;  (2)  Tachycardia  with  palpitation  ;  (3)  Enlargement  of  the 
thyroid  gland,  often  pulsatile ;  (4)  Tremulousness  of  the  hands  and  general 
nervous  excitability  ;  (5)  Breathlessness  on  exertion.  The  vision  is  normal, 
but  when  the  eyebEill  is  moved  downwards  the  upper  lid  does  not  follow  as  in 
health  (von  Graefe's  sign).  The  palpebral  aperture  is  wider  than  in  health, 
owing  to  retraction  of  the  upper  and  lower  Hds  (Stellwag's  or  Dalrymple's  sign). 
Pigmentation  of  the  skia  may  be  intense  and  simulate  Addison's  disease,  but  the 
mucous  membrane  of  the  mouth  is  not  affected  as  in  the  latter  malady. 

A  well-marked  case  is  quite  characteristic,  but  there  are  others  extremely 
hard  to  separate  from  simple  parenchymatous  enlargement,  for  with  this, 
especially  in  young  girls,  anaemia  is  often  associated,  and  with  it  the  symptoms 
of  tachycardia,  palpitation,  and  breathlessness.  It  often  becomes  a  matter  of 
opinion  whether  a  given  case  should  be  styled  simple  parenchymatous  goitre 
or  incipient  Graves'  disease. 

The  above  are  the  commonest  forms  of  enlargement.  Others  much  rarer  are : 
Enlargement  due  to  pyogenic  infection,  either  acute  or  chronic.  In  pyaemia  it  is 
not  uncommon  to  find  the  thyroid  the  seat  of  multiple  abscesses.  Tuberculous 
and  gummatous  disease  may  also  cause  enlargement,  and  a  sUght  degree  of  goitre 
has  been  noted  in  typhoid  fever,  acute  rheumatism,  malaria,  variola,  cholera,  and 
secondary  syphilis.  Hydatid  cysts  of  the  thyroid  gland  have  been  noted  on  a 
few  occasions.  It  having  been  ascertained  that  the  swelling  in  the  neck  is 
definitely  thyroid  in  origin  and  its  nature  defined,  it  remains  to  see  whether 
there  are  any  pressure  signs  on  the  surrounding  structures. 

Pressure  on  the  Trachea. — Dyspnoea  is  by  far  the  most  important  of  all  the 
symptoms  that  may  be  produced  by  enlargement  of  the  thyroid  gland.  It 
may  be  the  only  thing  complained  of  by  a  patient  not  even  aware  of  the  presence 
of  a  goitre.  The  size  apparently  is  not  so  important  as  the  shape  and  situation, 
for  one  reaching  to  the  waist  may  cause  no  obstruction,  and  one  the  size  of  a 
cherry,  if  situated  between  the  sternum  and  trachea,  may  give  rise  to  the  most 
intense  dyspnoea.  If  the  goitre  is  unilateral,  the  trachea  is  pushed  over  towards 
the  opposite  side  and  flattened  ;  if  bilateral,  as  in  the  parenchymatous  form,  it 
is  compressed  laterally.  The  dyspnoea  may  be  constant  and  distressing,  or 
only  noticeable  on  exercise  or  on  lying  down.  Most  such  patients  Uke  to  lie 
high  in  bed,  propped  up  on  pillows.  An  idea  as  to  the  amount  of  pressure  on 
the  trachea  may  sometimes  be  gained  by  a  question  on  this  point. 

Pressure  on  Nerves. — Unless  mahgnant,  a  goitre  rarely  causes  much  pressure 
on  nerves.  Those  that  may  be  involved  are :  {a)  The  recurrent  laryngeal, 
resulting  in  paralysis  of  a  vocal  cord  ;  (6)  The  sympathetic,  shown  by  contraction 
of  the  pupil  on  the  affected  side  and  ptosis  ;  (c)  The  vagus ;  (d)  Rarely  the 
nerves  of  the  brachial  and  cervical  plexuses.  If  any  of  these  nerves  are  involved, 
suspicion  must  arise  as  to  the  malignancy  of  the  tumour. 

Pressure  on  the  (Esophagus. — Being  placed  behind  the  trachea,  the  oesophagus 
generally  escapes  pressure  by  a  goitre,  though  this  is  to  be  remembered  as  a 
rare  cause  of  dysphagia. 
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Pressure  on  Veins  is  common,  particularly  on  the  internal,  external,  and 
anterior  jugulars.  The  pressure  is  rarely  more  than  sufficient  to  make  them 
stand  out  prominently.  George  E.  Cask. 

TIIIEA,  VARIBTIBS  OF. — (See  Fungous  Affections  of  the  Skin.) 

TINNITUS  is  a  symptom  which  occurs  in  a  large  proportion  of  cases  of  disease 
of  ihe  ear,  and  occasionally  when  there  is  no  obvious  lesion  of  the  auditory 
mechanism.  The  sounds  complained  of  are  usually  subjective,  but  they 
may  occasionally  have  an  objective  origin.  Tinnitus  may  be  continuous  or 
intermittent.  Its  intensity  and  character  vary  greatly  in  different  patients ; 
to  some  it  is  an  intolerable  annoyance,  and  occasionally  has  even  been  the 
cause  of  suicide.  The  character  of  the  sound  should  always  be  ascertained,  as 
this  may  give  some  clue  to  the  cause.  Thus  a  pulsatile  or  rhythmical  sound 
may  be  produced  by  the  flow  of  blood  through  the  internal  carotid  artery, 
which  in  its  course  through  the  carotid  canal  is  separated  from  the  tympanum 
only  by  a  thin  plate  of  bone,  which  may  be  deficient.  A  creaking  noise  may 
be  produced  by  cerumen,  or  a  foreign  body,  in  the  external  auditory  meatus. 
A  bubbling  noise  may  be  due  to  the,  presence  of  exudation  in  the  middle  ear, 
the  result  of  catarrhal  inflammation.  A  cracking  or  clicking  sound  may  be 
caused  by  spasmodic  contraction  of  the  dilatator  tubae  and  salpingopharyngeus 
muscles  which  are  attached  to  the  Eustachian  tube.  When  the  character  of  the 
sound  is  described  as  humming,  hissing,  roaring,  whistling,  or  musical,  its  origin 
is  subjective,  and  is  due  to  some  irritation  of  the  auditory  nerve,  rarely  cerebral 
or  in  its  course,  but  usually  at  its  terminations  in  the  labyrinth. 

A  distinction  must  be  made  between  tinnitus  and  hallucinations  of  hearing, 
the  latter  usually  taking  the  form  of  hearing  voices,  and  indicating  mental 
trouble,  usually  of  a  serious  nature.  Tinnitus,  however  caused,  is  usually 
influenced  markedly  by  the  general  health  and  environment  of  the  patient. 
Thus,  sometimes  the  noises  are  less  marked  when  the  patient  is  in  the  open  air, 
when  his  attention  is  occupied  by  other  matters,  or  when  the  sense  of  hearing 
is  occupied  by  listening  to  objective  noises.  Similarly,  the  trouble  may  only 
be  present  at  night,  but  may  appear  in  the  day-time  if  the  patient  closes 
the  external  auditory  meatus  with  his  finger.  Generally  speaking,  tinnitus 
becomes  less  marked  and  more  bearable  when  the  general  health  of  the  patient 
is  good,  and  increases  when  the  sufferer  is  out  of  health  or  overworked,  either 
mentally  or  physically.  Working  in  close,  stuffy  rooms,  or  in  proximity  to 
noisy  machinery,  over-indulgence  in  alcohol,  and  excessive  smoking,  have  a 
bad  effect ;  in  women  the  trouble  may  be  increased  during  pregnancy,  men- 
struation, or  the  menopause. 

Though  tinnitus  is  very  common  in  diseases  of  the  ear,  yet  serious  lesions 
of  the  middle  ear,  internal  ear,  or  auditory  nerve,  may  be  present  without 
this  symptom.  There  is  no  constant  relation  between  tinnitus  and  deafness. 
The  former  may  be  present  with  perfect  hearing,  but  when  long  continued  the 
hearing  nearly  always  becomes  impaired.  The  sounds,  too,  may  persist  when 
the  patient  has  become  totally  deaf. 

Tinnitus  may  occur  in  the  following  diseases  of  the  ear  : — 

1.  The  presence  of  cerutnen,  aural  polypi,  or  a  foreign  body  in  the  external 
auditory  meatus.  Removal  of  the  offending  body  will  in  this  case  probably 
lead  to  the  cessation  of  the  tinnitus. 

2.  In  any  inflammatory  disease ,  actUe  or  chronic,  suppurative  or  nonsuppu- 
rative, of  the  middle  ear.  In  catarrhal  inflammation  of  the  middle  ear,  the  noise 
frequently  has  the  character  of  bursting  bubbles,  and  is  due  to  movements 
of  the  viscid  exudation  in  the  ear  itself.      In  otosclerosis,  tinnitus  is  a  very 
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prominent  and  usually  early  sjnmptom.     It  may  occur  before  axiy  alteratioa 
in  hearing  is  present. 

3.  In  diseases  of  the  internal  ear,  tinnitus  is  especially  liable  to  occur  in 
a  severe  and  intractable  form.  Thus,  it  is  especially  likely  to  be  present  la 
Mdniire's  disease,  syphilitic  disease  of  the  internal  ear,  and  in  those  lesions  of 
the  internal  ear  which  may  arise  in  the  course  of  typhoid  and  other  spccifa 
fevers.  Extension  of  suppuration  to  the  labyrinth  from  the  middle  ear  is  aLs> 
an  important  cause  ;  and  it  may  be  present,  usually  associated  with  deafness 
after  a  fracture  of  the  base  of  the  skull. 

Tinnitus  has  been  recorded  as  occurring  in  a  cerebral  tumour  involving  the 
roots  of  the  auditory  nerve,  but  this  is  a  very  unusual  condition. 

"  Noises  in  the  ears  "  may  be  present  in  a  considerable  number  of  general 
diseases,  either  with  or  without  a  lesion  of  the  ear.  Thus,  it  is  frequently  present 
in  anamia,  and  in  diseases  such  as  leukamta  or  pernicious  amentia,  in  which 
anaemia  is  a  prominent  symptom. 

Some  cardiac  lesion,  especially  aortic  regurgitation,  may  be  found  in  the 
pulsatile  variety  of  tinnitus,  treatment  of  which  may  lead  to  the  disappearance 
of  this  symptom.  Gout,  chronic  nephritis,  and  arteriosclerosis  with  high  blood- 
pressure,  may  also  be  responsible  for  tinnitus,  and  it  may  occur  during  attacks 
of  migraine.  Sometimes  it  has  apparently  a  reflex  origin,  being  associated  with 
neuralgia  or  digestive  disturbances.  Malaria  may  also  be  a  cause,  though 
here  the  trouble  is  likely  to  be  the  result  of  large  doses  of  quinine.  Other  drugs 
likely  to  cause  the  trouble  are  salicylates  and  antipyrin. 

It  must  be  remembered  that  tinnitus  may  be  an  exceedingly  severe  symptom, 
and  that  patients  not  infrequently  present  themselves  for  treatment  on  this 
account  rather  than  for  any  coexistent  deafness.  Philip  Tumet- 

TREMOR  occurs  when  the  normally  continuous  contractions  of  a  muscle  at 
work,  or  the  normally  uniform  tone  of  a  muscle  at  rest,  are  replaced  by  a  succession 
of  separately  perceptible  muscular  twitches.  In  these  circumstances,  a  movement 
which  is  normally  uniform  becomes  tremulous ;  a  position  that  can  be  steadily 
maintained  under  normal  conditions  is  now  kept  unsteadily  or  shakily. 

The  normal  muscular  contraction  is  due  to  the  discharge  of  a  rhythmic  series 
of  nervous  impulses  from  the  motor  neurons  that  govern  the  muscle.  It  is 
estimated  that,  in  health,  from  five  to  fifty  such  nervous  impulses  leave  the 
motor  nerve-cells  and  reach  the  contracting  muscle-fibres  every  second,  the 
actual  number  per  second  varying  in  different  motor  neurons,  and  also  in  the 
same  neuron  according  to  its  temporary  condition  of  nutrition  or  fatigue.  It 
is  when  the  number  of  nervous  impulses  received  per  second  by  the  contracting 
muscle-fibres  becomes  low,  that  steady  and  apparently  uniform  muscular  con- 
tractions are  Ukely  to  be  replaced  by  tremors. 

Tremors  are  of  very  various  periods,  amplitudes,  and  general  characters  in 
different  cases.  Their  physiology  and  pathology  are  not  at  present  fully  under- 
stood, so  that  it  is  not  yet  possible  to  classify  them  etiologicaUy.  From  a  clinical 
point  of  view  they  may  be  classified  roughly  in  accordance  with  their  more 
obvious  physical  characteristics — their  fineness,  periodicity,  regularity,  and 
the  circumstances  that  favour  or  inhibit  their  production.  But  it  must  be 
understood  that  an  unbroken  series  of  graduated  tremors  can  be  traced  in  various 
diseases,  passing  by  imperceptible  degrees  from  the  rapid  and  minute  oscillations 
observed  in  paralysis  agitans  to  the  extremely  coarse  and  irregular  movements 
composing  the  intention-tremor  of  disseminated  sclerosis.  A  similar  variety  of 
regular  tremors  may  be  observed  sometimes  in  a  normal  person,  as  the  tempera- 
ture of  his  body  falls  from  exposure  to  cold,  or  during  the  occurrence  of  a  rigor. 
Hence  a  rigid  clinical  classification  of  tremors  is  impossible. 
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Classification. 
Fine  Tnmor. 


Exposure  to  cold,  nervousness, 

emotion 
Muscular  fatigue  or  weakness 
Convalescence 

Congenital  and  feunOial  tremor 
Senile  tremor 
Paralysis  agitans 
General  paralysis  of  the  insane 
Graves'  disease 
Occupation  neurosis 

UnUateral  Fine  Tremor. 

Cerebral  tumour         Chronic  hemiplegia         Hysteria         Chorea. 
Coarse  Tremor. 


Chronic  intoxications,  e.g.,  by — 
Alcohol  Cocaine 

Tobacco  Mercury 

Absinthe  Lead 

Morphia 

High  pyrexia 

Hysteria 

Neurasthenia 

Railway  spine 

Uraemia. 


Exaggerated  degrees     Familial  and  hereditary       Chronic  hemiplegia, 
of  fine  tremors  ataxias 

Intention  Tremor. 

Disseminated  sclerosis  Congenital  cerebral  diplegia 

Hysteria  Some  cerebral  or  cerebellar  lesions. 

Fine  Tremor. — ^This  consists  of  regular  oscillations  of  small  amplitude  due 
to  alternating  contractions  in  antagonistic  muscles  or  groups  of  muscles,  repeated 
from  three  to  nine  times  per  second.  It  is  usually  most  marked  in  the  extremities, 
but  may  also — as  in  old  age  and  in  paralysis  agitans — afiect  the  head  and  neck. 
It  may  occur  only  when  some  movement  is  attempted  ;  or  it  may  continue  also 
when  the  patient  is  at  rest.  Fine  tremors  cease  almost  invariably  during  sleep  ; 
emotion  habitually  increases  them.  They  are  not  purposive  movements  ;  and 
should  be  distinguished  from  the  fibrillar  contractions  (see  Contractions)  of 
individual  muscle-fibres  or  muscle-bundles,  seen  in  some  degenerations  of 
muscular  tissue. 

Fine  tremors  occurring  in  consequence  of  cold,  nervousness^  excessive  emotion, 
convalescence y  and  muscular  fatigue  or  weakness,  are  matters  of  the  commonest 
daily  observation.  They  are  most  noticeable  in  the  upper  extremities,  although 
in  Homer's  time  the  lower  limbs  would  seem  to  have  been  most  seriously  affected. 
They  tend  to  pass  off  as  the  patient's  condition  of  mind  or  body  improves,  and 
should  occasion  little  trouble  in  diagnosis,  if  the  fact  of  their  existence  and 
frequent  occurrence  be  kept  in  mind. 

Congenital  and  familial  fine  tremors  occur  mostly  in  children  or  young  adults, 
mainly  in  the  hands  and  arms,  face,  or  tongue.  The  oscillations  are  often  absent 
while  the  patient  is  at  rest,  but  make  their  appearance  whenever  movement  is 
attempted,  and  are  increased  by  nervousness  or  emotion.  They  can  often  be 
suppressed  for  a  time  by  a  strong  effort  of  the  will,  and  in  many  instances  they 
disappear  as  the  child  grows  up,  or  the  adult  grows  older.  They  cause  practically 
no  inconvenience,  and  are  not  accompanied  by  any  other  abnormalities  in  the 
neuro-muscular  apparatus.  Their  diagnosis  should  be  made  plain  by  the  patient's 
past  personal  and  family  histories. 

Senile  tremor  and  paralysis  agitans  may  well  be  considered  together.  Senile 
tremor  comes  on  with  old  age  in  the  form  of  fine  regular  or  irregular  oscillations 
affecting  the  arms  and  the  head.  Both  sides  of  the  body  are  involved,  the  head 
is  involved  early,  and  the  tremor  ceases  during  repose  and  in  sleep.  The  muscles 
of  the  affected  parts  are  neither  rigid  nor  weak.  These  senile  tremors  must  be 
carefully  distinguished  from  the  tremors  of  paralysis  agitans,  or  Parkinson's 
disease,  a  progressive  and  far  more  serious  disorder.     In  paralysis  agitans,  the 
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tremors  are  of  several  varieties.    A  fine  oscillatory  to-and-fro  tremor,  with  free 
three  to  six  excursions  per  second,  afiects  the  extremities  and  head  in  some  case 
In  others,  the  tremor  is  coarser,  rhythmical,  slower,  and  to  some  extent  poiposhe; 
in  typical  instances  it  produces  the  alternating  movements  in  the  thumb  i^ 
index  finger  described  as  "  bread-crumbUng "  or   "  cigarette-xx>lling."    Tte 
may  be  combined  with  more  irregular  movements  of  flexion  and  extension  attk 
wrist,  pronation  and  supination  of  the  forearm.     The  progressive  devekipiDa: 
of  these  tremors  and  movements  is  often  characteristic  ;    beginning  in  one  haad, 
the  fine  tremor  may  spread  to  the  other  after  some   months  or  y«ais,  aas 
ultimately  the  lower  limbs,  the  head  and  neck,  the  lips  and  tongue,  and  eves  tk 
muscles  of  the  trunk,  may  become  involved.     As  a  rule,  the  movements  omtiDie 
when  the  patient  is  sitting,  or  Ijdng  at  rest ;  in  severe  cases  they  may  persist,  ei>«i 
during  sleep.     In  most  instances  they  can  be  lessened  by  an  effort  of  the  will,  asd 
diminish  also  on  passive  or  voluntary  movement.     If,  on  the  other  hand,  tber 
increase  on  voluntary  movement,  a  tolerable  imitation  of  an  intention  tremot 
may  result.     They  are  augmented  by  emotion  or  excitement.      In  cases  of  soox 
duration  a  well-marked  coarse  shaking  of  the  arms  may  be  a  noticeable  featoxe; 
while  contractions  alternating  in  the  flexor  and  extensor  muscles  of  the  \ep 
may  cause  the  feet  to  chatter  when  they  are  placed  on  the  floor  ;    the  thighs 
are  commonly  held  in  adduction. 

Paralysis  agitans  is  characterized  by  other  signs  that  facilitate  its  diagnosis, 
and  the  chief  of  these  are : — (a)  Muscular  rigidity ^  causing  a  fixed,  expressionkss 
facial  aspect  (see  Facies),  a  monotonous  voice,  a  bent  and  rigid  carriage,  and 
a  shuffling,  hesitating  gait,  with  festination,  propulsion,  and  retiopulsioD- 
Festination  implies  that  the  patient  in  walking  from  one  point  to  anotber, 
starts  with  slowness  and  difficulty,  but  he  accelerates  as  he  goes  along,  much 
as  if  he  were  running  after  his  own  centre  of  gravity,  and  at  the  end  be 
may  even  fall  down  forwards  unless  there  is  some  object  at  hand  for  him  to 
catch  hold  of.  Propulsion,  retropulsion,  and  the  rarely  observed  lateiopulsiQD, 
are  terms  meaning  that  when  the  patient  is  standing  at  rest  and  is  sent 
off  with  a  vigorous  push  to  walk  forwards,  backwards,  or  sidewajrs,  the 
same  acceleration  and  proclivity  to  fall  down  at  the  end — ^forwards,  back- 
wards, or  sideways — are  observed.  (6)  Muscular  weakness  of  the  tremulous  or 
rigid  parts.  (c)  ParcesthesicBy  such  as  aching  pains  about  the  limbs  or  body, 
flushes  of  heat  or  cold.  The  sphincters  and  mental  faculties  are  not  afiected 
in  paralysis  agitans,  while  the  deep  reflexes  are  usually  normal,  but  may  be 
increased.  It  must  not  be  forgotten  that  cases  of  Parkinson's  disease  occur,  is 
which  tremor  is  absent ;  the  presence  of  the  other  signs  mentioned  above, 
however,  should  suffice  for  its  recognition.  Bilateral  cortical  degeneration,  witb 
its  slowly  increasing  rigidity  and  muscular  weakness,  and  its  set  facial  expression, 
may  resemble  paralysis  agitans ;  but  it  is  accompanied  by  progressive  mental 
failure,  increase  of  the  deep  reflexes,  sphincter  troubles,  and  the  other  evidences 
of  cortical  degeneration. 

The  tremor  of  certain  types  of  general  paralysis  of  the  insane  is  a  fine,  irregular 
oscillation,  often  with  a  twitching  character.  It  first  appears  in  the  hands  and 
arms,  and  may  spread  till  it  is  conspicuous  in  the  tongue,  lips,  and  face,  when  it 
is  associated  with  the  characteristic  changes — ^slowness  and  blurring — in  the 
speech.  For  the  most  part  this  tremor  occurs  on  exertion  ;  it  varies  in  extent, 
and  may  almost  disappear  during  periods  of  general  improvement.  In  the 
later  stages  of  the  disease  a  coarse  universal  tremor  sets  in,  combined,  perhaps, 
with  grinding  of  the  teeth.  In  these  patients  the  moral  and  intellectual  changes, 
tottering  gait,  alterations  in  the  tendon-  and  pupil-reflexes,  and  other  phenomena 
of  general  paralysis,  will  probably  not  escape  attention. 

In  Graves'  disease  a  fine,  regular,  and  rapid  tremor,  about  eight  to  the  second. 
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on  exertion,  is  one  of  the  cardinal  signs.  It  affects  the  arms  and  hands  most, 
less  often  the  legs  ;  and  it  is  increased  by  movement  or  by  excitement.  In 
addition,  attacks  of  trembling  that  affect  the  whole  body  may  occur.  It  is  only 
in  aggravated  cases,  however,  that  these  tremors  are  so  severe  as  to  interfere 
with  the  customary  employments  of  the  hands.  The  tremors  of  Graves'  disease 
are  Ukely  to  be  of  comparatively  sudden  onset,  and  the  patient  will  generally 
exhibit  many  of  the  other  prominent  signs  or  symptoms  of  hyperthyroidism, 
such  as  th3rroid  enlargement,  exophthalmos  and  the  other  ocular  phenomena, 
tachycardia,  attacks  of  palpitation,  wasting,  sweating,  or  mental  changes,  so 
that  the  diagnosis  ought  not  to  be  dif&cult. 

Fine  tremors  are  frequently  observed  in  many  of  the  chronic  intoxications, 
particularly  those  due  to  alcohol,  absinthe,  lesid,  mercury,  nicotine,  carbon 
disulphide,  morphine,  cocaine,  and  many  other  organic  compounds  that  may 
be  taken  in  excess  in  rare  cases,  whether  intentionally  or  by  accident.  Alcoholic 
tremor  is  fine,  regular,  and  rapid  ;  it  is  well  shown  in  the  outspread  fingers  of  the 
extended  hand  and  in  the  feet.  In  many  cases  it  can  be  felt  by  the  observer's 
hand  more  readily  than  it  can  be  perceived  by  his  eye ;  or  it  may  be  rendered 
more  conspicuous  by  laying  a  sheet  of  paper  on  the  backs  of  the  outspread 
pronated  fingers  and  hand.  It  is  absent  during  rest,  and  is  increased  by  move- 
ment, excitement,  or  fatigue.  It  may  also  affect  the  tongue,  lips,  and  facial 
muscles,  taking  the  form  of  a  rapid  and  rather  irregular  twitching,  increased  on 
exertion.  This  tremor  is  an  early  sign  of  alcoholism,  and  is  often  more 
marked  in  the  morning  hours,  when  it  is  due,  perhaps,  to  fatigue  and  want  of 
alcoholic  stimulation  ;  it  can  be  controlled  to  some  extent  by  the  will.  Asso- 
ciated with  it  is  a  certain  general  nervousness  and  jumpiness ;  in  addition,  the 
patient  will  no  doubt  exhibit  some  of  the  other  signs  of  chronic  alcoholism — 
venous  stigmata  or  acne  rosacea  on  the  nose  and  face,  restlessness,  insonmia, 
gastric  disturbances — ^particularly  the  morning  vomiting  of  mucus  on  an  empty 
stomach — paresthesia  and  weakness  of  the  extremities,  mental  and  mond 
deterioration,  and  so  forth.  If  the  main  facts  of  the  case  can  be  made  out, 
tremors  due  to  alcohoUsm  should  not  be  hard  to  diagnose.  A  history  of 
chronic  alcoholism  should  always  be  inquired  after  most  carefully,  both  from 
the  patient,  who  may  deny  it  in  toto,  and  from  the  patient's  friends,  who  may 
hasten  to  admit  more  than  the  facts  warrant.  This  is  of  importance,  because 
mere  nervousness  at  the  prospect  or  realization  of  an  interview  with  a  medical 
man,  will  often  bring  on  a  fine  but  temporary  tremor,  indistinguishable,  for 
the  time  being,  from  the  lasting  fine  tremor  of  the  heavy  drinker.  If  such  a 
tremulous,  but  teetotal,  patient  has  indigestion  and  acne  rosacea,  and  repudiates 
any  veiled  suggestion  of  alcoholism  with  apparently  unnecessary  warmth,  there 
is  some  danger  lest  these  evidences  should  be  taken  as  confirming  the  apparently 
natural,  but  erroneous,  diagnosis  of  alcoholism. 

The  tremor  of  mercurial  poisoning,  a  very  rare  complaint  nowadays,  is  at  first 
fine,  but  later  becomes  coarse  and  even  choreiform.  It  begins  in  the  face,  hands, 
and  arms,  and  may  spread  to  all  parts  of  the  body.  At  first,  it  is  brought  out 
only  by  excitement,  or  on  attempted  movement.  Later,  it  may  persist  even 
during  sleep,  and  speech  may  be  interfered  with  from  involvement  of  the  muscles 
of  the  tongue,  pharynx,  and  larynx.  Other  prominent  symptoms  of  mercurialism 
that  should  not  be  absent  are  profuse  salivation,  stomatitis,  anaemia,  and  cerebral 
symptoms  of  various  kinds.  Mercurial  tremors  may  have  to  be  diagnosed  from 
those  of  paralysis  agitans  or  disseminated  sclerosis. 

In  lead  poisoning  a  fine  tremor  of  the  affected  limb  is  sometimes  met 
with  in  cases  marked  by  paralysis.  The  oscillations  may  also  be  seen  in 
the  tongue  and  lips,  particularly  in  the  rarer  instances  of  chronic  plumbism 
that  exhibit  cerebral  symptoms  and  simulate  general  paralysis  of  the  insane 
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The  diagnosis  of  these  unusual  cases  would  be  difficult  unless  a  sosfiaatz 
lead-poisoning  were  aroused,  either  by  a  history  of  exposure  to  the  intoxkatiaL 
or  by  the  occurrence  of  other  and  well-known  signs  and  symptoms  of  idnmbia 
especially  anaemia,  blue-black  line  on  the  gums,  colic,  constipation,  and  dropped 

wrist. 

In  hysteria  the  clinical  picture  of  any  or  every  disorder  of  movemestv 
sensation  may  be  more  or  less  closely  reproduced  ;  and  tremors  of  every  va«n 
may  be  met  with  in  hysterical  patients.  The  diagnosis  may  be  eztrenh 
difficult  until  hysteria  is  suspected,  when  it  may  be  confirmed  by  the  diswwry 
of  signs  and  symptoms  that,  singly  or  together,  are  pathognomonic.  Sodivo^ 
be  the  occurrence  of  hysterical  fits ;  of  hemianaesthesia,  or  of  ansstfaetk  a 
paraesthetic  areas,  varying  from  day  to  day,  and  not  corresponding  witiiftt 
known  distribution  of  the  peripheral  nerves  ;  of  flaccid  or  spastic  paralyses,  Ac 
change  from  time  to  time  with  great  suddenness,  and  perhaps  vanish  wbenftt 
patient  believes  herself  to  be  no  longer  under  observation  ;  of  emotional  ort- 
bursts  and  psychical  changes.  Certain  symptoms  are  so  characteristic  that  the^ 
have  been  labelled  as  hysterical :  such  as  the  hysterical  aphonia  due  to  bilatai 
adductor  paralysis ;  the  globus  hystericus,  or  sensation  of  choking  due  to  tb 
rising  of  a  ball  into  the  throat ;  the  clavus  hystericus,  a  peculiar  vertical  hcada* 
that  feels  as  if  it  were  due  to  a  nail  driven  into  the  top  of  the  head.  The  diagnose 
of  hysteria  should  never  be  made  lightly  ;  but  only  after  a  careful  consideratkB 
of  the  history,  signs,  and  symptoms,  and  when  all  evidences  of  organic  disease 
have  been  looked  for  and  found  wanting.  Unless  a  careful  examination  be  xnadf. 
the  tremor  of  intracranial  tumour,  for  example,  or  of  disseminated  sclerosis,  may 
be  wrongly  diagnosed  as  hysterical. 

Unilateral  Fine  Tremor  is  but  rarely  seen.  It  may  be  a  hysterical  manifestatk» 
functional,  and  significant  of  no  underlying  lesion  of  the  central  nervous  system: 
the  diagnosis  of  hysterical  tremor  has  been  considered  immediately  abtne. 
Unilateral  tremor  may  occur  in  tumour  of  the  frontal  region  of  the  brain  ;  if  present 
it  occurs  in  both  arm  and  leg,  and  only  on  the  same  side  of  the  body  as  tbf 
tumour.  The  patients  will  often  exhibit  mental  changes,  such  as  inattentkm. 
incoherence,  loss  of  memory,  alterations  in  character  ;  sometimes,  too,  irritative 
phenomena  occur. 

Unilateral  fine  tremor  may  develop  on  either  the  same  or  the  opposite  side  of 
the  body  in  tumour  of  the  mid-brain  and  sub-thalamic  region.  The  general  sym- 
ptoms of  cerebral  tumour  will  be  present,  and  in  addition  certain  locahzing  signs 
may  make  their  appearance.  The  chief  of  these  would  be  paralysis  of  the  third 
nerve,  loss  of  sensibility  over  the  area  suppUed  by  the  fifth  nerve,  eccentric 
position  of  the  pupil,  defective  reaction  of  the  pupil  to  light,  and  weakness  oi 
the  upward  movements  of  the  eyeballs. 

It  may  be  added  that  fine  tremors  occasionally  occur  in  the  paretic  limbs 
after  hemiplegia.  The  history  of  the  case  and  the  presence  of  other  signs 
characteristic  of  hemiplegia  should  make  the  diagnosis  here  a  comparativdy 
straightforward  matter.  Fine  tremor  may  be  seen  in  chorea,  and  may,  of 
course,  be  unilateral  in  such  cases. 

Coarse  Tremor. — Coarse  tremors  may  be  developed  as  temporary  exaggera- 
tions or  later  developments  of  the  fine  tremors  occurring  in  several  of  the 
morbid  states  already  considered.  Thus,  when  the  body  is  thoroughly  chilled 
or  fatigued,  or  when  a  patient  is  in  a  rigor,  the  initial  fine  tremor  will  often  pass 
on  into  a  very  coarse  tremor,  as  the  amplitude  of  the  involuntary  muscular 
contractions  increases,  their  rhythm  remaining  much  the  same.  The  fine  tremor 
of  paralysis  agitans  or  general  paralysis  may  similarly  grow  into  a  coarse  tremor : 
coarse  tremors  are  not  infrequently  seen  in  hysteria.  The  diagnosis  in  all  these 
cases  must  be  made  on  the  hues  alreadv  indicated. 
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I  Coarse  tremor  is  raet  with  sometimes  in  the  various  lorms  of  famiijai  and 
'  hereditary  ataxia.  Thus  in  Friedreich's  disease,  in  addition  to  the  iotentioii 
tremor  considered  belov,  irregular  involuntary  motions,  described  as  coarse 
tremors  in  some  cases,  as  choreiform  in  others,  take  place  in  the  aims  while  the 
patient  is  at  rest.  Irregular  nodding  or  tremulous  movements  of  the  head  and 
trunk,  also  occur  in  advanced  cases  ;  the  muscles  of  articolatioQ  and  of  the  face 
may  exhibit  irregular  purposeless  contractions  or  qniverings  when  conversation 
is  attempted.  In  spino-cerebeUar  ataxia,  irregular  choreiioim  movements,  or 
constant  tremors,  large  and  small,  may  be  seen  in  the  bead,  trunk,  and  limbs, 
whenever  the  attempt  is  made  to  hold  them  steady,  but  unsupported.  Similar 
disturbances  have  been  recorded  in  cerebellar  ataxia  and  in  the  olivo-ponlo- 
eerebellar  atrophy  of  Dejerine  and  Thomas.  In  all  these  conditions  the  ataxia 
is  the  prominent  symptom,  the  coarse  tremor  being  no  more  than  an  occasional 
epiphenomenon  ;  the  diagnosis  between  them  must  be  sought  in  special  manuals, 
and  also  under  the  heading  Ataxy  {q.v.). 

The  coarse  tremor  of  the  affected  limbs  seen  in  patients  with  chronic  or  spastic 
hemiplegia  or  dipttgia,  and  in  some  other  cerebral  disorders,  is  a  valiant  of  the 
athetoid  or  cboieifbrm  movements  that  are  characteristic  of  those  conditions. 
They  are  considered  under  the  heading  Convulsions  {Patamyodmus  multiplex). 
As  has  been  mentioned  already,  it  is  practically  impossible — were  it,  indeed, 
desirable — to  draw  any  hard-and-fast  line  between  the  grosser  fine  tremors  and 
the  finer  coarse  tremors.  In  the  same  way,  coarse  tremors  merge  insensibly 
into  the  lesser  degrees  of  athetotic  and  choreiform  convulsions. 

Intaatton  Tnmor — known  also  as  action  or  volitional  trtmor — has  been  defined 
as  tremor  produced,  or,  if  not  produced  at  least  exaggerated,  by  voluntary 
movements.     These  tremors  affect  the  upper  extremities,  and  sometimes  the 
head  and  trunk  also ;   the  limb 
is  quiet  when  not  in  actual  use, 
but  as  soon  as  voluntary  move- 
ment is  attempted  irregular  and 
involuntary   to-and-fro   motions 
begin  in  it,  and  are  superadded 
to     the     intended 
These  to-and-fro  a 
more    marked,    and    sometimes 
more     rapid    the    more    nearly 
achievement     of      the      desired 
movement      is     reached.       The 
greater  the  amount  of  precision 
demanded     by     the     voluntary 
action,  the  greater  becomes  the 
amplitude  of   these  involuntary' 
excursions.     Wishing    to   drink, 
the    patient    may   lift    the   cup 
from  the  table  steadily  enough  ; 

but   as   the   cup  approaches  his  .ittempud. 

lip.  the  involuntary  movements 

appear  and  rapidly  increase  till  its  contents  are  jerked  wildly  in  all  directions 
as  it  reaches  his  mouth.  The  tremor  may  spread  from  the  muscles  that  are 
being  put  into  action,  and  cause  extensive  jerky  movements  of  the  head  and 
trunk.  The  pathogeny  of  intention  tremor  is  obscure.  Very  possibly  it  is 
due  to  destruction  of  the  short  intersegmental  nerve-fibres  in  the  substance  o( 
the  spinal  cord.  The  destruction  of  these  fibres  would  render  impossible  the 
accurate  mutual  adjustment  of  the  contractions  of  antagonistic  muscle-groups 
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that  is   essential   for  the   smooth  performance   of    even   the   simplest    willed 
movements. 

Intention  tremor  is  one  of  the  most  characteristic  features  of  disseminated 
sclerosis.     The  arms  are  most  often  and  most  markedly  afiected  ;    but  careful 
observation  will  often  show  that  none  of  the  voluntary  muscles  escape  involve- 
ment.    The  head  may  oscUlate  whenever  the  patient  is  holding  it  up ;  the  trunk 
may  exhibit  jerky  movements  whenever  he  sits  or  stands  ;  and  the  legs  whenever 
he  stands  or  walks,  after  the  disease  has  made  some  progress.     Disseminated 
sclerosis  has  been  carefully  studied  of  late  years,  and  has  shown  itself  to  be  a 
protean   disorder.     Typical   examples,    however,   may   be   recognized    by    the 
occurrence  of  intention  tremor  (Fig.  205),  muscular  rigidity,  nystagmus,  pallor 
of  the  optic  discs,   and  staccato  or  scanning  speech.      The  deep  reflexes  are 
increased  ;  the  gait  is  spastic  or  ataxic ;  Babinski's  sign  is  present ;  subjective 
sensory  signs  are  far  commoner  than  objective  :  and  control  over  the  sphincters 
may  sometimes  be  inlpaired  fairly  early  in  the  disease.     In  many  instances, 
however,  some,  or  even  many,  of  these  characteristics  are  absent ;  the  diagnosis 
of  disseminated  sclerosis  may  then  be  far  from  easy,  especially  in  its  early  stages. 
In  hysteria^  for  example,  intention  tremor  may  occur  in  just  the  same  way  as 
a  fine  or  a  coarse  tremor  may ;   and  other  points  of  correspondence  between 
hysteria  and  disseminated  sclerosis  may  often  be  found  in  the  age  and  sex  of 
the  patient,  in  the  remittent  course  pursued  by  either  of  the  disorders,  in  the 
frequent  occurrence  and  partial  recovery  of  various  paralyses  and  of  amblyopia 
with  contraction  of  the  visual  fields,  and  in  exaggeration  of  the  deep  reflexes. 
But  distinct  differences  between   the  two  are,  fortunately,  not  wanting.     In 
hysteria,  the  objective  sensory  signs  are  well  marked,  the  optic  discs  are  not 
affected,  nystagmus  is  absent,  Babinski's  sign  probably  never  occurs,  and  control 
over  the  sphincters  is   not  lost.      Attention  to   these  points  should  suffice  to 
clear  up  the  diagnosis  between  hysteria  and  disseminated  sclerosis  :  but  in  the 
earliest  stages  of  the  latter  it  may  be  necessary  to  keep  the  patient  under 
observation  for  some  little  time  before  a  definite  opinion  can  be  pronounced. 
Intention  tremor  has  also  been  described  as  an  exceptional  feature  in  patients 
suffering  from  neurasthenia. 

An  intention  tremor  is  not  very  rare  in  the  familial  and  hereditary  ataxias^ 
among  which  may  be  mentioned  Friedreich's  disease  and  cerebellar  ataxy  ; 
but  the  disturbance  of  movement  in  these  disorders  is  characteristically  an 
Ataxy  (q.v.). 

It  is  necessary  to  refer  briefly  to  certain  intracranial  conditions  in  which 
intention  tremor  occasionally  or  exceptionally  occurs.  The  congenital  or  acquired 
cerebral  diplegia  of  backward  or  mentally  defective  children,  occasionally  appear- 
ing as  a  familial  disease,  and  characterized  by  bilateral  spastic  paralysis  affecting 
the  limbs,  or  limbs  and  body,  is  sometimes  associated  with  intention  tremor. 
It  is  athetosis  (vide  supra)  that  is  characteristic  of  these  cases  ;  but  disordered 
movements  of  all  sorts  occur  in  them.  In  addition,  the  sphincters  are  commonly 
affected,  the  deep  reflexes  are  increased,  optic  atrophy  or  inequality  of  the 
pupils  are  frequently  found ;  and  if  the  patient  is  able  to  get  about,  a  spastic 
or  "  scissor  "  cross-legged  gait  is  to  be  seen.  A  congenital  cerebral  diplegia 
in  which  the  spastic  weakness  is  most  marked  in  the  legs,  is  described  as  a 
case  of  Little's  disease.  The  intention  tremor  occurring  in  birth  palsy  or  in 
infantile  hemiplegia  has,  unfortunately  enough,  been  described  under  the  name 
chorea  spastica. 

Intention  tremor  has  also  been  recorded  in  a  few  instances  of  lesion  of  the 
superior  cerebellar  peduncle,  corpora  quadrigemina,  or  optic  thalamus^  particularly 
when  the  tegmentum,  red  nucleus,  and  rubro-spinal  tract  are  involved.  It  may 
be  noted  in  patients  with  so-called  extra-cerebellar  tumours  growing  in  connection 
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with  the  eighth  nerve^  and  occupying  the  posterior  fossa  of  the  skull  between  the 
pons  and  cerebellum.  It  is  seen  in  a  certain  proportion  of  the  cases  of  cere- 
bellar atrophy,  whether  the  degeneration  is  primary  parenchymatous,  progressive 
and  due  to  interstitial  and  vascular  lesions,  or  acute  and  following  some  acute 
specific  fever.  Intention  tremor  is  also  present  in  some  patients  with  olivo- 
ponto-cerebellar  atrophy.  The  diagnosis  of  these  rare  instances  will  naturally 
depend  upon  the  development  of  other  general  and  localizing  signs  of  intra- 
cranial disease.  a.  /.  J  ex-Blake. 

TRISMUS. — ^Trismus,  or  lockjaw,  signifies  a  maintained  closure  of  the  jaws  by 
tonic  muscular  spasm,  so  that  the  mouth  cannot  be  opened.  It  is  best  seen  in 
cases  of  tetanus.  The  term  does  not  include  mechanical  inability  to  open  the 
jaws  owing  to  such  affections  as  mumps,  alveolar  abscess  with  surrounding 
inflammatory  oedema,  angina  ludovici,  quinsy  or  severe  tonsillitis,  an  odontoma, 
epithelioma  of  the  mouth,  myositis  ossificans,  and  so  forth ;  but  there  are  at 
least  two  mechanical  conditions  that  may  not  at  first  sight  be  obvious,  but 
which  may  lock  the  jaws  together  and  simulate  true  trismus — impaction  of  a 
wisdom  toothy  and  arthritic  changes  in  the  temporo-maxillary  joint.  These  will 
be  diagnosed  as  the  result  of  a  careful  local  examination  of  the  teeth  and  of 
the  joint  respectively,  and  in  the  latter  case  there  may  be  osteo-arthritic  changes 
in  other  joints  also. 

Circumstantial  evidence  will  generally  serve  to  distinguish  trismus  due  to 
hysteria  or  to  faciai  neuralgia  ;  and  if  there  is  any  doubt  as  to  the  nature  of  the 
case  at  first,  tiiis  will  disappear  if  the  patient  can  be  watched  for  a  while.  If 
there  are  convulsive  seizures  in  a  hysterical  patient  with  trismus,  they  can 
generally  be  distinguished  from  those  due  to  tetanus  or  to  strychnine  poisoning 
by  their  poljonorphous  character,  and  by  the  fact  that  touching  the  patient, 
and  other  similar  stimulation,  does  not  bring  them  on  so  certainly  as  would  be 
the  case  with  strychnine  or  tetanus. 

The  rigidity  of  the  face  muscles  that  may  be  found  in  certain  cases  of  tuberculous 
or  posterior  basal  or  cerebrospinal  meningitis  never  occurs  by  itself,  and  it  is  a 
minor  symptom  amongst  others  that  generally  point  to  the  correct  diagnosis. 
The  same  applies  to  epilepsy  and  to  urcemia. 

Malingering  may  sometimes  take  the  form  of  lockjaw,  and  it  may  be  a  little 
while  before  the  fraud  can  be  detected  ;  sleep  is  sure  to  come  in  time,  and  as 
the  result  of  fatigue  the  malingerer's  muscles  relax  completely. 

Catalepsy  may  include  trismus  amongst  its  varieties  of  maintained  muscular 
contractions ;  the  general  mental  symptoms  will  assist  the  diagnosis,  and  as  a 
rule  there  are  no  convulsive  seizures. 

Trichinosis  is  very  rare  nowadays,  but  if  infected  pork  is  eaten  raw,  or 
insufficiently  cooked,  the  larvae  of  the  parasites  find  their  way  to  many  different 
muscles,  and  they  show  some  predilection  for  those  of  the  tongue,  mouth,  and 
jaws.  The  resultant  irritation,  pain,  and  stiffness  cause  trismus,  whose  nature 
may  be  difficult  to  determine  unless  the  history  points  to  pork  as  the  origin. 
The  patient  is  very  ill  in  the  earlier  stages,  with  high  fever,  and  the  condition 
is  often  fatal.  There  may  be  an  epidemic  of  the  malady.  The  blood  exhibits 
marked  eosinophilia.  The  final  criterion  of  the  diagnosis  is  the  discovery  of 
the  typical  parasites  coiled  up  in  their  little  oval  cysts  amongst  the  affected 
muscle  fibres. 

Hydrophobia  and  tetany  seldom  exhibit  trismus  as  a  prominent  symptom. 
The  former,  though  it  is  almost  unknown  in  Great  Britain  now,  would  suggest 
itself  if  any  convulsive  illness  developed  after  a  definite  bite  by  a  dog,  wolf, 
or  other  similar  animal,  particularly  if  the  spasmodic  muscular  difficulty  was 
markedly  increased  by  efforts  at  swallowing.  The  symptoms  may  not  develop 
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for  weeks  or  months  after  the  bite,  so  that  the  patient  may  fall  ill  when  he  has 
come  home,  after  being  bitten  abroad.  Tetany y  also  rare,  is  at  once  dis- 
tinguished by  its  typical  carpo-pedal  contractions  (Fig.  i,  p.  3),  and  by  tk 
fact  that,  though  it  may*  be  severe  for  a  time,  it  does  not  kill.  It  is  apt  to 
follow  pregnancy,  or  operations  on  the  thyroid  gland,  or  to  be  associated 
with  gastrectasis.     A  mUd  form  occurs  in  rickety  children. 

Strychnine  poisoning  gives  rise  to  generalized  twitchings  and  convulsions  bog 
before  trismus,  the  lateness  of  the  development  of  the  latter  serving  to  distingvi^ 
it  from  tetanus.  There  may  be  evidence  of  strychnine  having  been  taken  or 
administered,  either  by  the  mouth  or  hypodermically ;  the  S3rn[iptonis  develop 
very  acutely,  and  are  apt  to  be  rapidly  fatal. 

Tetanus  is  the  cause  par  excellence  of  trismus ;  and  the  diagnosis  is  often 
obvious  enough  if  there  is  a  clear  history  of  an  illness  developing  steadily  in  as 
otherwise  healthy  person  or  new-bom  infant,  starting  w^ith  stiffness  of  the  neck 
muscles,  spreading  to  those  of  the  face  and  jaw,  and  thence  to  the  rest  of  the 
trunk  and  limbs,  with  a  tendency  to  extremely  painful  exacerbations  on  the 
slightest  stimulation,  even  by  a  stroke  with  a  feather  or  the  banging  of  a  doOT ; 
risus  sardonicus  ;  opisthotonos  ;  no  complete  relaxation  of  the  stiffening  muscle 
unless  chloroform  is  given  ;  a  duration  of  days  rather  than  hours,  and  a  termina- 
tion in  death  more  often  than  in  recovery,  especially  if  all  these  things  follow  a 
few  days,  or  a  week  or  more,  after  a  small  penetrating  wound  "with  a  rusty  nail 
or  a  piece  of  stick  or  other  similar  body  that  may  have  been  contaminated  with 
tetanus  bacilli  from  the  soil  (see  Plate  XI I ^  Fig.  T).  It  may  even  be  possible 
to  demonstrate  the  drum-stick  bacilli  in  films  prepared  from  the  deej)er  parts  of 
the  wound.  The  chief  difficulty  arises  when  there  is  no  clear  history,  or  when 
the  wound  has  been  so  small  that  it  has  healed  or  cannot  be  found.  Even 
then,  most  cases  are  so  t3rpical  that  they  can  be  diagnosed  as  tetanus  without 
much  difficulty. 

Unnecessary  anxiety  arises  chiefly  in  cases  of  impacted  wisdom  teeth,  and  of 
hysteria,  where  tetanus  may  at  first  be  suspected,  though  the  subsequent  course 
of  the  malady  soon  serves  to  exclude  this.  Herbert  French 

TUMOURS. — (See  Swellings.) 

TUMOURS  OP  THE  SKIN.— The  malignant  tumours  which  affect  the  skin 
include  carcinoma,  epithelioma,  Paget's  disease,  sarcoma,  mycosis  fungoides, 
and  xeroderma  pigmentosum. 

As  a  rule,  cancer  en  cuirasse  and  nodtdar  (lenticular)  cancer  are  secondary  to 
cancer  of  the  breast  or  other  parts,  and  their  diagnosis  is  self-evident.  In 
melanotic  carcinoma  the  tumours  differ  greatly  in  size,  and  also  in  colour, 
varying  from  a  slate  tint  to  bluish-black ;  they  appear  more  frequently  on 
the  genitalia  and  the  extremities  than  elsewhere.  The  only  condition  from 
which  melanotic  cancer  requires  to  be  distinguished  is  pigmented  sarcoma^  and 
for  this  histological  examination  is  necessary. 

Paget's  disease,  occurring  chiefly  in  women  after  the  age  of  forty,  begins  as 
a  reddening  of  a  patch  of  skin,  usually  on  or  around  the  nipple,  followed  by 
branny  desquamation.  Infiltration  soon  produces  a  bright-red,  granular, 
indurated  surface,  with  a  sticky,  yellowish  discharge,  which  by  forming  crusts 
may  obscure  the  nature  of  the  lesions,  save  at  the  border,  which  continues  to 
be  characteristic — sharply  defined,  indurate^  and  sometimes  distinctly  raised. 
After  a  period,  which  is  usually  about  two  years,  but  may  be  much  longer, 
deep-seated  parts  may  become  affected,  this  extension  of  the  disease  showing 
itself  on  the  breast  by  retraction  and  induration  of  the  nipple  and  the  formation 
of  a  tumour  in  the  substance  of  the  gland.     In  the  early  stage  Paget's  disease 
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has  to  be  distinguished  from  chronic  eczema^  which  it  closely  resembles.  Its 
difierentiating  features  are  the  bright-red,  granular  surf  ace  exposed  after  removal 
of  the  crusts,  the  induration  at  the  well-defined  edge,  the  intractability,  the  age 
of  the  patient,  and  (later)  the  retraction  of  the  nipple.  The  diagnosis  may  be 
made  certain  by  microscopic  examination  of  scrapings  in  iodized  serum  or 
liquor  potassas,  when  the  bright,  oval,  nucleated  bodies  styled  psorosperms 
will  be  seen,  some  still  contained  within  the  host-cells,  others  surrounded  by 
distinct  capsules. 

Epithelioma  begins  usually  as  a  single  growth,  superficial,  deep-seated,  or 
papillary,  but  all  the  forms  alike  are  marked  by  peripheral  extension,  infiltration 
and  destruction  of  neighbouring  parts,  central  ulceration,  and  (except  in  rodent 
ulcer,  for  which  see  Ulceration  of  Face)  a  tendency  to  the  formation  of 
secondary  growths  in  lymphatic  glands,  in  viscera  and  elsewhere.  Epithelio- 
mata  have  a  predilection  for  the  natural  orifices,  for  such  moist  parts  as  the 
glans  penis,  for  exposed  regions,  and  parts  exposed  to  friction  and  trivial 
injuries.  A  wart,  a  mole,  an  ulcer,  lupus  vulgaris  lesions,  or  an  ;r-ray  cicatrix, 
may  be  the  starting-point.  If  the  tumour  begins  in  the  skin,  it  appears  first 
as  a  papule ;  if  in  a  gland,  as  a  nodule.  In  the  former,  the  more  frequent 
case,  the  papule  becomes  firmer  and  extends  laterally  ;  infiltration  is  evidenced 
by  the  hard,  raised,  pearly  border.  Ulceration  occurs  in  the  centre  of  the 
growth  while  extension  is  proceeding  in  the  depths  and  at  the  sides.  If  the 
necrotic  process  involves  the  vascular  tissue,  there  is  more  or  less  hemorrhage. 
If  the  lateral  extension  predominates,  the  discoid  type  of  epitheUoma,  as  in 
sweep's  cancer  of  the  scrotum,  is  the  result ;  the  surface  is  raised,  with  a  steep 
border,  and  is  bright-red,  with  a  firm,  granular  surface.  If  the  granulations 
are  of  large  size,  the  growth  is  of  the  papillary  type.  The  chief  diagnostic 
features  of  epithelioma  are :  the  origin  as,  usually,  a  single  growth,  the  site,  the 
starting-point,  the  slight  discharge,  the  characteristic  border,  the  secondary 
growths  in  glands  and  elsewhere.  From  a  wart  or  a  mole,  epithelioma  can 
be  distinguished  conclusively  only  by  microscopical  examination  or  by  long- 
continued  observation,  and  should  signs  of  ulceration  or  crustation  appear  in 
such  growths,  epitheUoma  should  be  suspected.  The  so-called  tubercular 
ulcerating  syphilides  are,  as  a  rule,  multiple,  and  not  rounded,  but  rather 
segmental.  (For  the  diagnosis  of  epitheUoma  from  lupus  vulgaris,  see  under 
Nodules.) 

Sarcoma  of  the  skin  is  most  frequently  secondary  to  growths  commencing 
in  the  lymphatic  glands  or  the  deeper  structures.  Sarcomata  vary  considerably 
in  colour,  from  reddish  to  brown  or  bluish-black,  and  also  in  consistence  ;  those 
of  the  spindle-celled  type  are  fairly  firm,  the  smaU-celled  ones  soft,  with  all 
intervening  grades  of  density.  They  may  appear  in  any  part  of  the  body, 
but  are  often  found  on  moles,  warts  and  ulcers.  The  diagnosis  usually  depends 
upon  histological  examination,  and  it  must  sufi&ce  to  say  that  a  tumour  which 
arises  in  previously  healthy  skin,  or  in  a  mole  or  wart,  or  at  the  site  of  an  injury, 
which  is  soft  and  reddish  from  the  vascularity  that  is  a  marked  feature  of  this 
kind  of  tumour,  or  bluish  from  pigment,  and  which,  after  a  period  of  slow  growth, 
rapidly  enlarges,  projects  above  the  surface,  and  readily  ulcerates  and  bleeds, 
is  probably  a  sarcoma. 

In  the  early  stage  of  mycosis  fungoides  the  lesions  are  duU  red  or  livid  patches, 
sometimes  slightly  tinged  with  yellow,  varying  in  size  from  the  area  of  a 
finger-nail  to  that  of  the  palm  of  the  hand,  with  border  sometimes  well  marked, 
sometimes  fading  off,  most  frequently  raised  or  thickened,  but  occasionally  flat.  • 
At  first  the  patches  are  smooth  and  dry,  afterwards  they  become  scaly,  and  later 
still  they  may  be  moist  or  covered  with  crusts.  Presently  the  surface  become 
infiltrated,  and  tumours  as  smaU  as  a  pea  or  as  large  as  an  apple,  firm  and 
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lolTulated,  broader  at  the  free  than  at  the  attached  end,  and  somewhat  resem- 
bling tomatoes,  project  above  the  level  of  the  skin  ("  fungoides**).  As  a 
rule,  progressive  thickening  occurs,  leading  on  to  fungation.  The  lymphatic 
glands  may  be  enlarged  throughout  the  body.  In  the  premycotic  or  eczematoas 
stage — which  is  sometimes  absent — the  diagnosis  may  hesitate  betrween  mycosis 
fungoides  and  an  eczematous  or  urticario-eczematous  condition,  and  in  somf 
cases  it  may  be  impossible  at  this  stage  to  distinguish  definitely  between  the 
two.  But  in  mycosis  fungoides  the  lesions  will  make  little  response  to 
therapeutic  measures,  the  red  of  the  patches  may  be  slightly  tinged  with 
yellow,  and  they  are  more  persistent  than  those  of  eczema.  The  only 
malignant  condition  which  mycosis  fungoides  in  the  mycotic  stage  at  aJ] 
resembles  is  sarcoma,  but  there  is  seldom  any  dif&culty  in  distinguishing 
between  the  two. 

The  initial  lesions  of  xeroderma  pigmentosum  (Kaposi's  disease)  are  small 
spots  resembling  freckles,  but  rather  darker,  which  appear  chiefly  on  the  face, 
neck,  arms  and  legs,  and  generally  begin  within  the  first  two  years  of  life 
Usually  they  disappear  in  winter  and  return  in  summer ;  but  after  a  time  they 
become  permanent,  and  often  quite  black.  At  first  the  condition  suggests 
nothing  but  excessive  freckhng,  but  presently  amid  the  "  freckles  "  appear 
white,  glazed,  atrophic  spots,  telangiectases,  and  superficial  ulcers  discharging 
pus  which  dries  into  yellow  crusts.  After  some  years,  small,  warty-looking 
growths  develop  on  the  "  freckles.'*  Tumours  now  form  and  ulcerate,  producing 
fungous  masses,  and  the  process  extends  both  widely  and  deeply,  and  destroys 
every  tissue  it  encounters,  not  excepting  bone.  It  is  only  in  the  earliest  stage 
that  there  can  be  any  difficulty  in  recognizing  this  very  distinctive  disease.  In 
that  stage  it  may  be  mistaken,  as  is  suggested  above,  for  simple  lentigo,  from 
which  there  may  be  nothing  but  the  more  extensive  distribution  to  distinguish 
it.  With  the  appearance  of  the  later  lesions  lentigo  will  be  dismissed  from  con- 
sideration, and  it  should  be  not  less  easy  to  rule  out  sclerodermia. 

The  benign  timiours  of  which  the  diagnosis  may  be,  in  very  different  degrees, 
open  to  doubt,  are  sebaceous  and  dermoid  cysts,  fibroma  moUuscum,  von 
Recklinghausen's  disease,  neurofibromata,  myoma  cutis,  mj^xoma,  the 
xanthomas,  rhinoscleroma,  molluscum  contagiosum,  colloid  milium,  benign 
adenoides  cysticum,  and  keratosis  foUicularis. 

Sebaceous  cysts,  most  frequently  seen  on  the  scalp,  the  face,  and  the  back, 
rounded,  often  somewhat  flattened  on  the  top,  and  sometimes  as  large  as  an 
orange,  are  distinguished  from  fatty  tumours  by  the  absence  of  lobulation  and  the 
fact  that  the  sebaceous  contents  can  be  squeezed  out  when  there  is  an  opening. 
Dermoid  cysts  may  resemble  fibromata,  but  if  they  are  incised  a  sebaceous- 
looking  material  escapes.  Fibroma  moUuscum,  a  pear-shaped  or  rounded  fibrous 
tumour,  usually  covered  by  smooth  skin  and  pedunculated,  varying  in  size 
from  a  pin's  head  to  an  orange,  and  nearly  always  multiple  (Fig'.  201.  p.  7S2). 
differs  from  a  sebaceous  cyst  by  its  soUd  structure,  and  from  a  fatty  tumour 
by  its  usual  pedunculation  and  the  absence  of  lobulation.  Von  Reckling- 
hausen's disease,  of  which  the  lesions  consist  of  nodular  tumours,  on  and  around 
which  there  is  coffee-coloured  pigmentation,  is  differentiated  from  ordinary 
fibroma  in  that  the  tumours  are  composed  of  fibrous  and  nervous,  and  not 
simply  of  fibrous,  tissue.  There  is  also  a  perceptible  thickening  of  the  nerves 
of  the  arms.  Neurofibromata,  which  have  their  origin  in  the  tendon-sheaths 
or  the  sheaths  of  the  nerve  fibres,  and  range  in  size  from  a  pin's  head  to  very 
•large  dimensions,  are  sometimes  mistaken  for  rheumatic  nodules,  but  instead 
of  specially  affecting  the  region  of  the  elbows  and  the  scalp,  they  occur  on  the 
tpink  and  extremities  generally,  nor  is  there  (except  from  coincidence)  a  history 
of  rheumatism. 


TUMOURS    OF    THE    SKIN  805 

Superficial  myoma  cutis  occurs  in  the  form  of  nodular  tumours  on  the  anus, 
back,  chest,  and  cheek ;  the  deeper  kind,  originating  in  the  subcutanattos 
muscular  structures,  occurs  as  a  solitary  tumour,  commonly  on  the  breasts  and 
genitals.  The  former  growths  are  soft  and  elastic,  and,  like  the  latter,  axe 
often  painful.  The  distinctive  clinical  feature  of  myoma  cutis  generally  is  that 
it  contracts  under  the  influence  of  cold.  This,  with  the  pain,  the  absence  of 
any  tendency  to  ulceration,  and  the  aspect  and  slow  course  of  the  growth  or 
growths,  should  enable  the  aifEection  to  be  identified. 

Myxoma,  when  it  arises  in  the  skin — ^most  frequently  in  the  loose  skin  of  the 
scrotum  and  labia — usually  forms  rounded,  pedunculated,  translucent  tumours 
which  tend  to  enlarge  slowly.  They  have  to  be  distinguished  from  molluscum 
contagiosum.  This  begins  by  the  formation  of  small  growths  that  have  been 
likened  to  tiny  mother-of-pearl  shirt-buttons.  They  are  usually  flattened  at 
the  top,  where  as  a  rule  there  is  a  depression  in  which  can  be  seen  a  small 
aperture  leading  into  the  interior  of  the  tumour.  Through  this  orifice  a  whitish 
material,  or  sometimes  a  milky  fluid,  can  be  squeezed  out.  When  they  are 
very  small  the  tumours  resemble  the  vesicles  of  varicella,  but  a  microscopic 
examination  of  the  contents  will  obviate  the  confusion.  A  small  molluscum 
body  on  the  genitals  may  resemble  a  hard  chancre,  but  similar  growths  will 
be  found  elsewhere. 

Xanthoma  planum,  often  associated  with  jaundice  and  migraine,  and 
characterized  by  the  formation  of  yellow  or  yellowish-white  plaques  (rarely 
nodules),  usually  in  the  upper  eyelid  and  sometimes  affecting  also  the  lower 
lid,  is  easy  of  recognition,  the  appearance  of  the  yellow  patches  embedded  in 
the  corium,  and  almost  imperceptible  to  the  touch,  being  absolutely  distinctive. 
Xanthoma  multiplex,  however,  is  not  identified  quite  so  easily.  Here  the  lesions 
are  nearly  always  nodular,  and  often  observe  a  linear  grouping,  and  the  colour 
varies,  a  blackish  or  reddish  pigment  being  mixed  sometimes  with  the  yellow. 
Usually  the  nodules  occur  in  connection  with  hepatic  disease.  The  condition 
has  been  confounded  with  urticaria  pigmentosa,  but  there  is  no  itching,  there 
are  no  wheals,  and  it  is  impossible  to  produce  factitious  lesions.  The  tumours 
may  be  indistinguishable  from  multiple  dermoids  of  the  skin  until  microscopic 
examination  is  made.  Xanthoma  diabeticorum  differs  from  other  forms  of 
xanthoma,  inter  alia,  in  the  presence  of  a  raised  red  area  around  the  yellow 
spots.  This  feature  has  led,  in  the  early  stages  of  the  affection,  to  confusion 
with  acne,  but  if  the  lesions  are  punctured  they  will  prove  to  be  solid.  In  the 
same  stage  the  lesions  may  simulate  those  of  lichen  planus,  but  the  resemblance 
soon  disappears. 

Rhinoscleroma  begins,  usually  before  the  age  of  forty,  in  and  around  the 
nostrils  as  nodules  in  the  cutis,  and  in  the  deeper  layers  of  the  mucous  membrane. 
These  coalesce  to  form  a  hard,  smooth,  gUstening  growth  which  spreads  inwards 
from  the  lip  and  downwards  to  the  pharynx  from  the  posterior  nares.  The 
growth  does  not  break  down  spontaneously,  but  is  generally  slowly  progressive. 
It  is  not  Ukely  to  be  mistaken  for  an3rthing  but  epithelioma,  which  is  prone  to 
ulcerate,  generally  has  infiltrated  edges,  seldom  attacks  the  upper  Up,  and  usually 
begins  later  in  life.  In  rhinophyma,  pustules  are  often  present,  the  growth  is 
soft,  and  there  is  vascular  dilatation. 

In  colloid  milium,  small,  yellow,  cyst-like  formations  containing  a  gelatinous 
substance  appear  in  the  skin,  chiefly  on  the  upper  part  of  the  face.  They  may 
become  depressed  in  the  centre  and  be  slowly  absorbed,  or  may  inflame  and 
dry  up.  The  only  condition  from  which  colloid  milium  needs  to  be  distinguished 
is  epithelioma  adenoides  cysticum,  in  which  the  tumours,  shining  and  translucent, 
contain  one  or  more  white,  brightly  refracting,  milium-like  bodies.  The  face 
is  the  part  most  frequently  attacked,  but  the  growths  may  appear  on  almost 
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any  part  of  the  body.     They  are  not  yellow,  like  the  growths  in  colloid  milium, 
not  are  they  soft. 

Keratosis  follicularis  begins  as  small  brown  or  yellow  crusts,  hard  and  dry, 
which,  when  detached  from  the  underlying  tissue,  are  found  to  present  on  their 
under  surface  a  softish  prolongation  which  dips  into  a  folUcle.  At  first  discrete, 
the  lesions  may  become  confluent,  and  there  is  thickening  of  the  affected  parts 
until  nodular  masses  are  formed,  from  which  o<)zes  an  offensive  discharge.  Tbe 
aflection  is  slowly  progressive.  At  the  outset  the  condition  may  be  mistaken 
for  keraiosis  pilaris,  but  it  is  not  confined  to  the  situations  affected  by  that 
disease.  The  prolongation  into  a  follicle  gives  it  some  resemblance  to  moUuscQin 
contagiosum,  but  it  has  a  less  limited  distribution,  nor  have  the  growths  the 
pearly  appearance  of  the  molluscum  bodies,  while  the  aperture  in  the  indi\idoa] 
lesions  is  larger.  Malcolm  Morris. 

TYMPANITES.— (See  Meteorism.) 

ULCERATION  OF  THE  CORNEA.— The  course  of  all  corneal  ulcers  confonns 
to  a  general  type,  though  the  clinical  varieties  may  vary.  The  process  begins 
with  an  infiltration  in  the  substance  of  the  cornea,  either  central  or  i>eripheral ; 
the  result  of  this  infiltration  is  a  local  loss  of  transparency,  though  in  early  stages 
the  surface  of  the  cornea  may  still  retain  its  polish.  The  infiltration  proceeds 
to  suppuration,  which  is  followed  by  a  loss  of  substance,  the  corneal  surface 
being  dull  and  irregular,  and,  in  the  centre  of  the  ulcer,  depressed  below  the  sur- 
rounding level.  The  base  of  the  ulcer  is  grey  or  yellowish,  and  the  surrounding 
portion  of  the  cornea  may  be  opaque  with  more  or  less  grey  infiltration. 

The  suppuration  is  followed,  in  cases  which  have  a  favourable  termination, 
by  vascularization,  superficial  vessels  from  the  surrounding  conjunctiva  encroach- 
ing on  the  cornea  and  invading  the  suppurating  area.  The  vaiscularization  is 
followed  by  cicatrization,  the  surface  of  the  cornea  again  becoming  p>olished  hot 
flattened  and  opaque.  The  opacities  resulting  from  corneal  ulcers  are  localized, 
well  defined  and  opaque,  in  contrast  to  the  diffuse  indefinite  haze  which  follows 
such  non- suppurative  forms  of  inflammation  as  interstitial  keratitis.  Corneal 
ulcers  may  not  heal,  but  occasionally  lead  to  perforation  of  the  cornea,  prolapse 
and  adhesion  of  the  iris,  anterior  polar  cataract,  or  panophthalmitis.  Iritis, 
iridocycUtis,  and  pus  in  the  anterior  chamber  (hypopyon)  may  also  be  associated 
conditions.  The  usual  subjective  symptoms  are  pain,  photophobia,  and  lachr>'- 
mation.  The  presence  of  corneal  ulcers  is  demonstrated  most  satisfactorily  bv 
the  instillation  of  a  drop  or  two  of  fluorescin,  which  stains  necrotic  corneal 
epitheUum  or  exposed  corneal  substance,  green.  The  brightly-stained  ulcer 
shows  up  in  marked  contrast  to  the  surrounding  clear  cornea. 

Corneal  ulcers  may  occur  in  the  following  clinical  varieties : — 

Catarrhal,  or  simple  infective  ulcers.  These  usually  occur  as  minute  grey 
infiltrated  spots  in  the  centre  or  periphery  of  the  cornea.  They  heal  very  rapidly 
as  a  rule.  They  may  follow  injury  to  the  corneal  epithehum  by  foreign  bodies, 
or  may  be  associated  with  acute  conjunctivitis  or  rhinitis. 

Phlyctenular  ulcers  are  associated  with  phlyctenular  conjunctivitis,  the  ulcer 
forming  after  the  epithelium  on  the  top  of  a  phlyctenule  has  been  rubbed  off. 
They  are  usually  marginal,  but  may  occasionally  make  their  way  on  to  the  cornea, 
a  leash  of  conjunctival  blood-vessels  trailing  after  them.  Similar  ulcers  may  be 
associated  with  acne  rosacea. 

Hypopyon  ulcer,  or  ulcus  serpens.  This  is  a  shallow  ulcer  affecting  chiefly 
the  superficial  layers  of  the  cornea,  in  or  about  its  centre.  The  middle  layers 
of  the  cornea  are  comparatively  unaffected,  but  at  the  p>osterior  surface  the 
infiltration  again  becomes  dense,  with  much  fibre  and  ddbris,  associated  with 
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the  formation  of  more  or  less  pus  in  the  anterior  chamber.  Tlie  ulcers  often 
perforate ;  they  are  usually  due  to  infection  with  the  pneumococcus.  The 
pus  in  the  anterior  chamber  is  always  sterile,  unless  there  is  perforation  oi 
Descemet's  membrane.  These  ulcers  do  not  react  to  ordinary  methods  of  treat- 
ment as  a  rule,  but  require  cauterization,  either  by  pure  carboUc  acid  or  the 
galvano-cautery.     The  hypopyon  then  disappears  rapidly. 

Mooren's  ulcer,  or  rodent  uker  of  the  cornea,  is  a  chronic  sexpiginous  ulcer, 
usually  affecting  the  eyes  of  elderly  people.  It  begins  at  the  margin  of  the  cornea 
and  spreads  slowly  over  the  whole  surface,  the  advancing  edge  being  much 
undermined.  The  ulcer  is  always  shallow,  and  perforation  never  occurs ;  the 
ulcer  may  heal  in  places,  but  this  is  seldom  permanent,  and  the  ulceration  usually 
spreads  over  the  whole  surface  of  the  cornea,  whatever  method  of  treatment 
may  be  employed  to  arrest  its  progress,  though  recently  radium  has  been  used 
with  some  success.    No  specific  organism  has  yet  been  discovered. 

A  dendritic  tUcer  is  characterized  by  its  peculiar  shape — a  long  central  stem 
with  small  linear  ramifications.  It  is  not  really  an  ulcer,  but  an  infiltration 
under  the  corneal  epithelium,  which  in  the  later  stages  may  become  necrotic  and 
break  down.  It  is  best  treated  by  rubbing  off  the  affected  corneal  epithelium 
with  a  pointed  stick  dipped  in  absolute  alcohol. 

Corneal  ulcers  may  occur  in  association  with  pannus  in  trachoma,  their  usual 
site  being  at  the  margin  of  the  vascular  area.  Occasionally  they  penetrate 
more  deeply  into  the  corneal  substance. 

Corneal  ulcers  frequently  follow  gonorrhoBol  and  diphtheritic  conjunctivitis. 
They  spread  rapidly,  and  often  lead  to  perforation  of  the  cornea  and  panophthal- 
mitis. The  diagnosis  depends  on  bacteriological  methods  and  the  discovery 
of  the  causative  micro-organisms. 

Keratomalacia,  a  disease  of  childhood,  is  associated  with  night  blindness  and 
xerosis  or  dryness  of  the  conjunctiva.  Characteristic  foamy  white  patches  are 
seen  on  both  sides  of  the  cornea.  The  cornea  becomes  duU,  grey,  and  cloudy, 
and  ultimately  disintegrates  from  purulent  infiltration,  associated  with  very 
slight  signs  of  ocular  inflammation.  The  ocular  condition  is  associated  with 
marasmus  and  malnutrition.     The  prognosis,  both  as  to  eye  and  vision^  is  bad. 

Keratitis  e  lagophthalmo  is  associated  with  paralysis  of  the  seventh  nerve. 
Owing  to  the  failure  of  the  orbicularis  palpebrarum,  the  eye  cannot  be  closed, 
and  does  not  remain  closed  during  sleep.  The  lower  part  of  the  cornea  is  exposed, 
becomes  dry,  and  the  corneal  epithelium  dies,  with  consequent  ulceration  of 
the  cornea.  The  condition  can  be  cured  by  diminishing  the  palpebral  aperture 
by  sewing  the  eyelids  partially  or  completely  together. 

Similar  exposure  of  the  cornea  and  consequent  ulceration  are  seen  occasionally 
in  cases  of  Exophthalmos  (q.v.)y  for  instance  in  severe  Graves*  disease. 

Keratitis  neuroparalytica.  In  paralysis  of  the  fifth  nerve,  or  as  a  result  of 
excision  of  the  Gasserian  ganglion,  the  cornea  becomes  dull  and  cloudy  and 
necroses  in  the  centre,  only  the  periphery  remaining  clear.  A  hypopyon  forms, 
and  in  some  cases  the  whole  eye  is  destroyed,  though  occasionally  the  keratitis 
may  lead  only  to  a  permanent  opacity.  The  condition  is  due  to  arrest  of 
lachrymal  secretion  and  absence  of  corneal  sensation,  which  is  followed  by 
abolition  of  the  winking  reflex.  Foreign  bodies  lodge  on  the  cornea  and  are 
not  removed.     The  prognosis  is  bad,  and  is  little  affected  by  treatment. 

Corneal  ulcers  may  be  associated  with  herpes  frontalis,  vesicles  forming  on 
the  cornea  simultaneously  with  the  vesicles  on  the  skin,  especially  along  the 
course  of  the  supraorbital  nerve.  The  ulceration  is  often  severe  and  may  lead 
to  perforation  and  destruction  of  the  eye,  and  is  in  any  case  followed  by  con- 
siderable corneal  opacity.  The  cornea  is  usually  insensitive,  and  the  intraocular 
tension  may  be  raised. 
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Tuberculous  ulceration  is  not  common  fortunately,  but  it  should  be  bonie  in 
mind  as  a  possibility  in  chronic  or  resistant  cases.  The  diagnosis  depends  on 
the  history,  the  presence  of  tuberculous  glands  or  other  similar  lesions,  positive 
reaction  to  the  various  tuberculin  tests,  and,  most  conclusively  of  all,  upon 
the  detection  of  tubercle  bacilli  in  the  discharge  from  the  ulcer  itself. 

Herbert  L.  Eason. 

ULCERATION  OF  THE  FACE.— The  ulcers  most  often  met  with  on  the 
face  are  lupous,  scrofulous,  syphiUtic,  or  malignant.  In  lupus  vulgaris,  the 
ulceration  is  extremely  chronic.  The  lesion  begins  as  a  papule,  develops 
into  a  nodule,  and  after  a  while,  in  the  majority  of  cases,  the  lupous  tissue  breaks 
down  and  forms  a  granular  sore  covered  with  greenish-black  crusts  ;  but  around 
the  ragged  edge  will  still  be  seen  the  characteristic  '*  apple- jelly  "  nodules  in 
different  stages  of  development.  The  ulceration  may  extend  through  the 
whole  thickness  of  the  skin  and  may  become  the  seat  of  warty  vegetations. 
In  the  nose,  where  the  integument  is  thin,  it  may  cause  necrosis  of  cartilage. 
The  course  the  pathological  process  runs,  from  the  papule  onwards,  as  here 
described,  and  the  frequent  presence  of  the  different  lesions  simultaneously, 
shed  sufficient  light  on  the  character  of  the  ulceration.  I  need  only  say  further 
that  the  ulcer  of  lupus,  however  deeply  it  may  extend,  never  erodes  bone.  This 
alone  is  sufficient  to  differentiate  lupus  from  the  ulcers  of  syphilis  and  cancer. 
It  nearly  always  begins  before  the  age  of  twenty. 

In  the  ulcers  of  scrofula,  though  they  have  no  absolutely  distinctive  characters, 
it  will  often  be  noticed  that  the  edge  is  undermined  and  the  surrounding  skin 
blue  and  of  low  vitality.  Their  occurrence  in  children  of  strumous  aspect,  or 
in  elderly  persons  who  bear  the  stigmata  of  scrofulous  lesions  dating  from 
childhood,  and  their  tendency  to  become  chronic  owing  to  the  feeble  resistance 
offered  by  the  tissues  to  morbid  processes,  leave  no  room  for  doubt  as  to  their 
true  nature. 

It  is  in  the  late  secondary  and  the  tertiary  stages  of  syphilis  that  cutaneous 
lesions  on  the  face,  as  elsewhere,  are  prone  to  ulceration,  instead  of  to  the 
resolution  to  which  typical  secondary  syphiUdes  tend.  The  whole  structure  of 
the  skin,  or  mucous  membrane,  is  frequently  involved,  the  ulceration  is  deep, 
and  frequently  the  ulcers,  while  heahng  in  the  centre,  extend  at  the  margins, 
and  so  assume  the  characteristic  circinate  or  serpiginous  form.  The  appearance 
of  the  ulcers,  with  the  history,  and  the  marks  of  earlier  syphilitic  lesions,  will 
supply  all  the  guidance  the  diagnostician  needs  ;  Wassermann's  serum  test  and 
the  effects  of  mercury  and  iodide  of  potassium  may  serve  to  clinch  the  diagnosis. 

As  a  rule  rodent  ulcer  occurs  in  persons  of  more  than  middle  age,  and  its 
favourite  points  of  attack  are  the  outer  edge  of  the  orbit  and  the  side  of  the 
nose.  It  begins  as  a  small,  circumscribed  nodule,  dull  brownish-red  in  colour, 
flat,  depressed  in  the  centre,  and  firm  to  the  touch.  After,  it  may  be,  years, 
the  cuticle  covering  it  is  broken,  and  an  ulcer  with  depressed  granular  centre 
and  infiltrated  border  is  formed.  Very  slowly  this  extends,  both  in  circum- 
ference and  in  depth,  infiltrating  and  destroying  the  subjacent  tissues,  including 
bone.  Usually  the  destruction  of  the  underljdng  parts  is  more  marked  in  the 
centre,  so  that  the  ulcer  becomes  crateriform.  Its  invariable  features — the 
inconsiderable  suffering  it  inflicts,  the  singular  slowness  of  its  progress,  its 
depressed  centre,  and  the  firm,  raised,  rolled  edge,  its  failure  to  affect  neighbouring 
glands,  and  its  incurability  except  by  extirpation  or  by  physiotherapy — are  so 
characteristic  as  to  leave  Uttle  scope  for  diagnosis.  Epitheliomatous  in  structure, 
it  differs  from  epitheUoma  in  that  the  latter  growth  has  a  very  hard  and  everted 
edge,  and  a  foul  base  roughened  with  granulation,  is  often  attended  by  severe 
pain,  is  much  more  rapid  in  its  course,  and  infects  the  glands  in  its  vicinity. 
(See  also  Tumours  of  the  Skin.)     It  differs  from  lupus  vulgaris  in  its  mode 
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of  onset,  in  the  absence  of  the  "  apple-jelly  "  nodules,  and  in  not  being  a  disease 
that  starts  in  childhood.  It  may  be  diagiiosed  from  tertiaiy  syphilitic  ulcers  by 
the  characters  described  above,  and  also  by  its  QSaally  aoli^ry  character  and  its 
resistance  to  treatment  Makoln  Morrii- 

DLCBRATIOH  OP  THB  FOOT.— The  ulcer  which  attacks  the  foot  epeciaUy, 
though  not  exclusively,  for  the  hand  may  be  affected  in  the  same  way,  is  that 
known  as  perforating  ulcer  {Fig.  toy).  The  exciting  cause  is  pressure  upon  or 
injury  to  a  foot  in  which  there  is  interference  with  the  nerve  supply,  either  from 
peripheral  lesion,  as  in  peripheral  neuritis,  or  from  damage  to  the  nerve- trunk,  as 
in  leprosy,  syphilis,  or  diabetes  mellitus,  or  to  the  nerve-centre,  as  in  locomotor 
ataxy  and  general  paralyms.  The 
commonest  situation  of  the  ulcer 
is  at  the  point  of  greatest  pressure 
—the  ball  of  the  great  toe,  or  the 
under  aspect  of  the  metatarso- 
phalangeal joint  of  the  I^  or  little 
toe.  The  i^cer,  which  is  more  of  a 
sinus  than  a  true  ulcer,  and  ia 
usually  painless,  may  be  simple  or 
multiple,  and  both  feet  may  be 
affected.  It  often  begins  by  sup- 
puration undet  a  com.  Wben  the 
homy  covering  is  cast  off,  a  track 
is  seen  which  extends  downwards 
until  the  bone  is  exposed.  The 
process  is  usually  very  Slow,  and  if 
the  pressure  from  walking  is  con- 
tinued the  thickened  epidermis 
forms  a  kind  of  com-shield  around 
the  opening.  The  more  essential 
symptoms  of  the  neurotic  disorder 
of  which  perforating  ulcer  is  but 
an  incidental  manifestation,  will 
disclose  the  true  nature  of  the 
lesion.  The  only  malady  with 
which  it  can  be  confused  is  a 
suppurating  com.  From  this  it  is 
distinguished  by  the  absence  or 
small  degree  of  pain,   and   by   its 

irresponsiveness  to  the  simple  sur.  ^.  ^Peifoiaiina  ulcer  of  fnot  ■  from  n  cue 

gical  treatment  to  which  a  suppura-  '  of  ubn  darsiLb. 

ting  com  readily  yields. 

Mycetoma  is  a  fungous  disease  that  is  known  alternatively  as  Madura  foot, 
because,  endemic  in  Madura  and  other  parts  of  India,  it  usually  affects  the  foot 
or  the  leg,  though  sometimes  the  hand,  and  in  rare  cases  the  shoulders  or  the 
scrotum.  The  affection  appears  in  several  forms,  according  as  they  are  due 
to  different  species  of  discomyces  and  aspergillus.  The  lesions  may  be  black 
("  melanoid  ")  or  pink  ("  ochroid  "),  The  disease  begins  with  slight  swelling 
and  redness  or  local  induration,  and  as  it  progresses  the  foot  swells  and  the 
swelling  surface  becomes  dotted  with  small  nodules,  each  containing  the  opening 
of  a  sinus  which  discharges  a  viscid,  syrupy,  slightly  purulent,  sometimes  blood- 
streaked  fluid,  in  which  are  suspended  rounded  granules,  greyish  or  yellowish 
in  colour.     In  other  cases  the  granules  are  black,  at  first  resembling  gunpowder. 
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though  later  they  may  form  black  or  dark  brown  masses.  As  the  foot  enlarges, 
the  leg,  from  disuse,  atrophies.  The  only  condition  from  which  mycetoma 
needs  to  be  discriminated  is  actinomycosis.  This  affection  usually  begins  in  the 
bone  or  other  deep  structures  of  the  jaw,  face,  or  neck,  may  thence  spread  to 
the  surface,  and  may  involve  the  viscera.  In  the  discharge  the  ray  fungus 
may  be  found  in  the  form  of  tiny,  friable,  yellowish  or  greyish  bodies,  though 
microscopical  methods  and  the  discovery  of  the  characteristic  ray  fungi 
(Plate  XII y  Fig.  S)  will  generally  be  required  before  the  nature  of  the  case 
can  be  confirmed.  Malcolm  Morris 

ULCERATION  OF  THE  LEG  may  be  classified  under  three  headings:— 
(i)  Non-infective  Ulcers. — These  include  those  that  are  not  due  to  any  specific 
infection,  but  which  are  caused  by  various  factors  which  interfere  with  the 
vitality  of  the  part  by  injury,  lack  of  circulation,  or  innervation  of  the  tissue. 
(2)  Infective  Ulcers  resulting  from  the  direct  action  of  a  definite  specific  infectioii, 
e.g.,  tuberculosis  or  sj^hilis.  (3)  Ulcerating  Tumours. — These  are  malignant 
tumours,  which  have  originated  in  or  invaded  the  skin. 

I.  Non-infeetlve   Uloers. — Varieties  and  Causes. 

Varicose  Ulcer. — The  presence  of  varicosity  in  the  veins  of  the  leg  diminishes 
the  free  return  of  blood,  and  so  leads  to  congestion  and  interference  with 
nutrition,  and  thus  to  ulceration.  In  the  majority  of  cases  the  ulcer  is  situated 
on  the  inner  side  of  the  leg  about  three  inches  above  the  ankle.  It  may  be  small, 
or  may  encircle  the  limb.  For  some  distance  round  the  ulcer  the  skin  suffers 
from  the  effects  of  passive  congestion.  It  becomes  indurated  and  of  a  purplish- 
brown  colour,  and  numerous  small  varicose  veins  may  be  seen  in  it.  Any  slight 
njury  may  cause  an  abrasion  of  this  weakened  skin,  and  thus  another  ulcer 
be  formed.  On  a  patient  the  subject  of  a  varicose  ulcer,  the  scars  of  previous 
ulcers  are  frequently  found.  The  presence  of  varicose  veins  associated  with 
an  ulcer  will  usually  lead  to  the  conclusion  that  the  latter  is  dependent  on  the 
former,  and  that  view  will  probably  be  correct,  but  it  may  not  be  the  whole 
truth,  for  syphilitic  and  varicose  ulcerations  may  be  present  at  the  same  time. 
Before  the.  introduction  of  Wassermann's  test  for  S3rphilis,  it  was  common  practice 
to  give  antisyphilitic  remedies  in  order  to  clear  up  the  diagnosis,  and  this  may 
still  be  done  when  the  serum  test  cannot  be  carried  out. 

Lymphatic  Obstruction  also  leads  to  loss  of  nutrition,  and  ulceration  may  result. 
The  best  instance  is  seen  in  elephantiasis  due  to  Filaria  sanguinis  hominis. 
In  this  country  elephantiasis  is  rare.  Other  instances  that  may  be  cited  arc 
swellings  of  the  leg  following  a  badly  united  fracture  ;  the  cicatricial  contractions 
of  extensive  burns  ;  phlegmasia  alba  dolens,  or  white  leg,  during  pregnancy  or 
after  labour. 

Atheroma  of  the  Arteries  leads  to  a  feeble  or  imperfect  circulation  of  the  blood, 
and  so. to  loss  of  nutrition.  Ulcerative  conditions  of  the  lower  part  of  the  leg 
are  therefore  common  in  such  cases,  and  even  gangrene  may  result. 

Old  Age. — Owing  to  a  weaker  condition  of  the  tissues,  ulcers  are  much  more 
frequent  in  old  people  than  in  the  young. 

Cold. — A  similar  condition  is  brought  about  by  exposure  to  cold,  especially 
in  persons  whose  nutrition  is  imperfect,  whether  from  bad  or  insufficient  food. 
The  first  effect  of  cold  is  to  produce  a  chilblain  ;  this  if  rubbed  or  irritated  may 
degenerate  into  an  ulcer. 

Trauma. — In  a  normal  individual,  any  lesion  of  the  skin  of  the  leg,  such  as 
that  caused  by  a  kick,  a  scratch,  or  a  cut,  will  heal  quickly,  and  no  ulcer  result. 
Circumstances  may  arise  which  interfere  with  the  healing  process.  Perhaps  the 
most  frequent  cause  which  leads  to  the  formation  of  an  ulcer  is  infection  with 
pyogenic  organisms,  and  the  prevention  of    the  discharge  from  the  wound. 
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Occasionally  tliere  is  also  accid< 
speci&c  organism,  SDch  as  that  of 

An  important  cause  of  want 
contractioa.  If  contraction  is  ii 
adherent  to  a  bone,  healing  may  < 

DtfUitfU  Intumation  leads  to  U 
palsy  ;  mbbing  of  the  boot  or  pi 
by  an  obstinate  ulcer.  In  cases 
on  a  water-bed,  ulceration  in  t 
rapidly  on  the  paralyzed  aide  th 
is  a  well-known  sequel  of  tabes  dw.<.»u^ 

Diabetes  mtUitus  is  an  instance  of  a 
constitutional  condition  leadii^  to  the 
formation  of  an  ulcer.  All  the  preced- 
ing were  local  causes.  Ulceration  and 
Gangrene  {q.v.)  are  prone  to  occur,  no 
doubt  because  the  resistance  of  a  dia- 
betic individual  to  m 
lowered,  also  because  the  e 
often  atheromatons,  and  possibly  be- 
cause the  innervation  of  the  whole 
body  is  interfered  with. 

1.  InfMUVV  Ulem.— It  is  possible  for 
the  legs  to  be  attacked  by  any  form  of 
acute  infective  ulcer,  such  as  anthrax  or 
glanders,  but  such  an  event  is  rare. 
The  chief  ulcers  that  belong  to  this 
group  are  chronic,  and  due  to  syphihs 
or  tuberculosis. 

Syphilitic  Ulcers  are  the  result  of 
gummala  which  have  formed  in  the 
subcutaneous  tissues.  These  ulcerated 
gummata  are  almost  always  circular, 
and  present  a  punched-out  appearance 
(Fig,  3o8)  ;  they  are  generally  multiple 
and  tend  to  run  into  one  another,  so 
that  the  ulcer  has  a  serpiginous  outline. 
They  tend  to  heal  at  one  side,  while 
they  progress  at  another.  On  the  leg, 
especially  about  the  front  of  the  tibia, 
circular  scars  of  old  ulcers  can  usually 
be  found.  The  scars  are  thin  and 
supple,  and  if  in  the  lower  part  of  the 
leg,  usually  pigmented.  Gummata  are 
often  found  with  varicose  veins  or  ulcers,  and  it  seems  probable  that  the  low 
state  of  nutrition  of  the  tissues  caused  by  the  obstruction  of  venous  return 
is  favourable  to  their  formation.  Diagnosis  can  in  most  cases  be  made  on  the 
distribution  and  shape  of  the  ulcers,  especially  if  they  are  on  the  outer  aspect 
of  the  lower  third  of  the  leg,  and  on  the  presence  of  other  signs  of  s}rphilis. 
In  cases  of  doubt,  a  Wassermann's  reaction  is  of  service. 

Tuberculous  Ulcer  usually  follows  the  formation  and  bursting  of  a  tuberculous 
abscess,  starting  either  in  the  subcutaneous  tissue  or  in  a  bone,  and  the  history 
may  help  materially  in  diagnosis.  The  ulcer  is  very  chronic,  and  is  characterized 
by  undermining  of  the  skin  for  a  considerable  distance  from  the  edge  (Fig.  3og]. 
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The  surface  is  pale,  and  the  granulations  very  small,  with  here  and  there  small 
areas  of  caseation. 

Primary  tuberculosis  of  the  skin,  or  lupus,  is  not  often  found  on  the  leg,  though 
it  may  occur  there  as  in  any  other  part  of  the  skin.  A  useful  guiding  rule  is 
that  lupus  never  starts  later  than  the  age  of  twenty  and  lasts  for  years,  whereas 
a  gumma  starts  at  a  later  period  and  tends  to  heal  spontaneously.  In  lupus 
the  chief  characteristic  is  the  presence  of  minute,  semi-transparent  nodules  at 
the  margin  of  the  ulcer  and  in  the  skin  around,  resembling  apple  jelly.  If 
further  methods  of  diagnosis  are  required,  a  diagnostic  injection  of  Koch's 
old  tuberculin  may  be  used,  or  von  Pirquet's  skin  test  applied. 

3.  Uleerattng  Tumours. 

Epithelioma  may  develop  in  a  simple  varicose  ulcer  that  has  existed  for  many 
years.  The  change  may  be  very  slow,  or  rapid.  The  ulcer  spreads,  the  edges 
become  heaped-up,  everted,  and  indurated  (Fig.  210).  The  glands  become 
enlarged  and,  if  the  disease  is  allowed  to  progress,  the  bone  is  attacked.  If 
any  doubt  arises  as  to  a  change  in  the  character  of  an  ulcer,  a  piece  from 
the  edge  should  be  removed  for  pathological  investigation. 

Rodent  Ulcer  (Fig.  211)  usually  attacks  the  face,  though  it  may  be  found  on 
any  part  of  the  body.     It  has  to  be  distinguished  from  lupus  and  gumma. 

Sarcoma,  starting  in  the  deeper  tissues,  may  fungate  through  the  skin,  which 
has  given  way  before  the  pressure  of  the  tumour.  George  E.  Gusk. 

ULCERATION  OP  THE  THROAT.— (See  Sore  Throat.) 

ULCERATIOH  OF  THE  TONGUE.— To  enable  a  good  view  to  be  obtained  of 
the  affected  part,  the  patient  should  be  seated  in  a  strong  light  and  the 
protruded  tongue  gently  wiped  with  a  piece  of  soft  linen  to  remove  moisture. 
The  presence  of  an  ulcer  being  ascertained,  its  nature  may  be  considered  under 
the  following  heads  : — 

1.  Carcinomatous  4.  Tuberculous 

2.  Syphilitic  5.  Dyspeptic 

3.  Dental  6.  Ulcer  in  connection  with  stomatitis. 

I.  Caretnomatous  Uleer. — ^lliis  is  much  commoner  in  men  than  in  women, 
probably  owing  to  the  fact  that  chronic  glossitis  due  to  smoking  and  syphilis 
is  more  common  in  the  male  sex.  It  is  practically  unknown  before  the  age  of 
thirty,  and  rarely  starts  before  forty-five.  The  ill  and  wearied  expression  of 
the  patient  may  awaken  suspicion  before  the  tongue  is  seen,  for  the  ptain  and 
trouble  caused  by  an  epithelioma  have  a  very  rapid  and  marked  efiect.  The 
tongue  in  a  normal  individual  can  be  protruded  from  one  to  one  and  a  half  inches 
beyond  the  teeth  ;  if  the  protrusion  is  limited,  or  if  it  is  not  protruded  straight, 
it  can  generally  be  inferred  (except  in  cases  of  paralysis)  that  there  is  some 
tumour  binding  it  down,  and  a  very  careful  search  should  be  made  for  an 
ulcer,  which  may  be  patent  at  once,  or  if  on  the  under  surface  might  escape 
a  superficial  glance.  Next,  the  position  of  the  ulcer  is  to  be  studied,  and  its 
relation  to  any  sharp  and  carious  tooth.  Usually  an  cpitheUoma  is  on  the  side 
of  the  tongue,  but  there  is  no  rule  ;  it  may  be  anywhere  on  the  anterior  two- 
thirds,  on  the  under  surface,  or  on  the  floor  of  the  mouth. 

As  regards  the  ulcer  itself,  the  typical  appearance,  when  fairly  developed, 
may  be  described  as  irregular,  deep,  foul,  sloughy,  with  raised  nodular  everted 
edges,  and  a  surrounding  area  of  induration,  the  result  of  infiltration.  The 
lymphatic  glands  are  enlarged  and  hard,  and  they  may  be  fixed.  The  sub- 
maxillary set  is  generally  the  first  affected,  but  it  is  of  interest  to  note  that  the 
disease  sometimes  misses  these  and  infects  the  carotid  and  even  the  supra- 
clavicular glands.     Examination,  therefore,  should  not  be  concluded   before 
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the  whole  of  the  neck  has  been  looked  at.  The  diagnosis  should  have  been  made, 
however,  before  the  disease  had  developed  thus  far ;  in  its  earliest  stages  an 
epithelioma  may  be  represented  by  a  superficial  ulcer,  a  sixteenth  of  an  inch 
in  diameter,  by  a  crack  or  a  small  lump,  without  any  enlargement  of  the  glands. 
In  all  these  conditions,  however,  the  ulcer  is  hard,  and,  moreover,  is  very 
resistant  to  any  form  of  treatqient.  Any  ulcer  of  the  tongue  occurring  in  a 
middle-aged  man,  and  lasting  for  more  than  two  or  three  weeks,  should  awaken 
suspicion. 

Diagnosis  from  Syphilitic  Ulcer. — This  may  be  a  very  real  difi&culty,  owing 
to  the  fact  that  the  two  conditions  may  exist  side  by  side,  and  that  the  syphilitic 
leukoplakia  or  leukomic  wart  may  be,  as  is  believed  by  many  cUnicians,  the 
actual  precursor  of  a  cancer.  A  positive  Wassermann's  reaction,  therefore, 
would  not  be  proof  that  an  epithelioma  is  not  present.  If  a  well-formed 
gumma  is  present,  antisyphilitic  remedies  soon  make  a  great  change  in  its 
appearance,  and  a  diagnosis  may  be  made  in  this  way,  but  not  more  than  ten 
or  fourteen  days  should  be  allowed  to  pass  in  uncertainty. 

There  are  many  cases  in  which  the  cleverest  surgeon  is  in  doubt,  and  seeing 
the  rapid  course  this  disease  runs,  and  the  vital  importance  of  securing  an  early 
diagnosis,  it  is  urged  here  with  the  greatest  possible  insistence  that  the  only 
certain  method,  and  the  one  to  be  employed  early,  is  that  of  taking  out  a  piece 
of  the  ulcer,  or,  if  small,  the  whole  ulcer,  and  submitting  it  to  histological 
examination. 

Diagnosis  from  Dental  Ulcer. — The  ulcer  in  this  case  is  caused  by  a  bad  tooth, 
and  therefore  is  in  a  position  on  the  tongue  corresponding  to  the  latter.  Further, 
the  ulcer  is  soft  to  the  touch,  and  heals  rapidly  when  the  offending  tooth  is 
stopped  or  extracted.  There  is  seldom  difficulty  in  differentiation  except  when 
the  ulcer  is  of  very  long  standing. 

2.  Syphilitic  Uleer. — ^This  may  be  primary,  secondary,  or  tertiary.  Primary 
Syphilis  or  Chancre  is  certainly  rare  on  the  tongue  and,  owing  partly  to  its  rarity 
and  partly  to  the  fact  that  it  is  unexpected,  it  is  frequently  missed.  It  is  more 
common  in  men  than  in  women,  but  it  may  occur  even  in  children.  It  starts  as 
a  small  pimple,  which  ulcerates  and  becomes  indurated,  though  the  induration  is 
not  so  marked  as  when  it  is  situate  on  the  glans  penis.  General  enlargement  of 
the  lymphatic  glands  is  an  early  and  marked  feature,  and  this  is  an  important 
help  to  diagnosis.  Pathological  aids  to  diagnosis  are  Wassermann's  reaction, 
and  the  examination  for  spirochastae  (Plate  XII y  Fig.  J)  in  serum  from  the  sore. 
Furthermore,  the  sore  heals  rapidly  under  the  influence  of  mercury,  and  the 
appearance  of  secondary  symptoms  will  certainly  settle  the  question. 

Secondary  Syphilis  manifests  itself  by  the  formation  of  mucous  patches'  and 
superficial  ulcers.  The  latter  are  almost  always  multiple,  and  situated  along 
the  edges  and  tip  of  the  tongue,  and  with  them  are  also  found  similar  sores  on 
the  mucous  membrane  of  the  cheek,  lips,  palate,  and  tonsil,  and  at  the  edges 
of  the  mouth.  The  ulcers  are  small,  round,  painful,  with  sharply  cut  edges  and 
a  greyish  floor.  All  the  constitutional  signs  and  other  secondary  symptoms 
will  be  present,  so  that  there  should  be  no  difficulty  in  forming  a  correct 
diagnosis. 

Tertiary  Syphilis  or  Gummatous  Ulcerations. — These  are  divided  into  superficial 
and  deep.  Superficial  gummata  begin  as  small  round-celled  infiltrations  in 
the  mucous  and  submucous  tissue.  The  ulcers  are  usually  shallow,  often 
irregular  and  associated  with  chronic  glossitis,  fissures,  and  leukoplakia.  They 
are  extremely  important,  for,  as  stated  above,  such  a  condition  is  very  often 
followed  by  an  epithelioma.  They  are  also  very  resistant  to  antisyphilitic 
remedies,  which  only  adds  to  the  difficulty  of  diagnosis.  The  ulcers  themselves 
are  not  at  first  indurated,  but  if  surrounded  by  interstitial  fibrosis  may  appear 
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hard.  Therefore  a  histological  examination  is  eminently  desirable  if  there  is 
the  least  doubt. 

A  deep  gumma  starts  as  a  hard  swelling  in  the  substance  of  the  tongue  ;  later 
it  softens,  breaks  down,  and  shows  itself^  generally  in  the  middle  line,  as  a  deep 
cavity  with  irregular,  soft,  undermined  walls,  and  a  wash-leatherrlike  slough  at 
its  base.  It  is  not  painful,  and  does  not  increase  in  size.  The  important 
thing  is  to  distinguish  it  from  epithelioma  and  tuberculous  disease.  Unlike 
epithelioma,  it  is  not  hard,  and  its  history  is  short.  Furthermore,  it  3aelds  very 
rapidly,  under  the  influence  of  potassium  iodide  or  salvarsan. 

3.  Dental  Ulcer  is  a  traumatic  ulcer  due  to  repeated  small  injuries  received  from 
the  sharp  edge  of  a  decayed  tooth.  It  is  therefore  situate  in  such  a  positioa, 
generally  on  the  side  of  the  tongue,  that  it  is  opposite  the  tooth.  The  ulcer  is 
single,  small,  superficial,  and  not  indurated  unless  it  is  of  long  standing.  It  is 
therefore  not  easily  mistaken  for  any  other  kind  of  ulcer,  or  if  doubt  arises  it 
is  allayed  by  stopping  or  extracting  the  tooth,  when  the  ulcer  quickly  heal& 

There  is  a  form  of  dental  ulcer  which  is  found  on  the  frsnum  of  the  tongue 
in  children  suffering  from  whooping-cough ;  during  the  violent  expiratory  spasms 
peculiar  to  the  illness,  the  under  surface  of  the  tongue  may  suffer  from  rubbing 
over  the  lower  incisor  teeth. 


DESCRIPTION    OF    PLATE    XV. 

Fig.  A. — Old  leukoplakia  of  many  years*  duration.  Quite  recent  development 
of  epithelioma,  in  the  form  of  a  very  slightly  raised  smooth  red  plaque,  feelinc 
about  as  thick  as  a  sixpence.  Between  it  and  the  middle  line  is  a  tiny  nodule 
resembling  a  pimple. 

Fig.  B. — Area  of  thin  leukoplakia  on  the  right  border  of  the  tongue,  with  a 
small  epithelioma,  which  had  developed  in  the  site  of  a  bite  received  several  months 
previously. 

Fig.  C. — Leukoplakia  of  many  years*  duration,  with  the  very  earliest  condition 
of  epithelioma  to  the  left  of  the  middle  line  in  the  form  of  a  very  small  area  of 
leukoplakia  (a),  slightly  more  raised  and  a  little  firmer  than  the  rest.  The  diagnosis 
depended  as  much  on  the  slight  hardening  as  on  the  appearance. 


4.  Tubereuloas  Uleer  of  the  Tongue  is  rare  :  but  it  occurs  at  that  period  of  life 
during  which  tuberculous  disease  of  the  lung  is  common,  that  is  to  say,  between 
the  ages  of  fifteen  and  thirty-five.  It  is  due  to  infection  with  tubercle  bacilli 
brought  up  into  the  mouth,  and  if  a  patient  is  found  to  be  suffering  from  tuber- 
culous disease  of  the  lungs  or  larynx  and  also  from  an  ulceration  of  the  tongue, 
there  is  a  strong  probability  that  the  latter  is  of  the  same  nature  as  the  former. 
The  ulcer  itself  may  be  situated  on  the  tip  or  side  of  the  tongue ;  it  has 
irregular  outline,  and  the  base  is  nodular,  sloughy,  or  caseous.  It  has  often 
mistaken  for  epithelioma  or  gumma.  The  facts  that  it  is  not  hard,  and  that 
phthisis  is  present,  should  put  one  on  one's  guard.  As  against  gumma,  a 
Wassermann's  reaction  would  be  negative.  A  von  Pirquet's  test  or  a  dia- 
gnostic injection  of  Koch's  old  tubercuUn  might  be  employed,  but  a  more 
reliable  method  is  the  removal  and  microscopical  examination  of  a  piece  of  the 
ulcer,  when  the  histological  appearances  of  tubercle  will  be  seen.  The  tubercle 
bacillus  {Plate  XII,  Fig.  K)  is  not  always  found. 

5.  Dyspeptic  Uleer,  as  the  name  imphes,  is  connected  with  disorders  of  digestion. 
The  ulceration  is  often  multiple,  each  ulcer  being  round,  small,  often  covered 
with  a  greyish  .slough,  and  with  a  bright  ring  of  inflammation  round  it.     They 
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are  placed  on  the  dorsum  of  the  tongue  near  the  tip.  The  mouth  too,  is  very 
foul,  and  the  cervical  glands  may  be  enlai^ed. 

5.  DiMn  In  eoDiwetion  wltta  Stomatltla  (Ulwntin  Stomitltlt). — Septic  infec- 
tion of  the  mouth  due  to  a  variety  of  from  decayed 
teeth,  alkalies,  acids,  or  mercury,  may  b  [lation  of  smalt 
vesicles  which,  on  bursting,  give  rise  to  ire  not  limited 
to  the  tongue,  but  appear  on  the  mucoi  :s  and  gums  as 
well.  Aphthons  stomatitia  commonly  ith  the  febrile 
diseases  of  childhood.  It  is  characteri  whitish  spots 
□n  the  buccal  mucous  membrane,  an<  ithelium  small 
superficial  ulcers  may  be  formed. 

The  ulcers  of  the  tongue  are  here,  so  to  speak,  accidental,  occorrii^  in  the 
course  of  a  general  inflammation  of  the  mouth,  and  will  hardly  be  confounded 
with  any  other  form  of  tilcer.  George  E.  Gask. 

UNCONSCIOD8HES8.— (See  Coua.) 

UNEQUAL  PULSES.— (See  Pulsbs,  Uhequal.) 

UNEQUAL  PUPILS (See  Pupil,  Abmokuautiss  op  the.) 
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recognizable  at  once  by  its  pink  cr 
them  the  nroerythrin  pigment  i 
however,  and  if ,  as  is  Bometimes  tb 
to  carry  down,  they  form  a,white 
phosplutes,  or  ptis.  They  may  b 
the  urine  back  to  body  tempei 
point  is  reached.  They  are  also 
Microscopically  they  are  nearly  t 
assume  the  form  of  small  spheres  i 
"  thorn-apple  "  or  "  hedgehog  "  crjistals. 

Their  only  significance  from  a  clinical  point  of  view  is  that  they  indicate  a, 
concentrated  urine.  It  does  not  follow  that  a  urine  is  not  concentrated  if  no 
precipitate  of  urates  occurs,  but  the  fact  that  the  urates  re-dissolve  on  warming 
serves  to  show  that,  although  there  may  be  enough  water  to  keep  them  in 
solution  at  body  temperature,  the  urine  becomes  supersaturated  with  them  as 
it  cools,  and  precipitates  them  out. 

The  reason  for  the  urinary  concentration  has  to  be  learned  from  collateral 
evidence.  It  may  be  that  there  has  been  much  sweating,  and  in  hot  weather  a 
precipitation  of  pink  urates  is  a  very  common  physiological  condition  which  is 
apt  to  alarm  some  patients  when  they  first  notice  it.  On  the  other  hand,  the 
concentration  may  tie  due  to  pathological  conditions,  of  which  the  commonest 
are  fevers,  chronic  valvular  disease  with  heart  failure,  and  maladies  which  lead 
to  loss  of  fluid  by  vomiting,  sweating,  or  diarrhcea.  The  urates  themselves 
afford  hardly  any  clue  to  the  cause  of  the  concentration,  and  their  appearance 
is  just  the  same  whether  their  deposition  is  due  to  physiological  or  pathological 
changes. 

The  most  marked  examples  of  uratic  deposits  are  to  be  seen  perhaps  in  cases 
of  acute  rheumatic  fever,  lobar  pneumonia,  and  chronic  heart  disease  with 
failing  compensation.  It  is  a  general  rule,  moreover,  that  when  the  kidneys  are 
themselves  affected  there  is  decidedly  less  tendency  for  uratic  deposits  to  form 
than  when  the  primary  disease  is  in  the  heart  or  lungs  ;  thus  when  one  may  be 
in  doubt  as  to  whether  a  given  case  of  chronic  heart  failure  is  due  to  primary 
renal  disease  or  heart  disease,  the  occurrence  of  an  abundant  urate  deposit 
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relatively  insoluble  uric  acid  being  liberated  from  the  latter  and  deposited  in 
crystalline  form. 

Considerable  care  has  to  be  exercised,  therefore,  before  any  useful  clinical 
deductions  can  be  drawn  from  the  fact  that  a  urine  contains  a  deposit  of  uric 
acid.  It  is  true  that  a  persistent  tendency  to  it  is  often  associated  with  gout ; 
but  the  latter  should  be  diagnosed  from  the  collateral  evidence  rather  than 
upon  the  uric-acid  crystals  in  the  urine.  Many  gouty  subjects  precipitate  no 
uric  acid  in  their  urine  at  ail.  Naturally,  there  will  be  a  greater  tendency  to 
such  deposition  when  the  total  amount  of  uric  acid  present  is  greater  than 
normal.  Uric  acid  in  the  urine  is  derived  from  two  sources — exogenous  and 
endogenous.  The  exogenous  sources  are  such  foodstuffs  as  are  rich  in  nucleo- 
proteid,  and  in  the  so-called  xanthin  bases,  or  purin,  or  alloxuric  bodies,  xanthin, 
guanin,  hypoxanthin,  adenin,  heteroxanthin,  paraxanthin,  episarkin,  epiguanin, 
methylxanthin,  and  camin,  which  are  mainly  derived  from  nuclein.  Analyses 
of  the  various  foodstuffs  as  to  purin  bases  need  not  be  given  here,  for  it  is  easy 
to  remember  that,  broadly  speaking,  these  substances  are  contained  in  largest 
quantities  in  the  richest  food.  A  considerable  proportion  of  the  xanthin  bases 
are  excreted  as  uric  acid,  and  it  is  common  knowledge  that  rich  foods  tend 
to  increase  uric  acid  in  the  urine.  Endogenous  uric  acid,  on  the  other  hand, 
is  derived  from  the  patient's  own  tissue  metabolism.  Birds  excrete  nearly 
all  their  nitrogenous  waste  as  uric  acid  ;  man  excretes  his  mainly  as  urea, 
and  only  to  a  minor  extent  as  uric  acid.  Sometimes,  however,  too  much  of  his 
nitrogenous  metabolism  stops  short  at  the  stage  of  uric  acid,  instead  of  the 
latter  being  nearly  all  converted  into  urea  ;  he  then  excretes  an  abnormal  total 
quantity  of  uric  acid,  with  the  result  that  it  may  be  precipitated  in  crystalline 
form.  One  repeats,  that  this  does  not  necessarily  constitute  gout,  however ; 
it  occurs  in  certain  healthy  subjects,  in  leukaemia,  in  pernicious  anaemia,  during 
the  course  of  certain  fevers,  and  in  some  cases  of  chronic  heart  disease. 
Perhaps  one  of  the  best  ways  of  avoiding  too  narrow  a  conception  in  regard  to 
this  uric  acid  is  to  remember  that  in  some  respects  the  human  body  is  a  fire  ; 
fires  may  burn  their  coal  well  or  badly  ;  if  well,  the  residue  is  but  a  little  ash  ; 
if  badly,  the  residue  is  not  ash,  but  clinker  ;  uric  acid  is  the  clinker  of  the  human 
body,  and  many  different  things  that  make  human  nitrogenous  metabolism 
incomplete,  may  cause  a  deposition  of  this  clinker  in  the  urine.  Gout  is  one 
such  thing  ;  but  excessive  eating,  deficiency  of  exercise,  biliousness,  and  various 
chronic  imperfections  of  the  circulation,  or  digestion,  may  do  so  ;  and  the  same 
may  occur  in  apparently  healthy  subjects,  who  have  never  had  any  untoward 
symptoms  at  all.  Oxalate  of  lime  (see  Oxaluria)  is  very  possibly  derived  in 
part  from  similar  imperfect  combustion  of  carbohydrates  or  fats,  and  it  is 
noteworthy  how  often  crystals  of  uric  acid  and  of  oxalate  of  lime  occur,  either 
together,  or  alternating  with  one  another.  Still  further,  error  of  metabolism 
may  produce  glycosuria  in  association  with  uric-acid  crystals,  so-called  gouty 
glycosuria. 

Besides  being  evidence  of  overloading,  or  of  imperfect  combustion  in  a  genera] 
sense,  the  occurrence  of  a  uric  acid  deposit  may  be  of  particular  clinical  impor- 
tance in  certain  cases ;  first,  of  frequency  of  micturition  ',  secondly,  of  urethritis  ; 
and,  thirdly,  of  renal  calculus.  Necessity  to  micturate  frequently,  only  small 
quantities  of  urine  being  passed  at  a  time,  is  a  symptom  that  in  young  people 
suggests  cystitis,  possibly  tuberculous  ;  enlargement  of  the  prostate  in  men  over 
sixty ;  or  some  uterine  or  other  pelvic  malady  in  women.  It  is  important  to 
remember,  however,  that  undue  acidity  of  the  urine,  with  a  tendency  to  deposit 
crystals  of  uric  acid,  or  oxalate  of  lime,  may  produce  the  same  symptom  in 
considerable  degree.  It  is  sometimes  spoken  of  as  irritability  of  the  bladder  ; 
the  highly  acid  urine  irritates  the  vesical  mucosa,  and  it  may  produce  actual 
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cystitis.  The  same  irritation  may  inflame  the  urethral  mucosa,  and  prodoce 
a  "  gouty  "  urethritis  ;  and,  perhaps,  epididyTno-orcliitis,  which  niay  be  mis- 
taken for  one  of  gonococcal  origin,  unless  pus  Alms  can  be  shown  to  contain  n:> 
gonococci. 

If  the  patient  has  suffered  from  renal  colic,  haematuria,  or  vesical  pain,  sugges- 
tive of  calculus  in  the  kidney,  ureter,  or  bladder,  the  discovery  of  abnndaat 
uric-acid  crystals  in  the  urine  affords  confirmation  of  the  diagnosis  of  a  uhc-acad 
stone,  particularly  if  they  are  obviously  aggregated  tog^ether  into  tiny  cakoh; 
there  are  generally  red  corpuscles,  excess  of  leucocytes,  and  tailed  epithelial 
cells  from  the  renal  pelvis,  or  pyriform  cells  from  the  deeper  layers  of  tk 
bladder  mucosa,  at  the  same  time. 

The  danger  of  diagnosing  glycosuria  in  the  absence  of  sugar,  when  uric  add  is 
abundant  in  a  urine,  needs  special  mention.  Uric  acid  has  considerable  pover 
of  reducing  Fehling's  solution.  It  seldom  gives  the  copious  brick-red  or 
orange-yellow  precipitate  that  is  characteristic  of  abundance  of  sugar,  but  it 
may  give  just  enough  reduction  or  change  of  colour  to  make  it  doubtful  whether 
sugar  is  present  or  not.  More  than  a  few  proposers  for  life  insurance  ha« 
suffered  unfairly  on  this  account ;  no  such  partial  reduction  should  be  regarded 
as  due  to  sugar,  until  the  presence  of  glucose  has  been  conflrmed  by  other  means, 
particularly  the  phenylhydrazine  and  the  fermentation  tests.  Herbert  Fretick. 

URINE,  ABNORMAL  COLORATION  OF.  —  This   may  be    due  to  :     (i)  The 

presence  in  abnormally  large  quantities  of  certain  urinary  pigments,  such  as 
uroerythrin  and  haematoporphyrin  ;  (2)  The  presence  of  pigments  formed  in  th« 
organism,  but  which  are  not  normally  excreted  in  the  urine,  such  as  hsemoglohin 
and  the  pigments  of  the  bile  ;  (3)  The  presence  of  pigmentary  substances  derived 
from  drugs  or  foods,  or  administered  directly  by  the  mouth. 

Urines  of  unusual  tints  may  be  classified  conveniently  according  to  the  colours 
which  they  exhibit,  as  follows  :  (I.)  Yellow  and  orange  urines  ;  (II.)  Pink  and 
red  urines  ;  (III.)  Brown  and  black  urines ^  including  such  as  are  of  normal  tint 
when  passedf  but  darken  on  exposure  to  air  ;   (IV.)  Green  and  blue  urines. 

I.  Yellow  and  Orange-coloured  Urines. — The  normal  yellow  tint  is  whoDy 
due  to  urochrome,  for  other  urinary  pigments  are  present  in  traces  so  minute 
that  their  presence  has  no  obvious  effect.  However  much  it  be  diluted,  normal 
urine  remains  yellow  as  long  as  any  tint  is  visible.  In  some  cases  of  diabetes 
insipidus  the  urine  is  almost  colourless,  and  the  abundant  urine  of  diabetes 
mellitus  usually  exhibits  a  greenish-yellow  tint  which  has  not  yet  been  explained. 

Urobilin,  when  present  in  large  amount,  imparts  a  rich  orange-yellow  colour : 
and  when  seen  in  very  thin  layers,  as  near  the  apex  of  a  conical  glass,  urines 
rich  in  urobilin  have  a  pinkish  tint,  due  to  selective  absorption  in  the  middle  of 
the  spectrum.  Such  urines,  when  examined  with  the  spectroscope,  show  a  dark 
absorption  band  near  the  solar  F  line  (Fig.  23,  p.  95). 

Urobilinuria — the  excretion  of  excess  of  urobilin — may  result  from  widely 
different  causes,  and  as  a  consequence,  its  clinical  significance  is  not  so  clear  as 
might  be  expected.  The  symptom  is  met  with  in  connexion  with  haemolytic 
diseases,  such  as  pernicious  ancemia,  in  diseases  of  the  liver^  such  as  citrkosis,  and 
in  cases  in  which  excessive  bacterial  action  is  going  on  in  the  intestine.  The  bulk, 
if  not  the  whole,  of  the  urobilin  of  urine  is  derived  from  the  intestine,  where  it  is 
formed  by  the  action  of  the  bacteria  present  upon  bilirubin.  It  is  present  in 
abundance  in  normal  faeces,  and  in  traces  in  normal  urine. 

Uroerythrin — the  highly  unstable  pigment  to  which  the  colour  of  pink  urate 
sediments  is  due — when  abundantly  present  in  solution  in  the  urine  imparts  to 
it  a  rich  orange-red  colour,  which  may  even  be  mistaken  for  that  due  to  blood. 
The  colour  is  changed  to  a  pale  greenish-yellow  by  addition  of  an  alkali.     Hepatic 
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derangements  of  almost  all  kinds,  including  the  most  trifling  functional  dis- 
turbances, may  lead  to  the  appearance  of  uroeiythrin  in  the  urine ;  but  the  most 
intensely  pink  urate  sediments  are  seen  in  cases  in  which  the  liver  is  the  seat  of 
pronounced  morbid  changes,  such  as  cirrhosis,  or  the  passive  congestion  due  to 
cardiac  disease. 

Choluria. — Urine  which  contains  bilirubin  has  a  rich  orange  colour  with  a 
greenish  tint  at  the  edge  of  the  meniscus.  The  foam  formed  by  shaking  it  has 
a  yellow  colour,  whereas  that  of  bile-free  urine,  even  when  deeply  pigmented^ 
is  colourless.  The  colour  of  the  urine  may  be  much  modified  by  the  presence  of 
biliverdin,  in  addition  to  bilirubin,  and  may  approach  to  black  or  dark  green. 

The  presence  of  bile  pigment  may  be  demonstrated  by  Gmelin's  test.  This  is 
best  carried  out  by  allowing  the  urine  to  flow  gently  on  to  the  surface  of  some 
nitric  acid  in  a  test  tube  ;  on  gently  shaking,  the  familiar  play  of  colours  is  seen 
at  the  junction  of  the  liquids,  and  the  urinary  layer  often  retains  the  green  tint 
of  biliverdin  for  a  considerable  time. 

Again,  a  green  ring  is  observed  when  tincture  of  iodine  is  allowed  to  flow  on  to 
the  surface  of  the  urine  in  a  test  tube. 

When  the  quantity  of  bile  pigment  present  is  very  small,  the  above  tests  may 
fail  to  reveal  its  presence,  and  Huppert's  test  may  then  be  resorted  to.  A 
precipitate  is  formed  by  the  addition,  to  a  much  larger  volume  of  urine,  of  a 
solution  of  barium  chloride  and  baryta  water,  or  of  calcium  chloride  and  lime- 
water.  The  precipitate,  which  carries  down  any  bile  pigment  which  may  be 
present,  is  filtered  off  and  washed  into  a  test  tube  with  alcohol.  Dilute  sulphuric 
acid  is  then  added,  and  the  test  tube  is  heated  in  a  beaker  of  boiling  water.  If 
bile  pigment  be  present,  the  acidulated  alcohol  acquires  a  rich  green  tint,  due 
to  bUiverdin. 

Choluria  is  merely  a  symptom  of  jaundice,  but  the  appearance  of  bile  pigment 
in  the  urine  may  precede  any  yellow  coloration  of  the  conjunctivae  or  skin,  or,  as 
in  cases  of  acholuric  family  jaundice,  the  skin  may  be  tinted  although  the  urine 
is  free  from  bile  pigment.  In  the  very  rare  cases  in  which  a  fistula  exists  between 
the  biliary  and  urinary  tracts,  choluria  of  pronounced  degree  has  been  observed, 
apart  from  any  jaundice. 

Certain  drugs  impart  to  urine  a  tint  which,  although  yellow,  is  abnormal. 
This  is  seen  when  santonin  is  administered,  or  chrysophanic  acidj  which  is  a  con- 
stituent of  rhubarb  and  senna.  In  either  case,  the  urine  turns  pink  on  addition 
of  an  alkali,  but  the  pink  colour  is  far  more  brilliant  after  santonin  than  after 
chrysophanic  acid  has  been  taken. 

II.  Pink  and  Red  Urines.  —  The  conditions  which  lead  to  the  excretion  of  a 
pink  or  red  urine  may  be  classified  as  follows  :  (i)  Haematuria,  in  cases  in  which 
the  blood  pigment  appears  in  the  urine  mainly  as  oxyhemoglobin  ;  (2)  Haemo- 
globinuria  —  usually  in  cases  which  do  not  belong  to  the  paroxysmal  class  ; 
(3)  Haematoporphyrinuria  ;  (4)  Administration  of  rosaniline  as  a  drug  ;  (5)  Eating 
of  sweetmeats  coloured  with  eosin  ;  (6)  P*resence  of  chrysophanic  acid  in  an 
alkaline  urine. 

I  and  2.  Hematuria  and  hcsmoglohinuria. — For  the  significance  of  these 
symptoms,  and  the  detection  of  blood  pigment  in  urine,  the  special  articles 
dealing  with  them  may  be  referred  to. 

3.  Hamato porphyrinuria  is  a  symptom  of  considerable  interest.  The  name 
is  applied  to  a  condition  in  which  urine  is  passed  which  has  a  pink,  port-wine, 
or  nearly  black  colour,  and  which  contains  considerable  quantities  of  the  haemo- 
globin derivative,  haematoporphyrin.  In  the  darker  specimens  the  colour  is 
mainly  due  to  other  Uttle-known  pigments  which  accompany  the  haemato- 
porphyrin. For  the  recognition  of  the  condition  spectroscopic  examination  is 
necessary.     It  is  most  liable  to  be  mistaken  for  haemoglobinuria,  but  when  the 
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urine  contains  no  albumin  the  distinction  is  not  difficult ;  when  albumin  is 
present  in  a  pink  urine,  the  diagnosis  is  more  difficult,  because  the  spectrum  of 
haematoporphyrin  in  the  combination  in  which  it  usually  occurs  in  such  cases 
resembles  that  of  oxyhaemoglobin  somewhat  closely.  However,  the  addition  oi 
hydrochloric  acid  changes  the  spectrum  to  that  of  acid  hajmatof)orph>Tin  instead 
of  to  that  of  acid  haematin  {Fig.  21,  p.  95). 

If  a  mixture  of  10  per  cent  calcium  chloride  solution  and  lime-water  be  added 
to  the  urine,  the  precipitate  formed  carries  down  all  the  abnormal  pigments,  and 
the  filtrate  is  yellow.  From  the  precipitate  the  haematopKirphyrin  may  be 
extracted  with  acidified  alcohol,  and  its  highly  characteristic  spectra  may  be 
observed  and  identified.  The  trace  of  hajmatoporphyrin  present  in  normal  urine 
escapes  detection  by  such  means,  but  the  increased  quantities  present  in  a 
variety  of  morbid  conditions  may  be  revealed  by  faint  bands,  even  in  cases 
which  do  not  fall  into  the  class  under  consideration,  and  in  which  the  urine 
shows  no  obvious  anomaly  of  pigmentation. 

In  the  great  majority  of  cases,  haematoporphyrin uria  results  from  prolonged 
administration  of  sul phonal  in  medicinal  doses,  and  forms  one  of  a  group  of  toxic 
symptoms  of  much  gravity,  which  often  usher  in  a  fatal  ending.  These  s\Tn- 
ptoms  may  only  develop  after  the  drug  has  been  taken  for  months  or  even  years, 
and  even  some  days  after  its  administration  has  been  stopped.  Their  develop- 
ment calls  for  the  free  administration  of  sodium  bicarbonate.  It  is  a  remark- 
able fact  that  such  toxic  eflects  of  sulphonal  are  seldom  seen  except  in  w^omen, 
and  the  few  male  cases  on  record  have  mostly  been  of  a  mild  kind. 

Much  more  rarely,  haematoporphyrinuria,  with  deep  red  urine,  is  met  with  in 
cases  in  which  it  cannot  be  ascribed  to  any  drug.  Several  patients  have  been 
sufferers  from  hydroa  astivaUy  others  from  tuberculosis,  and  others  from 
maladies  so  different  from  each  other  that  no  definite  diagnostic  significance  can 
yet  be  assigned  to  the  symptom.  In  such  cases  the  haematoporphyrinuria  does 
not  appear  to  have  the  grave  import  which  it  has  in  sulphonal  cases,  nor  is  there 
manifested  any  special  liability  of  the  female  sex. 

4,  5,  and  6.  Coloration  by  constituents  of  foods  and  drugs. — Rosaniline,  which 
was  at  one  time  employed  in  the  treatment  of  albuminuria,  imparts  a  pink  colour 
to  the  urine  which,  provided  that  it  be  known  that  the  drug  is  being  taken, 
offers  no  diagnostic  difficulty.  Aniline  dyes  have  also,  ere  now,  been  deliberately 
added  to  the  urine  for  the  purpose  of  simulating  hacmaturia. 

Eosin  has  been  extensively  employed  for  the  coloration  of  pink  sweetmeats 
and  lozenges,  and  the  urine  of  those  who  eat  such  sweetmeats  in  considerable 
quantities  acquires  a  rich  pink  colour,  and  shows  a  brilliant  green  fluorescence. 
The  nature  of  such  pigmentation  can  hardly  be  mistaken  by  anyone  who  is 
aware  of  the  fact  that  eosin  is  so  employed. 

Drugs  which  contain  chrysophanic  acid  are  so  frequently  used  as  aperients 
that  this  comp>ound  may  rank  as  a  common  constituent  of  urine  ;  and  if,  from 
any  cause,  the  urine  be  alkaline,  it  acquires  a  pink  or  red  colour,  which  may 
easily  be  misinterpreted.  However,  the  history  of  the  taking  of  rhubarb  or 
senna,  and  the  fact  that  the  addition  of  an  acid  changes  the  colour  of  the  urine 
to  a  bright  yellow,  renders  the  diagnosis  easy.  The  pink  colour  which  alkalies 
impart  to  the  urine  of  patients  taking  santonin  is  so  fugitive  that  it  does  not 
call  for  consideration  here. 

III.  Brown  and  Blaek  Urines. —  The  urine  may  be  brown  or  black  in 
the  following  conditions  :  (i)  Jaundice  ;  (2)  Haematuria  ;  (3)  Haemoglobinuria  ; 
(4)  Haematoporphyrinuria  ;  (5)  Indicanuria  ;  (6)  Melanuria  ;  (7)  Alkaptonuria  ; 
(8)  Carboluria  ;  and  after  the  administration  of  certain  other  drugs,  such  as 
salol,  salicylates,  resorcin,  gallic  acid,  and  uva  ursi. 

In  some  of  the  above  conditions  the  urine  has  such  coloration  when  passed  ; 
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but  in  others,  such  as  melanuria  and  alkaptonuria,  the  urine  is  usually  of  normal 
tint  when  freshly  passed,  and  only  darkens  on  standing  in  contact  with  the  air. 

I .  Brown  and  black  jaundiced  urine  is  chiefly  met  with  in  cases  of  long-standing 
icterus,  in  which  the  skin  has  acquired  a  dull  greenish  tint,  and  the  urine 
contains  biUverdin  as  well  as  bilirubin. 

2  and  3.  In  some  of  the  early  recorded  cases  of  black  urine,  the  colour  was 
certainly  due  to  blood  pigment,  and  the  smoky  colour  of  many  urines  which 
contain  blood  pigment  in  the  form  of  methsemoglobin  is  familiar  to  all.  In 
paroxysmal  hcemoglohinuria  also,  the  urine  is  not  infrequently  almost  black. 
The  ordinary  tests  for  haemoglobin,  together  with  microscopic  and  spectro- 
scopic examination,  serve  to  reveal  the  nature  of  such  cases  (Figs,  ly  et  seq,, 

p.  95). 

4.  That  the  urine  of  hamatoporphyrinuria  may  approach  to  actual  blackness, 

owing  to  the  abundant  presence  of  purple  pigments  which  have  no  characteristic 
spectra,  has  already  been  mentioned  in  the  account  of  that  symptom  above. 

5.  Indicanuria, — Urines  which  contain  much  indican  may  show  no  abnormality 
of  tint ;  but  occasionally,  and  especially  in  extreme  cases,  there  are  present  in  the 
urine,  in  association  with  the  colourless  indoxyl  sulphate,  other  and  higher 
oxidation  products  of  indol,  which  impart  to  it  a  brown  colour,  intensified  or 
developed  on  exposure  to  air. 

This  variety  of  brown  or  black  urine  is  less  well  recognized  than  it  should  be, 
and  it  is  probable  that  the  condition  has  not  infrequently  been  mistaken  for 
melanuria.  Such  urine  is  not  blackened,  as  that  of  melanuria  is,  by  the  addition 
of  ferric  chloride,  nor  by  nitric  acid  in  the  cold,  but  does  blacken  when  heated 
with  nitric  acid.  The  ordinary  tests  for  indican  reveal  its  presence  in  large 
amount.  Thus,  if  a  specimen  of  the  urine  be  heated  with  an  equal  volume  of 
hydrochloric  acid,  and  a  drop  of  a  dilute  solution  of  bleaching  powder,  er  a  drop 
of  nitric  acid,  it  becomes  black.  If,  after  cooling,  the  dark-coloured  liquid  be 
shaken  with  chloroform,  the  latter  takes  up  indigo-blue  and  red  and  acquires  a 
deep  purple  colour  ;  but  the  supernatant  liquid  remains  black.  If  the  chloroform 
extract  be  separated  and  evaporated  to  dryness,  the  indigo  red  may  be  dissolved 
out  of  the  residue  with  alcohol,  whereas  the  indigo  blue,  which  is  insoluble  in 
alcohol,  may  be  taken  up  afterwards  with  chloroform. 

Indicanuria  signifies  abnormal  amount  of  protein  decomposition  in  the 
alimentary  canal,  brought  about  by  intestinal  bacteria  ;  but  it  is  stated  that  it 
may  also  have  its  origin  in  collections  of  putrid  pus,  such  as  putrid  empyemata. 
In  such  a  case,  which  was  recently  under  the  writer's  care,  the  abundant  indican 
disappeared  from  the  urine  when  a  dose  of  calomel  was  given,  and  was  probably 
of  intestinal  origin. 

6.  Melanuria. — This  is  a  symptom  which  is  met  with  in  some  cases  of  melanotic 
sarcoma.  The  urine,  when  freshly  passed,  contains  a  colourless  chromogen, 
melanogen,  and  usually  has  a  normal  tint.  On  exposure  to  air,  it  quickly  darkens, 
owing  to  oxidation  of  the  melanogen  to  melanin,  becomes  brown,  and  eventually 
quite  black.  When  nitric  acid  is  added  to  such  a  urine,  it  causes  prompt  blacken- 
ing, even  in  the  cold,  and  immediate  blackening  also  follows  the  addition  of  a 
solution  of  ferric  chloride.  This  is  the  most  valuable  and  characteristic  of  the 
tests  for  melanuria.  Bromine  water  produces  a  yellow  or  brown  precipitate 
which  quickly  blackens. 

As  a  rule,  melanuric  urines,  when  treated  with  liquor  potassae  and  sodium 
nitroprusside,  yield  a  deep  Prussian  blue  on  acidification  with  acetic  acid,  but 
this  reaction  is  not  due  to  the  melanogen  as  such,  is  yielded  by  some  other  urines, 
and  cannot  be  taken  as  diagnostic  of  melanuria. 

It  is  frequently  stated  that  melanuria  may  be  met  with  apart  from  melanotic 
growths,  in  cases  of  wasting  and  other  diseases.     There  is  little  doubt  that  some 
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of  the  cases  quoted  in  support  of  this  contention,  and  which  were  recorded  before 
the  more  distinctive  tests  for  the  condition  were  known,  were,  in  reality,  examples 
of  indicanuria,  such  as  have  been  described  above,  and  the  >vriter  has  never  met 
with  true  melanuria  save  in  cases  of  melanotic  sarcoma.  Even  in  such  cases 
it  is  not  seen  so  long  as  the  tumour  is  confined  to  its  primary  seat,  but  only  when 
it  has  invaded  the  viscera,  and  especially  the  liver.  Indeed,  the  quantity  of 
melanogen  excreted  is  apparently  dependent  upon  the  extent  to  which  the  hvcr 
has  been  invaded,  and  the  amount  of  pigmentation  in  the  growths  of  which  it 
is  the  seat.  Hence  it  usually  happens  that  the  diagnosis  of  the  case  has  already 
been  established  before  the  peculiar  pigmentation  of  the  urine  is  developed. 

7.  Alkaptonuria  is  the  outward  sign  of  a  very  rare  anomaly  of  metabolism 
which  is  almost  always  congenital,  and  persists  through  life  without  any  serious 
detriment  to  the  health  of  its  subjects.  The  peculiar  properties  of  the  urine  arc 
due  to  the  excretion  in  it  of  an  aromatic  acid,  homogentisic  or  hydroquinone- 
acetic  acid,  a  product  of  katabolism  of  ty rosin  and  phenylalanin.  It  is,  in  all 
probability,  a  product  of  normal  metaboHsm,  which  in  normal  individuals  under- 
goes complete  destruction. 

Alkapton  urine  seldom  exhibits  any  abnormality  of  tint  when  passed  ;  but 
quickly  darkens  on  exposure  to  air,  undergoing  changes  through  brown  to  black, 
which  resemble  in  the  closest  manner  those  seen  in  melanuria  urines.  However. 
the  two  conditions  are  readily  distinguished  by  means  of  simple  tests.  When  a 
dilute  solution  of  ferric  chloride  is  added  to  alkapton  urine,  a  deep  blue  colour 
appears  for  a  moment,  and  reappears  after  each  subsequent  addition  of  the 
reagent,  until  oxidation  of  the  homogentisic  acid  is  completed.  Unless  the 
reagent  be  very  dilute,  oxidation  occurs  too  rapidly,  and  the  blue  colour  is 
missed. 

The  addition  of  an  alkali  causes  very  rapid  darkening,  with  absorption  of 
oxygen,  and  heat  increases  the  rate  of  blackening. 

As  homogentisic  acid  is  a  powerful  reducing  agent,  alkapton  urines  give  some 
of  the  reactions  of  glycosuria.  Fehling's  solution  is  freely  reduced  with  the  aid 
of  heat,  but  the  blackening  effect  of  the  alkaline  reagent  gives  a  p>eculiar  appear- 
ance to  the  reaction.  No  black  precipitate  is  obtained  with  Nylander's  reagent, 
but  the  alkali  therein  causes  conspicuous  darkening.  The  safranin  reaction  is 
not  obtained,  and  alkapton  urine  is  optically  inactive.  An  ammoniacal  solution 
of  silver  nitrate  is  rapidly  reduced,  even  in  the  cold,  a  reaction  which  is  made 
use  of  for  the  quantitative  estimation  of  homogentisic  acid.  It  is  because 
alkaptonuria  is  so  rare,  rather  than  because  its  recognition  presents  any  special 
difficulty,  that  its  properties  are  not  widely  known  and  not  infrequently  fail 
of  recognition. 

Ochronosis y  i.e.,  a  blackening  of  the  cartilages,  and  deep  pigmentation  of 
regions  of  the  skin,  a  bluish-black  coloration  of  the  ears,  and  pigment  spots  on 
the  conjunctivae,  is  sometimes  the  outcome  of  alkaptonuria  ;  but  there  is  a 
g^oup  of  cases  in  which  similar  pigmentation  results  from  the  application  of 
carbolic  acid  to  chronic  ulcers,  over  long  periods  of  years.  There  is  also  some 
reason  to  beUeve  that  the  lesions  of  joints  which  sometimes  accompany  ochronosis 
may  also  be  results  of  alkaptonuria. 

8.  Carboluria. — A  darkening  of  the  urine,  increased  by  exposure  to  air,  is 
frequently  seen  after  the  administration  of  certain  drugs  which  contain  phenol, 
in  carbolic  acid  poisoning,  and  as  the  result  of  outward  appUcation  of  carbolic 
acid.  A  carbolic-acid  compress  applied  to  the  head  of  a  chUd  for  the  destruction 
of  pediculi  quickly  induces  carboluria,  and  the  taking  of  salol  is  another  common 
cause.  The  urine  has  a  smoky  tint,  or  in  cases  of  carbolic  acid  poisoning  may 
be  actually  black.  In  the  slighter  cases  it  is  best  described  as  brown  with  a 
greenish  tinge,  and  the  meniscus,  when  seen  from  the  side,  appears  black. 
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There  is  no  direct  chemical  test  for  carboluria,  and  the  diagnosis  is  usually 
based  upon  the  knowledge  that  phenol,  or  some  derivative  or  compound  thereof, 
has  been  administered  or  applied.  After  boiling  the  urine  for  some  time  with 
Fehling's  solution,  a  slight  rcMluction  is  observed ;  but  this  is  iji  no  way  comparable 
with  that  seen  with  alkapton  urine.  Indirect  evidence  is  obtained  by  the  addition 
of  a  solution  of  barium  chloride,  which  in  cases  of  carboluria  produces  a  very 
slight  precipitate  or  none  at  all.  If,  however,  the  urine  be  first  boiled  with 
hydrochloric  acid,  a  precipitate  is  obtained  such  as  is  yielded  by  normal  urines. 
This  is  due  to  the  fact  that,,  in  the  presence  of  abundant  phenol  and  oxidation 
derivatives  thereof,  the  sulphates  of  the  urine  are  for  the  most  part,  or  even 
wholly,  combined  as  aromatic  sulphates,  which  yield  no  precipitate  with  barium 
salts,  whereas,  when  the  aromatic  sulphates  are  broken  up  by  hydrochloric  acid 
a  precipitate  of  barium  sulphate  is  tiirown  down. 

The  diagnosis  of  the  other  varieties  of  brown  or  black  urine  which  have  their 
origin  in  the  administration  of  drugs,  is  based  upon  the  fact  that  salicylates,  or 
other  drugs  capable  of  producing  such  pigmentation,  have  been  taken. 

IV.  Graen  and  Blue  Urines. — In  some  cases  of  jaundice,  the  bile  pigment 
excreted  is  so  largely  in  the  form  of  biliverdin  that  the  urine  has  a  dark  green 
colour  :  but  with  this  exception,  practically  all  green  urines  met  with  in  practice 
owe  their  colour  to  the  taking  of  methylene  blue,  either  as  a  drug  or  in  sweetmeats. 
When  the  dose  is  small,  the  tint  may  be  a  rich  green  ;  but  after  larger  doses, 
the  urine  is  frankly  blue.  It  is  not  always  easy  to  account  for  the  origin  of  such 
coloration  of  urine,  for  the  patient  may  be  quite  unaware  that  he  has  taken 
methylene  blue  in  any  form,  although  examination  of  his  urine  may  leave  no 
doubt  that  he  has  done  so.  Sweetmeats  are  sometimes  coloured  with  this 
pigment,  as  tiiey  are  with  eosin,  and  it  is  sometimes  used  to  correct  the  colour 
of  white  sweetmeats.  Again,  a  pill  of  methylene  blue  has  before  now  found 
its  way,  either  by  accident  or  design,  into  a  supply  of  pills  of  another  kind. 
Absence  of  a  known  cause  does  not,  therefore,  by  any  means  exclude  this 
kind  of  pigmentation  ;  and  experience  shows  that  unless  it  can  be  shown,  by 
careful  examination,  that  the  colour  of  the  urine  is  not  due  to  methylene  blue, 
it  is  needless  to  search  for  any  other  causation. 

Although  the  green  urine  which  follows  the  taking  of  methylene  blue  may 
appear  perfectly  limpid,  the  blue  pigment  is  not  held  in  solution  but  in  suspension, 
and  is,  to  a  large  extent,  removed  even  by  a  single  filtration.  The  green  colour 
of  the  filtrate  is  greatly  reduced,  and  the  filter  paper  shows  a  blue  stain.  The 
pigment  upon  the  filter  yields  a  blue  solution  in  chloroform,  and  if  the  chloroform 
solution,  or  the  blue  extract  obtained  by  shaking  the  urine  with  chloroform, 
be  shaken  with  liquor  potassx  in  a  test  tube  the  chloroform  is  decolorized,  and 
the  supernatant  alkaline  liquid  acquires  a  pink  tint.  The  original  urine,  or  the 
chloroform  extract,  shows  an  absorption  band  in  the  red  of  the  spectrum  which 
may  be  mistaken  for  that  of  indigo  blue. 

There  is  no  reason  to  think  that  indigo  blue  ever  produces  a  green  or  blue 
coloration  of  urine  similar  to  that  due  to  methylene  blue.  By  the  spontaneous 
breaking  down  of  indoxyl  glycuronic  acid,  usually  in  alkaline  urines,  indigo  blue 
may  be  set  free,  and  may  form  a  dark  blue  sediment,  or  may  impart  a  blue  colour 
to  the  phosphatic  film  upon  the  surface ;  and  when,  in  the  earlier  years  of  the 
last  century,  indigo  blue  was  somewhat  frequently  employed  as  a  drug  in  the 
treatment  of  epilepsy,  a  dark  purple  colour  of  the  urine  of  patients  so  treated 
was  observed,  but  under  no  circumstances  are  indigo  pigments  spontaneously 
formed  in  quantities  sufficient  to  bring  about  such  a  result.  a.  E.  Garrod. 

URINE,  ACETONE  IN.— (See  Acetonuria.) 

URINE,  ALBUMIN  IN.— (See  Albuminuria.) 
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URINE,  ALBUMOSE  IK. — (See  Albumosuria.) 

URINE,  BACTERIA  IN.— (See  Bacteriuria.) 

URINE,  BENCE-JONES'  BODY  IN.— (See  Albumosuria.) 

URINE,  BILE  PIGMENT  IN. — (See  Urine,  Abnormal  Coloration  of.) 

URINE,  BLACK. — (See  Urine,  Abnormal  Coloration  of.) 

URINE,  BLOOD  IN.— (See  Hematuria.) 

URINE,  CASTS  IN. — (See  Albuminuria.) 

URINE,  CYSTINE  IN.— (See  Cystinuria.) 

URINE,  DIACETIC  ACID  IN.— (See  Acetonuria.) 

URINE,  DIAZO-REACTION  IN.— (See  Diazo-Reaction.) 

URINE,  EXCESS  OF.— (Soe  Polyuria.) 

URINE,  FACES  IN. — (See  Faeces  Passed  per  Urethram.) 

URINE,  FAT  IN.— (See  Chyluria.) 

URINE,  GAS  IN. — (See  Pneumaturia.) 

URINE,  GLUCOSE  IN.— (See  Glycosuria.) 

URINE,  HEMOGLOBIN  IN.— (See  Hjemoglobinuria.) 

URINE,  INCONTINENCE  OF. — (See  Micturition,  Abnormalities  of.) 

URINE,  INDICAN  IN.— (See  Indicanuria.) 

URINE,  MUCUS  IN.— (See  Mucus  in  the  Urine.) 

URINE,  OXALATE  DEPOSIT  IN.— (See  Oxaluria.) 

URINE,  OXYBUTYRIC  ACID  IN.— (See  Acetonuria.) 

URINE,  PHOSPHATES  IN.— (See  Phosphaturia.) 

URINE,  PUS  IN.— (See  Pyuria.) 

URINE,  RETENTION  OF. — (See  Micturition,  Abnormalities   of.) 

URINE,  SUGAR  IN.— (See  Glycosuria.) 

URINE,  SUPPRESSION  OF.— (See  Anuria.) 

URINE,  URATE  DEPOSIT  IN.— (See  Urate  Deposit  in  the  Urine.) 

URINE,  URIC  ACID  DEPOSIT  IN.— (See  Uric  Acid  Deposit  in  the  Urine.) 

UTERUS,  PROLAPSE  OF. — (See  Prolapse  of  the  Uterus.) 

VAGINAL  DISCHARGE.— (See  Discharge,  Vaginal.) 

VARICOSE  ABDOMINAL  VEINS.— (See  Veins,  Varicose  Abdominal.) 

VARICOSE  THORACIC  VEINS.— (See  Veins,  Varicose  Thoracic.) 

VEINS,  VARICOSE  ABDOBONAL.— The  point  at  which  distention  of  veins 
becomes  varicosity  is  arbitrary ;  most  conditions  that  produce  undoubted  vari- 
cosity of  the  veins  of  the  abdominal  wall  in  some  cases,  merely  dilate  them  in 
others.  When  this  dilatation  is  considerable  {Plate  XVI)^  it  nearly  always  has 
much  diagnostic  significance,  particularly  if  the  direction  of  blood-flow  is  reversed. 
Veins,  however,  may  seem  to  be  dilated  when  they  are  but  unduly  visible  owing 
to  wasting  of  the  subcutaneous  fat ;  or  they  may,  in  very  rare  cases,  be  simply 
varicose,  like  veins  in  the  leg,  owing  to  idiosyncrasy  or  hereditary  predisposition. 
In  neither  of  these  cases,  however,  is  the  blood-current  in  them  reversed.  To 
test  the  direction  of  blood-flow,  part  of  a  vein  should  be  chosen  where  there 
are  no  side  branches,  and  the  blood  should  be  expressed  from  it  by  means  of  two 
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fingers  pressed  down  on  the  vein  close  together,  and  then  drawn  asunder,  whilst 
pressure  over  the  vein  is  maintained  by  each ;  when  a  length  of  the  distended 
vein  has  been  emptied  in  this  way,  one  of  the  two  fingers  is  taken  off,  and  the 
time  taken  by  the  vein  in  re-filling  is  noted  ;  the  procedure  is  repeated,  the 
other  finger  being  taken  off  this  time  ;  it  will  generally  be  obvious  whether  the 
vein  fills  from  below  upwards  or  from  above  downwards.  Normally,  the  blood 
flows  from  above  downwards  in  the  veins  of  the  lower  two-thirds  of  the  abdominal 
wall ;  when  the  blood-flow  is  from  below  upwards,  there  is  almost  certainly  an 
obstruction  to  the  inferior  vena  cava,  the  blood,  which  is  unable  to  return  by  it, 
finding  a  collateral  circulation  via  the  azygos  veins  or  the  superior  vena  cava. 

Obstruction  to  the  inferior  vena  cava  is  due  to  one  or  other  of  three  main 
groups  of  conditions,  namely  : — 

1 .  Great  general  Inerease  In  the  Intra-abdominal  tension,  owing  to  such  condi- 
tions as  :   ascites  ;  ovarian  cyst ;   greSit  splenic  or  hepatic  enlargement. 

2.  Thrombosis  without  external  obstruction. 

3.  Obstruction  by  compression  from  without,  yet  without  there  being  obvious 
increase  in  the  intra-abdominal  tension  ;  such  local  obstruction  to  the  inferior 
vena  cava  results  mainly  from  carcinoma  or  sarcoma,  adjacent  to  the  vena  cava, 
especially  secondary  growths  in  the  retroperitoneal  glands. 

When  the  obstruction  of  the  inferior  vena  cava  is  due,  not  to  the  vein  itself 
being  thrombosed  or  invaded  by  new  growth,  but  to  the  general  intra-abdominal 
pressure  becoming  so  great  that  the  vein  is,  so  to  speak,  flattened  out,  the  vari- 
cosity of  the  veins  upon  the  abdominal  wall  is  but  a  late  symptom,  and  the 
diagnosis  will  be  made  from  the  cause  of  the  great  abdominal  distention, 
generally  the  result  of  Ascites  {q.v),  or  a  big  tumour.  If  there  is  marked 
varicosity  of  the  superficial  veins  early  in  a  case  of  ascites,  the  probability  is 
that  both  are  due  to  malignant  disease. 

When  the  inferior  vena  cava  is  obstructed  by  "  simple  "  thrombosis,  the 
probability  is  that  the  clotting  w^ill  not  have  started  there,  but  will  have 
extended  to  it  from  branches  either  in  the  legs  or  in  the  pelvis.  (Edema  of  the 
legs  will  be  a  prominent  symptom  ;  and  if  a  clear  history  is  obtainable,  it  may 
generally  be  ascertained  that  one  leg  became  cedematous  and  painful  before  the 
other  ;  when  this  is  so,  it  is  always  very  suggestive  of  thrombosis  starting  in  the 
saphenous  or  femoral  veins  (see  (Edema,  Asymmetrical)  ;  the  other  leg  becom- 
ing affected  later  when  the  clot  has  spread  up  through  the  iUac  veins  of  the  one 
side  to  the  inferior  vena,  and  thence  down  the  iliac  veins  of  the  other  side.  The 
higher  the  thrombus  extends,  the  higher  up  the  back  will  the  oedema  spread  ; 
and  when  the  renal  veins  have  been  reached,  albuminuria,  with  tube  casts,  and 
even  haematuria,  will  be  marked  features  of  the  case.  Ascites  may  also  be 
present.  Distention  or  varicosity  of  the  veins  of  the  abdominal  wall  will  be  of 
assistance  in  distinguishing  such  a  case  from  one  of  acute  or  subacute  nephritis, 
besides  which,  there  will  be  no  oedema  of  the  eyelids  or  face. 

If  there  is  no  very  tense  distention  of  the  abdomen ;  if  the  way  the  case  began 
does  not  suggest  thrombosis  in  one  leg,  or  in  the  pelvis,  extending  upwards  ; 
and  if,  nevertheless,  there  is  marked  varicosity  of  the  veins  of  the  lower  part  of 
the  abdominal  wall,  with  the  blood-flow  in  them  reversed,  so  as  to  be  from  below 
upwards,  the  history  being  a  relatively  short  one, — the  probabiUty  is  that  the 
inferior  vena  cava  is  being  obstructed  by  something  that  is  in  immediate  contact 
with  it.  There  will  very  likely  be  symmetrical  oedema  of  the  legs,  and  possibly 
albuminuria  and  haematuria.  It  is  surprising  how  seldom  an  aortic  aneurysm, 
or  other  non-malignant  mass,  obstructs  a  large  vein  suflSciently  to  produce  this 
collateral  varicosity  ;  hence,  the  presumption  is  that  such  varicosity  indicates 
malignant  disease.  It  is  worthy  of  note  that  carcinoma  of  the  kidney  is  prone 
to  extend  into  the  renal  veins,  and  thus  into  the  inferior  vena  cava  by  a  process 
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of  direct  extension — sometimes  the  malignant  clot  reaches  as  fax  as  the  right 
auricle,  and  produces  a  pedunculated  polypus  in  the  latter.  In  such  cases  there 
has  generally  been  haematuria  or  other  renal  symptom  before  evidence  of  inferior 
vena-caval  obstruction  arose,  whereby  cases  of  growth  in  the  kidney  invading 
the  inferior  vena  cava  may  be  distinguished  from  cases  of  secondary  growth  in 
the  retroperitoneal  glands,  which  if  they  produced  haematuria  at  all,  would  do 
so  by  first  obstructing  the  inferior  vena  cava,  and  thence  involving  the  renal 
veins.  In  such  cases  there  are  often  other  symptoms  p>ointing  to  primary 
growth  in  some  organ  whose  lymphatics  drain  into  the  retroperitoneal  glands ; 
the  testes  and  ovaries  should  not  be  overlooked  in  this  respect. 

It  is  often  said  that  cirr hosts  of  the  liver  leads  to  varicosity  of  the  veins  around 
the  umbilicus — the  so-called  caput  Medusis.  It  is  a  very  rare  condition  indeed, 
the  great  majority  of  cases  of  cirrhosis  of  the  liver  causing  no  distention  of  the 
superficial  abdominal  veins  until  such  lime  as  the  general  intra-abdominal 
tension  has  been  greatly  increased  by  the  tenseness  of  the  ascites  which  occurs 
late.  Not  even  the  telangiectases  that  occur  so  commonly  in  men  past  middle 
age  around  the  lower  part  of  the  chest,  in  a  line  with  the  attachments  of  the 
diaphragm,  indicate  cirrhosis ;  they  are  quite  as  common  in  cases  of  emphysema 
without  cirrhosis. 

In  short,  varicosity  of  the  superficial  abdominal  veins  generally  indicates 
either  thrombosis  of  the  inferior  vena  cava,  secondary  to  direct  spread  of  throm- 
bosis up  to  it  from  veins  in  the  pelvis  or  in  the  leg,  or  else  stenosis  of  the  vena 
cava  by  secondary  malignant  disease.  Herbert  French. 

VEINS,  VARICOSE  THORACIC-^Much  of  what  has  been  said  above  about 
varicose  abdominal  veins  applies  also  to  those  of  the  thorax.  The  veins  on  the 
chest  wall  may  merely  be  unduly  visible ;  but  if  they  are  really  distended,  there 
is  probably  obstruction  to  one  or  other  innominate  vein  or  else  to  the  superior 
vena  cava  ;  and  the  suspicion  that  this  is  so  becomes  a  certainty  if  the  blood 
current  in  the  distended  veins  can  be  shown  to  be  from  above  downwards  instead 
of  from  below  upwards.  If  the  distention  is  bilateral,  and  associated  with  oedema 
of  both  arms,  and  both  sides  of  the  neck,  face  and  head,  it  is  the  vena  cava  that 
is  obstructed  ;  if  the  distention  is  unilateral,  with  oedema  of  the  corresponding 
arm,  but  little  if  any  of  the  neck  or  face,  the  obstructed  vessel  is  probably  one 
innominate  vein.  The  superficial  varicosity  may  be  only  slight  {Fig.  73,  p.  235), 
but  sometimes  it  is  extreme. 

In  arriving  at  a  diagnosis  of  the  cause  of  the  venous  obstruction,  tnalignant 
disease  within  the  thorax  will  be  uppermost  in  one's  mind — especially  mediastinal 
sarcoma,  starting  in  the  thymus  or  in  the  lymphatic  glands.  It  is  only  when 
the  history  and  course  are  too  long  for  primary  or  secondary  malignant  neoplasm, 
that  other  causes  of  venous  obstruction  will  be  regarded  as  more  Ukely,  such  as 
thrombosis  extending  to  an  innominate  vein  or  to  the  superior  vena  cava  from  a 
whitlow,  boil,  or  other  inflammatory  affection  of  the  hand,  arm,  axilla,  head,  face, 
neck,  shoulder,  or  front  of  chest ;  or  chrome  fibrous  mediastinitiSy  sometimes  tuber- 
culous or  gummatous  but  often  rheumatic  in  origin,  and  resulting  from  repeated 
attacks  of  pericarditis  and  pleurisy,  with  matting  together,  not  only  of  the  [deurae 
to  the  diaphragm  and  pericardium,  but  also  of  all  the  structures  in  the  superior, 
posterior,  and  anterior  mediastina  to  one  another ;  or,  far  less  commonly,  to 
aneurysm  of  the  thoracic  aorta,  or  a  non-malignant  mediastinal  tumour,  such  as 
a  hydatid  cyst,  a  dermoid  cyst,  or  a  large  congenital  fibroma,  which  may  have 
been  quiescent  within  the  chest  for  many  years  before  starting  to  enlarge  and 
obstruct  structures  in  its  neighbourhood  ;  the  latter  conditions,  except  aneurysm, 
are  rarities,  and  although  an  aortic  aneurysm  does  sometimes  obstruct  the 
superior  vena  cava  sufficiently  to  cause  distention  or  varicosity  of  the  veins 
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apon  the  chest  wall,  such  varicosity  is  so  much  more  marked  in  a  case  of  intra- 
thoracic malignant  disease  that  one  may  say  that  when  the  diagnosis  lies 
between  neoplasm  and  aneurysm  the  presence  of  marked  distention  of  the  veins 
of  the  chest  wall  indicates  the  former  rather  than  the  latter,  though  the  converse 
of  this  is  not  true.  Herbert  French. 

VERTIGO,  popularly  known  as  dizziness  or  giddiness,  depends  upon  a  dis- 
turbance of  the  sense  of  equilibrium.  In  slight  cases  the  trouble  is  perceptible 
to  the  sufferer  either  as  the  apparent  movement  of  motionless  objects  (objective 
vertigo),  or  his  own  body  may  appear  to  be  moving  in  relation  to  surrounding 
fixed  structures  (subjective  vertigo).  In  more  severe  cases  it  may  lead  to  reeling 
or  staggering,  and  unless  the  patient  can  grasp  some  fixed  support  he  may  fall 
to  the  ground. 

The  equilibrium  of  the  body  is  maintained  by  the  co-ordinated  action  of 
various  groups  of  muscles,  and  the  nervous  mechanism  for  this  co-ordination  is 
situated  in  the  cerebellum.  Afferent  impulses  are  brought  to  the  cerebellar 
centres  from  the  muscles,  skin,  joints,  eyes,  and  the  semicircular  canals.  The 
cerebellum  is  also  connected  with  the  motor  centres  of  the  cerebral  hemisphere, 
and  thus  the  requisite  contraction  of  the  necessary  muscles  is  ensured.  Dis- 
turbances of  equilibrium  may  therefore  be  the  result  of  a  lesion  in  the  cere- 
bellum itself  or  in  one  of  the  afferent  tracts. 

True  vertigo  depends  mainly  upon  interference  with  the  afferent  impulses  from 
the  semicircular  canals  or  from  the  eyes.  The  importance  of  the  visual  impulses 
in  the  maintenance  of  equilibrium  is  shown  by  the  frequent  occurrence  of  nys- 
tagmus during  attacks  of  vertigo,  even  when  this  is  due  to  a  labyrinthine  lesion. 

Occasionally  vertigo  may  be  the  result  of  altered  cutaneous  impulses  such 
as  are  present  in  some  cases  of  anaesthesia  of  the  soles  of  the  feet.  Some  people 
experience  a  slight  feeling  of  giddiness  on  stepping  on  to  some  soft  material 
such  as  turf  or  india-rubber  pavement  after  walking  on  a  hard  road.  Unusual 
cutaneous  impulses  are  the  probable  explanation. 

Interference  with  the  afferent  impulses  from  the  muscles  themselves,  such  as 
occurs  in  locomotor  ataxy,  will  lead  to  reeling  and  staggering  rather  than  to 
true  vertigo.  The  ocular  impressions  correct  the  false  sensations  from  the 
muscles,  and  hence  loss  of  equilibrium  is  more  Ukely  to  occur  in  the  dark,  or 
when  these  impressions  are  cut  off  by  covering  the  patient's  eyes. 

Vertigo  is  sometimes  divided  into  "  general  "  vertigo  and  "  special  '*  vertigo. 
In  the  latter,  objects  appear  to  move,  or  the  patient  tends  to  fall  in  a  definite 
direction.  Special  vertigo  points  to  a  lesion  of  a  particular  semicircular  canal. 
Thus,  if  there  is  a  lesion  of  the  external  semicircular  canal,  objects  appear  to 
move  in  a  horizontal  plane,  and  the  patient  tends  to  fall  towards  the  affected 
side.  When  the  superior  canal  is  the  source  of  the  trouble,  objects  rotate  in  a 
vertical  plane,  and  the  patient  will  fall  in  a  forward  direction.  Temporary 
vertigo,  even  of  a  very  severe  nature,  may  be  produced  readily  in  a  healthy 
individual  by  prolonged  movements  of  rotation  or  of  swinging.  In  this  case 
the  cause  of  the  giddiness  is  probably  unequal  pressure  in  the  endoljonph  in  the 
different  semicircular  canals.  The  dizziness  with  which  many  people  are  affected 
when  near  the  edge  of  a  high  cliff  is  most  likely  ocular  in  origin,  and  depends 
upon  the  sudden  cessation  of  visual  impulses  from  near  objects.  Some  persons 
are  exceedingly  susceptible  to  alterations  in  these  impressions,  and  travelling  by 
train  or  the  movement  of  a  boat  may  be  sufficient  to  cause  a  considerable  degree 
of  dizziness. 

Vertigo  may  also  be  of  toxic  origin.  Alcohol  and  tobacco  are  familiar  examples^ 
but  the  dizziness  associated  with  ptomaine  poisoning,  and  in  some  cases  of 
gastric  disturbance,  is  also  probably  of  this  nature. 
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Vertigo  is  not  infrequently  of  cerebral  origin,  either  ivith  or  ^vithout  some  gixfci 
lesion.  Thus  it  occurs  in  migraine y  and  is  also  a  frequent  aura  of  an  epilepiu 
fit.  Attacks  of  vertigo  occurring  in  elderly  people  with  atheromatous  arteries 
or  suffering  form  chronic  nephritis  or  arteriosclerosis  must  alivay^  be  regaidec 
as  of  serious  import,  since  an  attack  of  giddiness  may  be  the  precursor  of  cere- 
bral haemorrhage  or  thrombosis.  Severe  vertigo  may  be  one  of  the  s>inptoins 
of  a  cerebral  tumour.  It  is  more  likely  to  be  present  when  the  growth  is  in  the 
cerebellum,  especially  if  the  middle  lobe  is  involved.  A  tumour  involving  the 
auditory  nerve  in  its  intracranial  course  will  also  give  rise  to  this  symptonu  A 
cerebral  or  cerebellar  abscess  may  also  cause  vertigo,  but  in  this  case  there  may 
also  be  suppuration  in  the  middle  ear,  and  the  giddiness  may  be  of  lab\TinthiDe 
origin. 

Vertigo  may  be  of  ocular  origin.  It  is  especially  likely  to  occur  when  there 
is  some  lesion  of  the  nerves  or  muscles  leading  to  diplopia. 

Laryngeal  vertigo  is  a  very  rare  condition,  where  spasm  of  the  glottis  is  accom- 
panied by  severe  giddiness  which  causes  the  patient  to  fall  down,  and  he  mav 
lose  consciousness  for  a  few  seconds.  Complete  recovery  ensues  in  a  short  time, 
but  the  attacks  are  likely  to  recur.     This  trouble  may  be  of  an  epileptic  nature. 

Vertigo  is,  however,  most  commonly  of  aural  origin,  and  is  a  frequent  symptom 
of  diseases  of  the  ear,  especially  of  the  internal  ear  or  labyrinth.  In  its  most 
intense  form  it  is  one  of  the  symptoms  of  "  Mdniire's  disease."  Its  onset  is  then 
sudden,  and  so  severe  that  the  patient  falls  to  the  ground  and  even  loses 
consciousness.  Associated  with  the  giddiness  are  severe  tinnitus,  and  unilateral 
or  bilateral  deafness,  while  nausea,  vomiting,  and  pallor  of  the  face  are  frequently 
present.  The  vertigo  passes  off  after  a  few  hours  or  days,  but  impairment  of 
hearing  and  tinnitus  persist.  The  attacks  tend  to  recur.  Meniere's  disease  is 
probably  caused  by  a  sudden  increase  in  pressure  in  the  endolymph,  and,  in 
some  cases  at  any  rate,  appears  to  be  due  to  haemorrhage  into  the  semicircular 
canals.  True  Meniere's  disease  is  very  rare  ;  but  the  occurrence  of  the  symptoms, 
viz.,  vertigo,  deafness,  and  tinnitus,  in  a  less  acute  and  sudden  form,  is  by  no 
means  uncommon.  They  may  be  present  without  any  obvious  lesion  of  the 
middle  or  external  ear,  though  sometimes  there  is  some  abnormality  in  one  of 
these  portions  of  the  auditory  apparatus. 

Syphilitic  disease  of  the  internal  ear  may  produce  symptoms  closely  resembling 
those  of  M6nidre's  disease,  in  that  giddiness,  tinnitus,  and  labyrinthine  deafness 
are  associated,  the  onset  being  quite  sudden.  Vertigo  is,  however,  occasionally 
absent.  The  trouble  is  usually  unilateral,  and  may  occur  in  the  secondary  or 
tertiary  stages.  The  diagnosis  will  depend  on  the  history  of  syphihs  or  other 
evidences  of  the  disease.  Similar  symptoms  may  occur  in  congenital  syphilis, 
usually  between  the  ages  of  ten  and  fifteen  years,  though  occasionally  much  later. 
Eustachian-tube  obstruction  is  usually  present  also,  but  treatment  of  this  ^ils 
to  improve  the  hearing,  and  other  characteristic  troubles,  especially  interstitial 
keratitis,  may  be  found.  Aural  vertigo  may  also  be  associated  with  some  lesion 
of  the  external  or  middle  ear.  Thus  in  the  former  case  there  may  be  a  foreign 
body,  or  even  a  plug  of  impacted  cerumen,  as  the  exciting  cause. 

Vertigo  is  not  infrequently  present  in  chronic  middle-ear  suppuration.  This 
may  be  due  to  labyrinthine  inflammation  or  irritation,  but  a  definite  labyxinthine 
lesion  is  not  necessarily  present.  In  many  cases  the  giddiness  is  caused  by 
pressure  on  the  stapes  or  the  fenestra  rotunda.  Some  patients  with  a  perfora- 
tion of  the  tympanic  membrane  become  giddy  whenever  the  ear  is  syringed. 
Occasionally  the  use  of  unduly  hot  or  cold  lotions  produces  this  trouble.  It 
is  usually  the  result  of  pressure  on  the  stapes,  though  occasionally  the  vertigo 
may  have  the  special  character  associated  with  a  lesion  of  the  external  semi- 
circular canal  {vide  supra).    When  this  is  the  case  there  is  probably  some  erosion 
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of  the  bony  external  canal.  Similar  giddiness  may  occur  from  a  like  cause  on 
s)rringing  the  ear  after  a  radical  mastoid  operation. 

Vertigo  may  occur  in  otosclerosis,  though  it  is  not  common  in  this  disease, 
and  is  always  of  less  importance  than  the  Deafness  {q»v.)  and  Tinnitus  {q.v.). 

When  a  patient  complains  of  vertigo,  the  ears  should  always  be  examined 
carefully.  The  hearing  should  be  tested,  and  if  the  cause  of  the  trouble 
is  in  the  labyrinth,  the  deafness  will  have  the  characters  of  nerve  deafness  {see 
Deafness).  The  onset  of  the  trouble  must  be  investigated  carefully,  and  any 
associated  symptoms  ascertained.  l*he  eyes  and  ocular  muscles  must  be 
examined,  and  if  nystagmus  is  present  the  character  of  the  movements 
should  be  observed.  A  general  examination  of  the  patient  should  also  be 
made  for  some  general  constitutional  cause  such  as  gout,  albuminuria,  or 
arteriosclerosis.  Philip  Turner. 

VESICLES.  —  One  of  the  primary  lesions,  the  vesicle  may  be  defined  as 
a  circumscribed  epidermal  elevation  varying  in  size  from  a  pin's  head  to  a 
small  pea,  and  containing  serous  fluid,  which  may  become  sero-purulent  or  be 
mixed  with  blood.  Serous  elevations  larger  than  a  small  pea  are  classified 
as  BuLL^  ig-v.).  To  bulls,  therefore,  vesicles  bear  the  same  relation  that  papules 
bear  to  tubercles  (see  Papules).  They  differ  from  bullae,  however,  not  only  in 
size,  but  in  their  mode  of  formation.  They  are  always  the  result  of  an  inflam- 
matory process,  whereas  in  the  case  of  bullae  there  is  a  veritable  cleavage  of 
the  epidermis.  Vesicles,  again,  often  contain  a  number  of  chambers,  at  any  rate  in 
the  beginning,  whereas  bullae  are  from  the  outset  unilocular.  They  may  originate 
as  vesicles,  or  may  develop  from  papules.  Vesiculation  may  be  either  paren- 
chymatous or  interstitial  (Darier).  In  the  one  case,  as  in  varicella,  the  plasma 
accumulates  within  the  Malpighian  cells,  and  the  unicellular  vesicles  which 
are  thus  formed  run  into  each  other.  In  the  other  case,  as  in  eczema,  the 
plasma  accumulates  between  the  Malpighian  cells. 

In  shape,  vesicles  are  usually  rounded,  conical,  or  acuminate ;  but  they  may  tend 
to  the  oblong  form,  as  in  scabies,  or  they  may  be  both  oblong  and  irregular, 
as  in  dermatitis  herpetiformis.  The  larger  ones  are  occasionally  umbilicated, 
as  in  variola,  and  instead  of  being  tense,  as  is  usual  with  vesicles,  may  be  flaccid, 
as  in  herpes  and  dermatitis  herpetiformis.  At  first,  the  liquid  they  contain 
consists  almost  invariably  of  pure  plasma,  and  is  quite  clear,  or  with  the 
faintest  tinge  of  yellow ;  but  exceptionally  the  fluid  is  from  the  beginning  mixed 
with  blood.  After  a  time  the  clear  fluid  becomes  turbid.  In  some  conditions, 
as  in  varicella  and  miliaria,  they  remain  discrete  and  few  in  number  ;  but  usually, 
as  in  herpes,  eczema,  and  dermatitis  herpetiformis,  there  is  a  plentiful  crop  of 
them,  forming  groups  or  closely- set  clusters.  As  a  rule,  they  are  of  short 
duration  :  either  they  rupture  and  crust  over,  as  in  eczema,  or  they  dry  up  and 
a  crust  is  formed,  as  is  usual  in  herpes  ;  or  they  enlarge  into  blebs,  as  frequently 
occurs  in  dermatitis  herpetiformis  ;  or  they  are  transformed  into  pustules,  as 
in  variola.  On  mucous  membranes  and  the  lips,  and  in  folds  of  the  skin,  they 
break  more  quickly  than  in  other  situations,  and  leave  excoriations.  Since,  as 
already  stated,  vesicles  are  the  result  of  a  more  or  less  inflammatory  process, 
they  usually  give  rise  to  much  burning  and  itching,  though  in  some  conditions, 
as  in  hidrocy stoma,  these  symptoms  are  absent. 

The  most  distinctively  vesicular  affections  are  herpes  simplex  and  herpes  zoster. 
In  simple  herpes  the  face  and  the  genital  organs  are  affected  chiefly.  The 
characteristic  lesion  is  a  cluster  of  transparent  vesicles  varying  in  number  from 
two  or  three  to  twenty  or  more,  seated  on  an  erythematous  patch,  and  surrounded 
by  a  narrow  red  zone.  First,  a  sUghtly  red  spot  appears  on  the  skin  ;  effusion 
quickly  takes  place  under  the  epidermis,  and  vesicles  are  formed  ;  these  become 
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opaque — sometimes  purulent, — shrivel  up,  and  form  yellowish-brown  crusts, 
which  after  a  few  days  become  detached,  usually  leaving  no  scar,  but  a  brownish 
stain  that  slowly  fades  and  disappears.  These  four  stages  in  the  evolution  of 
the  lesion  are  styled  by  Brocq  the  congestive,  vesicating,  desiccating,  and  macular 
stages.  On  mucous  membranes  the  lesion  runs  a  rather  different  course.  Here 
the  vesicles  are  quickly  reduced  to  a  whitish  pulp,  which  presents  the  appearance 
of  a  false  membrane.  When  tliis  becomes  detached,  it  reveals  a  number  of 
roundish  excoriations,  either  scattered  about  irregularly  or  running  into  each 
other  and  forming  largish  ulcers.  The  favourite  situations  of  the  vesicles 
in  herpes  genitalis  are,  in  men,  the  prepuce,  especially  its  inner  surface,  the 
meatus,  the  sulcus,  and  the  glans  ;  in  women,  the  labia  and  the  cervix.  In  men. 
the  vesicles  are  usually  discrete,  and  the  patient  complains  only  of  the  itching 
and  burning ;  but  if  they  are  neglected,  or  irritated  by  the  application  of 
caustics,  there  may  be  severe  and  extensive  ulceration,  with  swelling  of  the 
inguinal  glands.  In  women,  the  vesicles  tend  to  become  confluent,  and  the 
perineum,  the  inside  of  the  thighs,  and  the  mons  veneris  may  be  invaded.  There 
may  be  a  great  deal  of  swelUng,  excoriation,  and  discharge,  with  intense  itching 
and  burning,  and,  as  in  men,  there  may  be  enlargement  of  the  neighbouring 
glands. 

In  the  crusted  stage,  facial  herpes  may  resemble  impetigo ^  but  the  rapid  course 
it  runs,  its  hmited  distribution,  the  facts  that  it  is  not  auto-inoculable,  and  that 
in  impetigo  the  Ups  are  seldom  attacked,  should  suffice  to  obviate  the  confusion. 
The  points  which  distinguish  herpes  faciaUs  from  vesicular  eczema  are  touched 
upon  below. 

The  vesicles  of  genital  herpes  are  too  characteristic  to  be  mistaken  if  they 
are  seen  before  their  real  significance  is  obscured  by  ulceration.  If,  however, 
the  ulceration  is  considerable,  and  especially  if  there  is  much  suppuration,  the 
herpes  may  be  mistaken  for  chancroids.  Generally,  however,  soft  sores  are 
multiple,  have  a  fouler  base,  excavate  more  deeply,  and  the  heahng  process  is 
much  slower.  Soft  sores,  further,  are  flattened  at  the  base,  secrete  very  little 
hquid,  and  are  auto-inoculable.  In  some  cases  there  may  be  doubt  as  between 
herpes  genitaUs  and  true  chancre,  especially  as,  according  to  Foumier,  a  chancre 
not  infrequently  develops  in  the  midst  of  a  premonitory  eruption  of  herpes. 
The  points  of  difierentiation  are  the  absence,  in  herpes,  of  induration,  the  less 
considerable  and  more  transitory  gland-enlargement,  the  multiplicity,  irregular 
form,  and  small  size  of  the  ulcers,  and  the  intense  burning  and  itching. 

In  herpes  zoster  (zona,  shingles) ,  clusters  of  vesicles  seated  on  an  erj'thematous 
base,  appear  in  the  region  of  skin  distribution  of  one  or  more  of  the  i>osterior 
spinal  nerve  roots,  preceded  or  accompanied  by  neuralgic  pain  and  tenderness 
in  the  part.  The  erythematous  patches,  more  or  less  oval,  with  the  long  axis 
parallel  to  the  underlying  nerve,  come  out  in  crops,  the  number  of  lesions  var\'ing 
from  two  or  three  to  twenty  or  thirty.  Soon  the  surface  of  the  patches  is  studded 
with  papules,  which  are  quickly  transformed  into  vesicles,  from  ten  to  twenty 
on  each  patch,  sometimes  discrete,  sometimes  running  into  each  other  to  form 
bulke.  An  important  diagnostic  feature  of  the  eruption  is,  that  in  the  great 
majority  of  cases  it  is  unilateral,  and  appears  much  more  frequently  on  the 
right  side  than  on  the  left.  In  rare  cases,  however,  it  forms  a  complete  girdle 
round  the  body.  The  usual  Hmitation  to  one  side  of  the  body,  the  distribution 
in  one  or  more  nervous  territories,  and  the  preceding  or  accompanying  neuralgia, 
usually  suffice  to  distinguish  herpes  zoster  from  erythema  multiforme  and 
from  dermatitis  herpetiformis.  Another  important  point  in  diagnosis  is  the 
history,  for  zoster  is  not  a  recurring  disease.  These  various  characters  serve 
to  distinguish  it  also  from  herpes  simplex  and  herpes  genitaUs.  The  neuralgic 
pain  may  be  mistaken  at  tiist  ioi  '^X^Mns^^  but  the  course  the  affection  runs 
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soon  clears  up  the  confusion.  I  should  add  that  in  herpes  zoster  the  conjunctiva 
and  the  eyeball  are  frequently  attacked,  and  sometimes  the  mouth,  especially 
the  tongue.  In  rare  cases,  as  Head  has  reported,  the  lesions  on  the  tongue  are 
not  associated  with  an  eruption  on  the  hps  or  the  palate. 

Although  the  vesicular  stage  is  not,  as  some  authorities  consider,  a  necessary 
phase  in  the  evolution  of  eczema,  the  vesicle  is  undoubtedly  the  most  constant 
of  all  the  primary  lesions  met  with  in  that  condition.  Usually,  following 
sensations  of  itching  and  burning,  an  erythematous  blush  appears,  which  is 
soon  studded  with  numerous  tiny  vesicles.  These  grow  larger  and  often  coalesce, 
but  they  soon  rupture  or  are  broken  by  scratching,  and  a  clear  fluid  exudes,  the 
*'  weeping"  continuing  as  later  vesicles  break.  In  mild  cases,  the  inflammation 
gradually  subsides,  and  as  the  discharge  ceases,  scales  or  crusts  are  formed ; 
but  much  more  frequently,  fresh  crops  of  vesicles  start  up  around  the  edge  of  the 
earUer  patches,  while  new  centres  are  formed  in  other  parts,  until  nearly  the 
whole  cutaneous  surface  may  be  involved.  In  some  cases  papules  are  the 
predominant  feature,  in  others  erythematous  lesions  ;  in  yet  others  pustules, 
and  in  extensive  cases,  the  several  kinds  of  lesions  may  be  all  present  simul- 
taneously. 

From  herpes  in  general,  eczema  is  distinguished  by  the  characteristic  exuda- 
tion, by  the  crowds  of  tiny  vesicles,  which  coalesce  without  forming  distinct 
groups,  by  the  slower  evolution  of  the  disease,  and  by  the  fact  that  as  a  rule 
there  is  some  inflammatory  thickening.  From  herpes  zoster  it  is  differentiated 
by  the  peculiar  distribution  of  the  vesicles  in  that  affection  (see  above) . 

Doubt  can  seldom  arise  as  between  eczema  and  dermatitis  herpetiformis.  It 
is  true  that  the  earliest  and  perhaps  the  most  characteristic  lesion  of  the  latter 
disease  is  a  vesicular  eruption,  appearing  on  an  erythematous  base  ;  but  the 
disposition  of  the  vesicles  in  herpetiform  groups  should  prevent  confusion 
between  the  two  conditions.  The  vesicles  soon  dry  up  and  form  scabs,  but, 
later,  they  tend  to  coalesce  into  bullae,  which  scarcely  ever  burst  spontaneously 
but,  as  their  contents  thicken,  slowly  shrink,  and  finally,  if  left  to  themselves, 
shrivel  up  to  a  thick  brown  scab.  The  "  weeping  "  of  eczema  is  therefore  absent 
in  dermatitis  herpetiformis,  of  which,  further,  multiformity  is  a  more  pronounced 
feature — erythematous,  vesicular,  pustular,  papular,  and  urticarial  elements 
being  mingled  together  in  all  stages  of  evolution. 

The  vesicles  of  impetigo  contagiosa  are  distinguishable  from  those  of  eczema 
by  the  larger  size  and  discrete  character  of  the  former,  and  by  their  tendency 
to  dry  and  form  yellowish  crusts  without  breaking,  or  as  soon  as  they  have 
broken.  Even  when  the  lesions  run  together  and  large  crusts  are  formed,  there 
will  be  discrete  vesicles  and  papules  which  will  point  to  the  true  nature  of  the 
affection. 

Miliaria  rubra  may  sometimes  resemble  the  vesicular  stage  of  eczema,  but 
here  again  the  lesions,  though  numerous,  remain  discrete  :  they  do  not  run 
together  to  form  patches,  they  do  not  rupture,  and  there  is  no  **  weeping." 
Miliaria  of  all  forms  is  a  very  transitory  affection,  and  instead  of  the  intense 
itching  of  eczema,  the  patient  describes  his  sensations  as  those  rather  of  pricking 
and  tingling.  In  the  form  of  miliaria  which  is  known  as  hidrocystoma,  or 
dysidrosis  of  the  face,  small  vesicles  like  those  of  miliaria  appear  on  the  face, 
but  they  are  so  grouped  as  to  form  patches,  which  show  no  tendency  to  spon- 
taneous involution. 

Scabies  is  another  affection  in  which  the  vesicles,  like  those  of  impetigo  and 
of  miliaria,  are  discrete.  Sometimes  the  lesions,  usually  consisting  of  papules 
and  pustules  as  well  as  of  vesicles,  take  on  an  eczematous  character,  but  they 
are  not  locaUzed  as  are  those  of  eczema,  and  instead  of  being  small,  acuminated, 
or  circular,  they  tend  to  be  hnear.    In  uncleanly  persons,  the  burtovi^be'oN^^^^Cas;. 
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fingers  and  elsewhere  which  mark  off  scabies  from  all  other  affections,  can  hardly 
be  overlooked.  When  they  cannot  be  found,  either  because  they  have  not  ytt 
been  formed  or  because  they  have  been  laid  open  by  scratching,  the  diagnosis 
of  scabies  must  rest  upon  the  irregularity  of  the  lesions — vesicles,  bollz,  and 
pustules  being  mingled  with  the  marks  of  the  finger-nails  and  the  results  of 
secondary  inoculations — and  upon  the  distribution,  the  {>arts  most  afiected 
being  those  where  the  skin  is  least  thick,  namely,  the  webs  between  the  fingers 
i"  and  toes,  the  front  of  the  wrist,  inside  the  umbilicus,  on  the  lower  abdomen, 

the  genitalia,  the  nipples  in  women,  and  the  axillary  folds.      The  face  nearly 

V  always  escapes,  except  in  infants  in  arms. 

Another  vesicular  condition  in  which  the  hands  are  speciaUy  attacked  is 
cheiropompholyXy  in  which  numerous  minute  vesicles  deeply  imbedded  in  the  skin, 
and  showing  through  the  epidermis  like  boiled  sago-grains,  are  symmetrically 
distributed  on  the  extremities — always  on  the  hands,  and  frequently  also  on 
the  feet.  The  general  features  of  the  affection — the  limitation  of  the  vesicks 
to  the  extremities  and  their  proneness  to  unite  and  form  bulls  which  dry  up. 
the  tendency  to  recovery  followed  by  repeated  recurrence,  and  the  constant 
association  of  the  eruption  with  the  summer  season — are  sufficiently  distinctive, 
and  the  diagnosis  is  seldom  in  doubt.  In  some  slight  cases  there  is  a  general 
resemblance  to  certain  subacute  and  limited  cases  of  eczema  in  which  the 
lesions  may  present  the  sago-grain  aspect ;  but  instead  of  rupturing  and 
"  weeping,"  the  vesicles  in  cheiropompholyx  tend  to  run  together  into  bullx, 
which  shrink  and  crust  over.  This  formation  of  bullae  by  coalescence  of  vesicks 
differentiates  the  condition  also  from  pemphigus. 

In  erythema  multiforme  the  vesicle  can  seldom  be  difficult  of  interpretation, 
even  in  erythema  iris,  or  as  it  is  also  styled,  erythema  vesicuhsutn.  In  one  form 
of  this  affection  a  small  red  spot  appears,  upon  which  is  formed  a  vesicle  that 
is  quickly  surrounded  by  a  zone  of  redness.  When  the  central  vesicle  dries 
up  it  leaves  a  small  scab,  and  a  ring  of  secondary  vesicles  soon  appears  on  the 
red  zone.  On  the  separation  of  the  central  .scab,  the  skin  beneath  is  seen  to  have 
a  blue,  congested  appearance.  The  whole  process  may  be  repeated  time  after 
time  until  the  concentric  rings  of  vesicles  and  reddened  skin  suggest  comparison 
with  a  target.  In  the  form  of  erythema  iris,  which  sometimes  is  infeUcitously 
called  herpes  iris,  a  large  central  bulla  is  encircled  by  vesicles  of  considerabk- 
size.  Outside  the  first  ring  of  vesicles  another  circle  may  develop,  and  outside 
the  second,  sometimes  a  third.  The  symptoms  of  so-called  vesicular  erythema 
multiforme  are  so  characteristic  that  the  affection  can  hardly  be  mistaken  for 
anything  else. 

Lichen  planus  is  so  characteristically  a  papular  affection  that  the  absence 
of  vesicles  is  one  of  the  pvoints  which  distinguish  it  from  eczema.  In  some 
cases,  however — very  rarely  in  adults,  and  rather  less  infrequently  in  children— 
vesicles  appear,  but  never  so  as  to  confuse  the  diagnosis.       In  lichen  urtic^us 

j  a  vesicle  appears  on  the  summit  of  the  small  wheal,  and  the  condition  may 

j  offer  some  resemblance  to  eczema ;    but  the  individual  lesions  do  not  tend  to 

run   together   nor  to  spread  centrifugally,  as   in  eczema,  and   the    itching  is 

I  usually  more  intense. 

IThe  vesicular  form  of  secondary  syphilis  is  so  rare,  that  by  some  authorities 
its  existence  is  not  recognized,  and  Stelwagon,  who  has  never  met  with  a  case, 
\ '  justly  points  to  the  possibility  of  its  being  due,  at  any  rate  occasionally,  to  drug 

'  idiosyncrasy.     The  vesicles  are  reported  as  occurring  in  several  forms  :    they 

•j  may  be  minute,  eczematoid,  disseminated  and  grouped,  or  larger,  irregularly 

I  scattered,  or  disposed  in  herpetiform  groups  ;    and  cases  have  been  reported 

i  which  simulate  herpes  zoster.     The  vesicles  in  syphihs  are  usually  associated 

with  papules,  and  they  have  ^  pa-i^vAaLi.  >o^sfc,\.Vvfc  disa.'^^arance  of  which  leaves 
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a  long-persisting  dark  stain.  The  papular  base  aad  the  slow  evolution  are 
important  diagnostic  points ;  and  usually  other  signs  of  syphilis  will  be  present. 

In  lymphangioma  circuttiscrif4uin,  even  more  than  in  vesicular  syphilis,  the 
signiGcance  of  the  vesicles  can  hardly  be  missed.  In  circumscribed  areas  of 
the  skin  there  is  an  eniption  of  dusters  of  small,  deep-seated,  thick-walled 
vesicles,  stiaw-coloured,  sometimes  marked  with  red  strix,  and  filled  with  a 
clear  alkaline  fluid. which  contains  a  few  lymph  corpuscles.  The  aflection, 
which  consists  in  the  over-growth  and  dilatation  of  lymph-vessels  and  the  form- 
ation of  new  ones,  is  probably  congenital,  though  not  generally  noticed  until 
early  childhood. 

Varicella — to  come  to  the  eruptive  fevers — b  an  essentially  vesicular  affec- 
tion :  only  occasionally  do  the  vesicles  develop  into  pustules.  They  are  usually 
preceded  by  reddish  spats  of  slight  elevation,  and  the  commonest  situations 
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are  the  face,  chest,  shoulders,  back,  and  scalp,  but  they  may  also  be  found 
on  the  mucous  membrane  of  the  paiate,mouth,or  lips.  As  a.  rule  the  rash  comes 
out  within  twenty-four  hours.  Often  there  is  but  trifling  systemic  disturbance. 
In  the  infrequent  Cases  in  which  the  varicellar  eruption  becomes  pustular,  it 
may  possibly  be  confused  with  a  pustular  syphilide  ;  bat  in  the  syphilide 
the  lesions  are  pustular  from  the  outset,  or  develop  out  of  papules,  and  although 
the  lesions  of  varicella  start  as  papules,  these  are  almost  invariably  small  and 
evanescent.  The  absence  of  itching  in  syphilis  is  another  point  of  difference. 
In  exceptional  cases  of  strophulus  (see  under  Papules)  the  vesicle  on  the 
summit  may  develop  until  it  becomes  visible  macroscopically,  and  it  may  then 
be  confused  with  varicella ;  but  the  cases  are  so  rare  as  to  be  negligible. 

It  is  with  stnall-pox  that  chicken-pox  is  most  often  confused.     In  small-pox, 

the  vesicles  are  usually  muJtilocular  ;  in  chicken-pox  they  are  usualV^  -i-mVifiaba, 

D  Vb 
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In  small-pox  they  are  frequently  umbilicated  ;    in  chicicen-pox  they  are  nevw 
umbilicated,  and  seldom  even   dimpled.      The   differences    between   the  no 
exanthems  in  respect  of  the  rash  and  the  lesions  generally,  as  summarized  by 
Ricketts  in  **  The  Diagnosis  ot  Small-pox,"  are  these  :     In   variola,  the  la^ 
is  most  abundant  on  the  face  and  limbs,  and  least  abundant  on  the  abdomeo  and 
chest  {Fig.  213) ;  in  varicella,  the  abdomen  and  chest  are  covered  as  thidkly  as 
the  face,  if  not  more  thickly.     In  variola,  the  rash  is  much  more  abundant  oo 
the  back  than  on  the  abdomen ;  in  varicella,  the  abdomen  and  the  back  receive 
equal  attention.     In  variola,  the  rash  is  more  abundant  on  the  shoulders  thas 
across  the  loins,  and  on  the  chest  than  on  the  abdomen  ;    in    varicella,  die 
distribution  as  between  these  parts  is  indifferent.     In  variola,  the  rash  favours 
the  limbs  and  is  distributed  centrif  ugally ;  in  varicella  it  tends  to  avoid  the  limbs, 
and  when  it  invades  them  is  centripetal.     In  variola  the  rash,  unlike  that  in  ^-an 
cella,  favours  prominences  and  surfaces  exposed  to  irritation,  and  tends  to  a\'oid 
protected  surfaces  and  depressions.     As  to  the  lesions  generally,  in  variola  they 
are  deep-seated  and  have  an  infiltrated  base  ;  are  generally  circular  in  outline 
and  homogeneous  in  character  ;  whereas  in  varicella  they  are  superficial  and 
have  no  infiltrated  base,  are  frequently  irregular  in  outline,  or  else  oval  or  cIod- 
gated,  and  are  not,  as  a  rule,  homogeneous. 

Vaccinal  eruptions  may  consist  (i)  of  tiny  vesicles  or  small  superficial  papules, 
or  of  a  combination  of  those  elements  ;  or  (2)  of  a  small  papule  with  a  vesicular 
or  pustular  head.  In  the  second  case  the  eruption  may  simulate  modified 
small-pox,  but  almost  always  the  vaccinal  lesions  are  more  superficial  than  those 
of  the  mildest  cases  of  small-pox,  and  show  a  preference  for  the  trunk. 

In  eruptions  due  to  the  use  of  bromides^  iodides^  and  other  drugs,  the  vesicle 
is  but  one  of  the  elements,  and  the  nature  of  the  affection  is  usually  indicated  uith 
sufficient  distinctness  by  the  history  of  the  case,  the  remission  that  occurs  when 
the  drug  is  withheld,  and  the  recurrence  that  takes  place  when  its  administra- 
tion is  resumed.  Vesicles  that  follow  the  bites  or  stings  of  gnats,  fnosquitoeSy  etc.. 
are  always  easily  recognizable  from  the  history,  and  from  the  central  punctum 
to  be  seen  in  the  lesions ;  nor  can  there  be  any  doubt  as  to  the  significance  of 
those  due  to  such  accidental  causes  as  frostbite  and  pressure  from  splints. 

Malcolm   Mortis. 

VISION,  DEFECTS  OF. — This  subject  may  be  considered    in   the    follouing 

order: — (A)  Normal  vision ,  (B)  Amblyopia^  (C)  Partial  blindness,  (D)  Compute 
blindness^  (E)  Colour  blindness,  (F)  Abnormal  sensations  of  size,  (G)  l>ay-  and 
Night-blindness. 

A. — Normal   Vision. 

I.  Visual  Acuity. — The  act  of  vision  comprises  the  perception  of  form,  colour, 
and  brightness ;  and,  in  vision  with  two  eyes,  the  perception  of  space  and  distance. 
These  faculties  are  possessed  by  all  parts  of  the  retina,  though  in  varying  degrees, 
and  they  are  of  varying  importance.  It  is  necessary  to  distinguish  between 
peripheral  and  central  vision  ;  or,  in  other  words,  between  merely  seeing  a  thing 
and  looking  at  it.  An  object  is  seen  by  any  portion  of  the  retina  that  has  visual 
perception ;  but  an  object  is  only  looked  at  when  its  image  falls  upon  a  particular 
portion  of  the  retina,  the  yellow  spot,  which  is  situated  at  the  posterior  pole  of 
the  globe  on  the  outer  side  of  the  optic  disc.  The  act  of  so  directing  the  eye 
that  the  image  of  a  given  object  shall  fall  upon  the  yellow  spot,  is  termed 
"  fixation."  The  vision  obtained  by  the  fixation  of  the  eye  is  termed  "  central 
vision,"  and  owing  to  the  anatomical  structure  of  the  retina  at  the  yellow  spot, 
the  vision  here  is  the  most  acute  of  which  the  eye  is  capable,  though  its  area  is 
very  limited.  In  the  normal  eye,  central  vision  is  capable  of  distinguishing 
two  p>oints  or  parallel  lines,  which  are  separated  by  a  space  which  subtends  an 
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angle  of  i' — approximately  the  diameter  of  a  sixpenny-piece  at  200  feet — ^and 
it  is  on  this  bsisis  that  ordinary  test-types  are  constructed.  Central  vision, 
however,  though  acute,  is  very  limited  in  extent,  and  it  is  estimated  that  the 
field  of  acute  vision  is  only  about  the  size  of  the  thumb-nail  held  at  arm's  length, 
all  vision  outside  this  area  being  comparatively  blurred  and  indistinct.  This 
limitation  of  the  field  of  acute  central  vision  is  barely  appreciated  under  ordinary 
circumstances,  owing  to  the  rapidity  with  which  the  retina  receives  consecutive 
visual  impressions,  and  the  constant  movements  of  the  eyes.  Compared  with  the 
visual  acuity  of  the  central  portion  of  the  field  of  vision,  peripheral  vision  is 
relatively  poor,  though  it  is  of  extreme  value  in  a  different  way.  To  appreciate 
the  importance  of  peripheral  vision  it  is  only  necessary  to  try  to  walk  about 
looking  through  a  roll  of  paper  or  music  ;  though  central  vision  is  unimpaired, 
and  the  smallest  object  can  be  seen  distinctly,  locomotion  is  almost  impossible, 
owing  to  the  inability  to  see  where  one  is  going  or  to  ascertain  one's  position  in 
relation  to  surrounding  objects,  the  peripheral  portion  of  the  field  of  vision  being 
responsible  for  the  automatic  appreciation  of  these  conditions.  On  the  other 
hand,  a  person  from  some  cause  deprived  of  central  vision,  can  see  to  get  about 
quite  well,  and  has  useful  vision  for  many  purposes,  though  he  is  unable  to  read 
or  write,  recognize  people  when  looking  directly  at  them,  or  do  any  work  in 
which  fine  vision  is  required. 

2.  Colour  VlsloiL — ^A  person  with  normal  colour  vision  can  recognize  six  or 
seven  distinct  colours  in  the  solar  spectrum,  and  is  able  to  appreciate  many 
hundreds  or  thousands  of  varieties  of  colour  caused  by  mixtures  of  them,  and 
the  colour  perception  of  the  normal  person  is  most  acute  in  the  central 
portion  of  the  field  ;  but  the  field  of  vision  for  colours  has  by  no  means 
the  same  boundaries  as  the  field  of  vision  for  white.  The  fields  of  vision 
for  all  colours  are  smaller  than  that  for  white,  and  the  fields  for  red,  green, 
and  blue  vary  in  extent  among  themselves.  The  field  for  blue  is  the 
largest,  for  red  is  next  in  point  of  size,  and  the  field  of  vision  for  green  is 
the  smallest  of  all,  being  roughly  only  about  half  to  a  third  the  diameter  of 
the  field  for  white. 

3.  Brightness  Pereoptfon. — The  central  and  peripheral  portions  of  the  field  of 
vision  vary  very  much  in  their  perception  of  brightness.  In  ordinary  illumina- 
tion the  central  portion  of  the  field  is  the  most  efficient,  but  in  a  very  weak 
illumination  the  peripheral  portion  has  a  higher  efficiency  than  the  central  part : 
in  other  words,  there  is  in  very  dim  lights  a  relative  central  scotoma  or  loss  of 
vision.  This  fact  has  long  been  known  to  astronomers,  who  have  found  that 
in  counting  stars  of  low  magnitudes,  vision  is  much  better  if  the  particular 
constellation  or  group  of  stars  is  not  looked  at  directly,  the  Pleiades  being  a 
well-known  example  ;  more  of  these  stars  can  be  counted  when  the  vision  is 
directed  to  a  point  a  little  above  or  below  them  or  to  one  side,  whereas  direct 
vision  is  comparatively  dim  and  confused  ;  and  the  same  holds  good  of  vision 
for  any  object  in  a  dim  light.  Walking  along  a  country  road  on  a  dark  night,  it 
will  be  found  that  a  foot-path  or  track  can  be  seen  more  easily  if  the  gaze  is 
directed  forwards  and  not  at  the  ground  itself.  These  facts  concerning  vision 
mav  be  correlated  with  the  actual  anatomical  structure  of  the  retina  itself.  It 
is  found  that  in  the  region  of  the  yellow  spot — the  area  of  the  retina  endowed 
with  acute  vision — the  cones  are  very  numerous,  with  few  rods  ;  towards  the 
periphery  of  the  retina  the  cones  become  fewer  and  the  rods  more  numerous. 
It  is  now  generally  held  that  the  function  of  the  cones  is  to  work  in  light  of 
considerable  brilliance,  that  they  are  capable  of  extremely  acute  vision  for 
small  objects,  and  are  also  concerned  in  the  perception  of  colour.  The  rods,  on 
the  other  hand,  have  no  perception  of  colour  ;  their  perception  of  form  is 
poor  compared  with  that  of   the   cones ;    but  in  very  v^^^k  Vv^\s»  •Caavt  Nvas^alS. 
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acuity  is  greater  than  that  of  the  cones.  In  support  of  this  theory  may  be 
mentioned  the  fact  that  the  retinae  of  nocturnal  animals  are  more  fully  pro- 
vided with  rods  than  cones. 

B. — Amblyopia. 

Amblyopia  is  the  term  applied  to  defective  vision  in  which  there  is  little  cs 
no  evidence  of  any  ocular  condition  which  might  account  for  the  visual  defea. 
It  is  not,  therefore,  employed  where  there  is  any  obvious  intra-ocular  or 
intracranial  lesion.  The  commoner  forms  of  amblyopia  are  (i)  AmWyopia 
ex  anopsia  ;  (2)  Uraemic ;  (3)  With  nystagmus  ;  (4)  Alcohol,  tobacco,  lead, 
quinine,  organic  forms  of  arsenic  such  as  atoxyl ;  (5)  Migraine  ;  (6)  Cortical 
or  crossed  amblyopia  ;    (7)  With  hysteria. 

1.  Amblyopia  ex  Anopsia  is  usually  associated  with  a  squinting  eye,  which 
may  or  may  not  have  been  put  straight  by  operation.  It  is  still  open  to  dis- 
cussion whether  the  amblyopia  in  such  conditions  is  due  to  the  loss  of  use  by 
reason  of  the  squint,  or  whether  the  squint  is  due  to  the  visual  defect ;  but 
the  fact  remains,  that  in  many  squinting  eyes  the  visual  acuity  is  very  much 
below  normal,  though  objectively  the  eye  exhibits  no  abnormal  synoiptoms. 

2.  Ur»mic  Amblyopia  or  Amaurosis  may  be  recognized  by  its  association 
with  renal  disease,  whether  complicated  by  pregnancy  or  not.  It  is  charac- 
terized by  its  comparatively  sudden  onset,  vision  failing  either  pxartially  or 
completely  within  a  few  hours.  The  failure  of  vision  may  be  accompanied  by 
well-marked  retinitis  in  both  eyes  ;  but  in  many  cases  this  is  absent  and  the 
discs  appear  quite  normal.  The  failure  of  vision  lasts  for  from  thirty-six  to 
forty-eight  hours,  and  then  slowly  disappears,  the  whole  attack  lasting,  as  a 
rule,  under  a  week.  In  the  majority  of  cases,  unless  there  is  some  definite 
injury  to  the  optic  nerve  or  retina  as  the  result  of  retinitis,  the  vision  recovers 
entirely.     In  some  cases  of  uraemia  the  blindness  is  complete. 

3.  Amblyopia  with  Nystagmus  is  usually  associated  with  evidence  of  visual 
affections  in  very  early  life.  At  birth,  fixation  is  not  developed,  and  the  higher 
visual  acuity  is  only  acquired  after  the  first  few  months  of  infant  life.  Any 
affection  of  the  eyes,  therefore,  that  obscures  the  vision  during  the  earlier  weeks 
or  months  of  life,  prevents  the  due  development  of  central  vision  and  leads  to  a 
permanent  amblyopia,  as  a  rule  associated  with  nystagmus.  Such  affections 
are  ophthalmia  neonatorum,  which  leaves  more  or  less  corneal  opacity  ;  j)erfora- 
tion  of  the  cornea  with  anterior  polar  cataract  as  the  result  of  this  ophthalmia  ; 
congenital  defects,  such  as  a  persistent  hyaloid  artery  or  macular  coloboma  : 
and  any  retinitis  or  choroiditis  affecting  the  region  of  the  yellow  s|x>t. 

4.  The  Amblyopia  due  to  Lead,  Alcohol,  Tobaeco,  Quinine,  or  Atoxyl,  is  usually 
described  as  a  toxic  amblyopia,  and  the  symptoms  are  somewhat  similar  in  all  thw? 
varieties.  In  tobacco  amblyopia  there  is  a  central  loss  of  vision  for  colours,  green 
only  in  the  earlier  stages,  subsequently  green  and  red,  and  in  extreme  cases 
even  a  central  scotoma  for  white  ;  total  blindness  is  practically  unknown.  The 
patient  also  states  that  he  sees  better  in  a  dull  than  in  a  bright  light,  and  that 
he  is  incapable  of  reading  or  writing,  or  distinguishing  silver  from  gold  coins. 
The  ocular  signs  are  usually  very  slight,  being  limited  to  some  redness  and 
blurring  of  the  optic  disc  in  early  cases,  or  pallor  of  the  outer  side  of  the  disc 
in  later  stages.  Alcoholic  amblyopia  resembles  in  most  of  its  symptoms  the 
amblyopia  due  to  tobacco,  though  vision  for  red  is  usually  lost  before  vision 
for  green.  Amblyopia  due  to  lead,  quinine  or  atoxyl  is  rare,  but  it  is  also  usually 
characterized  by  a  central  scotoma  associated  with  some  slight  optic  neuritis  or 
atrophy. 

5.  The  Amblyopia  of  Migraine  is  usually  transitory,  and  may  occur  either  in 
the  form  of  a  central  scolorcva.»  Y\t"Kv\2LTvo^\a,  or  monocular  blindness.     It  is  more 
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rarely  seen  in  the  form  of  a  quadrant  hemianopia  or  a  ring  scotoma.  In  all 
cases  the  diagnosis  is  comparatively  easy,  as  the  amblyopia  seldom  lasts  more 
than  a  few  minutes,  and  is  followed  later  by  the  characteristic  headache  and 
sickness  of  migraine. 

6.  Amblyopia  has  also  been  described  as  due  to  disease  of  the  Visual  Cortex, 
and  rare  cases  have  been  described  of  a  Crossed  Amblyopia,  or  defect  of  vision 
in  one  eye  due  to  disease  of  the  visual  cortex  of  the  other.  The  loss  of  vision 
is,  however,  usually  associated  with  some  slight  defect  of  vision  in  the  opposite 
eye,  and  hemianopia  is  much  more  commonly  the  symptom  of  disease  of  the 
visual  cortex. 

7.  Hysterieal  Amblyopia  may,  like  other  hysterical  affections,  take  various 
forms,  such  as  loss  of  visual  acuity,  a  loss  of  colour  vision,  or  diminution  in  the 
visual  field.  The  characteristic  form  of  the  visual  field  in  hysteria  is  either  a 
spiral  contraction  or  an  extreme  concentric  limitation.  The  symptoms,  however, 
vary  very  much  at  different  examinations,  a  point  of  much  importance  in 
diagnosis.  In  certain  cases  there  may  be  a  functional  loss  of  vision  in  one  ot 
both  eyes,  which  can  be  recognized  as  hysterical  by  the  employment  of  Snellen's 
coloured  types  or  some  other  device  for  deceiving  the  patient. 

C. — Partial    Blindness. 

This  may  be  (i)  Definite^  or  (2)  Indefinite. 

I.  Definite:   (a)  Hemianopia;  (6)  Central  scotoma  \  (c)  Peripheral  constriction . 

(a).  Hemianopia  (see  Hemianopsia). 

(6).  Centred  Scotoma. — A  scotoma  is  a  local  defect  in  the  visual  field,  and,  from 
its  position,  may  be  either  central  or  peripheral ;  it  may  also  be  negative  or 
positive.  A  negative  scotoma  is  one  where  the  defect  of  vision  exists,  but  where 
the  patient  notices  nothing  abnormal.  The  best  example  of  a  negative  scotoma 
is  the  blind  spot  in  the  field  of  vision  caused  by  the  entrance  of  the  optic  nerve. 
This  area  is  blind,  but  the  individual  is  not  conscious  of  any  visual  defect. 
Scotomata  of  this  character  exist  where  there  is  some  injury  of  the  visual 
layers  of  the  retina  itself,  or  of  the  optic  nerve  or  tract. 

A  positive  scotoma  is  one  in  which  the  visual  defect  is  noticed  as  a  black  or 
coloured  spot  or  cloud  which  obscures  the  vision  in  some  part  of  the  visual  field. 
Such  positive  scotomata  are  due  to  lesions  of  the  retina,  such  as  haemorrhages 
or  patches  of  pigment  which  do  not  destroy  the  visual  layers.  Vision  still 
remains ;  but  it  is  obscured  by  some  unusual  opacity  in  the  retina  itself  or  in 
the  adjacent  portion  of  the  vitreous. 

Scotomata  frequently  exist  in  the  peripheral  portion  of  the  field  of  vision 
without  being  noticed,  as  they  are  of  little  importance  in  direct  vision,  and  are 
not  discovered  unless  carefully  looked  for.  A  central  scotoma,  on  the  other 
hand,  is  noticed  at  once,  however  minute,  because  it  affects  direct  vision  and 
produces  a  considerable  defect  in  the  visual  acuity.  A  central  scotoma  may 
be  either  relative  or  absolute,  and  may  exist  for  colours  only  or  for  objects. 
Central  loss  of  vision  for  colours,  more  particularly  red  and  green,  is  associated 
with  tobacco  and  cdcohol  poisoning.  The  colours  cannot  be  recognized  in  small 
objects  when  directly  looked  at,  though  a  red  or  green  object  in  the  peripheral 
portion  of  the  field  of  vision  will  be  recognized  as  such.  This  scotoma  is 
associated  with  greater  or  less  diminution  of  the  general  visual  acuity,  and  vision 
in  such  cases  is  generally  better  in  a  dull  than  in  a  bright  light. 

Absolute  central  scotomata  are  met  with  in  disseminated  sclerosis ^  in  certain 
forms  of  hereditary  optic  atrophy,  and  may  persist  after  the  acute  affection  of  the 
optic  nerve  known  as  retrobulbar  neuritis,  or  in  rare  cases  after  severe  attacks 
of  migraine.  In  nearly  25  per  cent  of  all  cases  of  disseminated  sclerosis  a 
central  scotoma  exists,  and   the  diagnosis  in  sucb.  a.  cacae  v? iK^  \it  coTkS>x\s^fc'^  \s^ 
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its  association  with  the  general  symptoms  of  the  disease  and  w-ith  other 
ocular  symptoms,  such  as  optic  atrophy,  paralysis  of  accommodation,  paral^'^s 
•  of  the  extrinsic  ocular  movements,  or  nystagmus.  There  is  usually  some 
pallor  of  the  optic  disc,  though  this  is  no  indication  as  to  the  amount  of  visual 
defect.  The  diagnosis  of  a  hereditary  optic  atrophy  depends  to  a  great  extent 
upon  the  history  of  a  similar  affection  among  family  relations  and  its  usual 
period  of  incidence,  namely,  early  adult  life.  It  is  associated  with  either  neuritis 
li*  I  or  atrophy  of  the  optic  disc.    Retrobtdbar  neuritis  usually  occurs  in  young  adults, 

commonly  attacks  one  eye  only,  and  is  sudden  in  its  onset,  vision  failing  from 
normal  to  no  perception  of  light  in  a  few  hours.  In  the  great  majority  of  cases 
vision  commences  to  return  after  the  lapse  of  a  day  or  two,  and  is  ultimately 
restored  in  a  fortnight  or  three  weeks.  If  any  defect  remains  it  is  usually 
;  central,  and  is  due  to  some  injury  to  those  axial  fibres  of  the  optic  nerve  which 

supply  the  macular  region.     Central  scotomata  after  migraine  are  rare,  but  may 
j,  be  ascribed  to  that  cause  when  there  is  a  definite  history  of  sudden  loss  of  sight 

'  associated  with  the  characteristic  hemicrania  and  vomiting.     It  is  to  be  noted 

that  central  scotomata  are  not  always  easy  to  map  out  on  a  chart,  owing  to 
the  patient's  loss  of    power  of  fixation  ;    a  careful  use  of   the   perimeter    bv 
.'  an  experienced  observer   is   necessary.     A   small  central  scotoma  may   cause 

i '  considerable  failure  of  vision,  even  though  it  is  too  small  to  chart  on  the  ordinary 

.'  perimeter.      Scotomata  may  also  be  paracentral^  in  the  immediate  neighbour- 

hood of  the  fixation  point  but  not  actually  upon  it,  or  may  take  an  annular  or 
*'-  ring  form. 

i  (c).  Peripheral  constriction. — Peripheral  constriction  of  the  visual  held  occurs 

\    '  commonly  in  affections  such  as  acute  or  chronic  glaucoma,  optic  atrophy,  dissemi- 

;•  nate  choroido-retinitis,  retinitis  pigmentosa,  and  various  functional  conditions.    The 

constriction  of  the  visual  field  in  glaucoma  is  usually  most  marked  on  the  nasal 
side,  and  can  be  recognized  from  its  association  with  the  acute  symptoms  of 
glaucoma,  the  circumcorneal  injection,  steamy  insensitive  cornea,  dUated  fixed 
pupil,  hazy  vitreous,  and  general  symptoms  such  as  trigeminal  neuralgia,  head- 
ache, and  sickness.  In  chronic  glaucoma  it  will  also  be  associated  with  atrophy 
and  cupping  of  the  optic  disc  (Plate  VIII,  Fig.  V),  Central  vision  may  remain 
quite  good,  even  though  the  field  of  vision  is  extremely  limited.  The  field  of 
vision  is,  as  a  rule,  most  limited  in  retinitis  pigmentosa,  where  the  failure  of  sight 
will  be  found  to  be  associated  with  night-blindness  and  characteristic  ophthalmo- 
scopic appearances,  a  small,  ill-defined,  waxy-looking  disc,  slender  vessels,  and 
diffuse  superficial  pigmentation  of  the  p>eriphery,  the  retina  in  patches  resembling 
Haversian  bone  corpuscles.  This  condition  often  occurs  in  two  or  more  members 
of  the  same  family,  and  may  exist  where  the  parents  have  been  first  cousins. 
A  limitation  of  the  field  similar  to  that  of  retinitis  pigmentosa  is  often  met  with 
in  cases  of  disseminate  choroido-retinitis  [Plate  VII,  Fig.  G)  and  consequent  optic 
atrophy ;  but  may  be  distinguished  from  it  by  abundant  evidence  in  the  eve 
of  deeper  changes  in  the  retina  and  choroid.  Constriction  of  the  field  of 
vision  may  also  occur  in  certain  functional  states,  but  may,  as  a  rule,  be 
recognized  by  its  variable  character  and  the  absence  of  all  evidence  of  organic 
ocular  or  general  nervous  disease. 

2.  Indefinite. — A  defective  visual  acuity  may  exist  with  no  evidence  of  anv 
ocular  or  nervous  disease  (see  Amblyopia,  p.  836).  Defective  vision  may  also  be 
due  to  errors  of  refraction,  to  opacities  of  the  cornea,  aqueous,  lens,  or  vitreous, 
to  affections  of  the  choroid  and  retina,  and  to  lesions  of  the  optic  nerve. 
Opacities  of  the  cornea  can  easily  be  recognized  on  illumination  of  the  eye 
with  a  strong  light  concentrated  by  a  lens,  and  intra-ocular  causes  of  defective 
vision  can  be  discovered  by  ophthalmoscopic  examination.  Detailed  differ- 
ential diagnosis  oi  a\\  the  ocM\ax  ca.Msea  oi  dvcaiuished  vision  requires  a  special 
Jmowledge  of  ophthalmoVogy. 
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D. — Complete  Blindness. 

Total  loss  of  vision,  blindness,  or  amaurosis,  may  be  (i)  Bilateral,  (2)  Uni- 
lateral. 

1.  Bilateral  Blindness. — Total  blindness  in  both  eyes  may  be  congenital  or 
acquired.  Congenital  blindness  may  be  due  either  to  absence  of  the  eyes  them- 
selves, congenital  anophthalmos,  or  to  congenital  defects  in  the  development  of  ^ 
the  eyes  themselves.  Nearly  90  per  cent  of  all  cases  of  total  blindness  in  the 
United  Kingdom  are  due  to  the  ophthalmia  of  the  new-born.  Such  cases  can  be 
recognized  by  the  history  of  profuse  inflammation  or  discharge  shortly  after 
birth,  by  the  diffuse  opacity  on  the  surface  of  the  cornea,  associated,  in  some 
cases,  with  thinning  and  protrusion  of  the  anterior  part  of  the  eye,  and  more 

or  less  nystagmus. 

Total  blindness  may  also  be  caused  by  bilateral  inflammatory  affections  of  the 
eyes,  such  as  iritis  with  blockage  of  the  pupils  and  consequent  glaucoma,  or 
ultimate  shrinking  of  the  eyes,  bilateral  primary  glaucoma,  optic  atrophy,  or 
lesions  of  the  optic  chiasma.  It  is  seldom  due  to  lesions  of  the  optic  tracts,  as 
this  would  only  be  caused  by  a  bilateral  lesion  totally  destroying  the  optic  tract 
on  both  sides. 

Total  blindness  of  a  transient  nature  may  also  occur  in  renal  disease,  and  is 
termed  uramic  amaurosis.  This  condition  is  recognized  by  its  association  with 
the  symptoms  of  renal  disease,  whether  in  pregnancy  or  not,  and  by  its  sudden 
onset  and  short  duration,  the  whole  attack  as  a  rule  lasting  not  more  than  four 
or  five  days.  In  the  majority  of  cases  there  is  some  evidence  of  renal  retinitis, 
though  in  others  the  eyes  are  normal.  The  pupils  usually  react  to  light,  though 
occasionally  the  light  reflex  is  absent. 

Another  form  of  transient  blindness  occasionally  met  with,  is  apparently  due 
to  spasm  of  the  retinal  arteries.  In  these  cases  the  loss  of  vision  may  last  only  a 
few  hours,  and  during  its  continuance  it  will  be  found  that  the  retinal  arteries  are 
of  a  very  slender  calibre.  It  is  to  be  noted  that  no  cataract  ever  causes  total 
blindness.  Provided  that  the  rest  of  the  eye  is  normal,  a  patient  with  the  densest 
cataract  can  always  p>erceive  light,  and  also  has  the  power  of  projection,  or  the 
recognition  of  the  direction  from  which  the  ray  of  light  is  coming. 

2.  Unilateral  Blindness. — It  is  evident  that  unilateral  blindness  must  be 
due  to  some  lesion  in  the%ye  itself,  or  between  the  eye  and  the  optic  chiasma. 
Lesions  of  the  optic  tract  above  the  chiasma  do  not  cause  monocular  blindness, 
but  Hemianopsia  {q.v.).    Monocular  blindness  may  be  either  sudden  or  gradual. 

Gradual  blindness  may  be  due  to  any  of  the  inflammatory  affections  of  the  eye 
mentioned  above,  or  to  such  progressive  diseases  as  optic  atrophy  or  glaucoma. 
Sudden  blindness  in  one  eye  may  be  due  to  one  of  the  following  causes  : — 
Detachment  of  the  retina  {Plate  VIII,  Fig.  t) 
Embolism  of  the  central  artery  {Plate  VIII,  Fig.  s) 
Thrombosis  of  the  central  vein  {Plate  VIII,  Fig.  0) 
Vitreous  haemorrhage 
Acute  glaucoma  {Plate  VIII,  Fig.  v) 
Injury  to  the  optic  nerve  due  to  an  accident  or  fracture  of  the  base  of  the 

skull 
Compression   of   the   optic  nerve  from  haemorrhage  or    dilatation  of   the 

nasal  sinuses 
Retrobulbar  neuritis 
Migraine. 

The  diagnosis  of  the  majority  of  these  causes  i^  simple,  owing  to  the 
characteristic  ocular  or  ophthalmoscopic  appearances.  The  only  cases  which 
present  any  obscurity  are  those  in  which  there  is  sudden  lo^s*  oi  N\^\crcv  ^^.'Octfa^i^.         j 
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any  visible  ocular  changes.  These  cases  are  usually  due  to  retrobulbar 
neuritis,  an  acute  affection  of  the  optic  nerve  of  obscure  origin,  characterized  by 
sudden  loss  of  sight,  with  some  pain  and  tenderness  on  movement  of  the  e\*e. 
The  loss  of  vision  as  a  rule  lasts  for  not  more  than  twenty-four  or  thirty-six  hours, 
and  coincidently  with  the  return  of  vision,  more  or  less  definite  neuritis  appears 
at  the  optic  disc  {Plate  VII ,  Fig.  K).  In  the  majority  of  cases  vision  entirely 
returns,  but  if  there  is  a  permanent  defect,  it  usually  takes  the  form  of  a 
central  scotoma. 

Blindness  due  to  compression  of  the  optic  nerve  by  dilaiation  of  the  accrsson 
nasal  sinuses  can  only  be  recognized  after  a  thorough  examination  of  the  nasal 
passages  ;  sinus  disease  of  any  duration  is  always  accompanied  by  certain  well- 
defined  appearances  in  the  nose  itself. 

Monocular  blindness  may  also  occur  in  migraine,  but  in  these  cases  it  is  of 
extremely  short  duration,  seldom  more  than  ten  minutes  or  a  quarter  of  an 
hour,  and  is  followed  by  the  characteristic  headache  and  sickness. 

E. — Colour    Blindness. 

Defects  in  colour  vision  may  be  either  congenital  or  acquired.  In  congenital 
colour  blindness  there  is  inability  to  recognize  in  the  spectrum  the  six  or  seven 
definitely  distinct  colours  which  may  be  apparent  to  a  normal  eye.  The 
commoner  cases  of  colour  blindness  are  those  who  can  only  see  three  colours 
in  varying  shades  of  black  and  white,  or  people  who  can  only  distinguish  two 
colours,  the  spectrum  being  made  up  of  yellow  and  blue,  the  one  gradually 
passing  into  the  other.  Red,  orange,  yellow,  and  green  are  seen  as  one  colour, 
blue  and  violet  as  the  other.  Scarlet  and  grass-green  api>ear  very  similar  to 
these  persons. 

Cases  of  congenital  colour  blindness  can  be  recognized  by  examination  with 
coloured  wools,  as  in  Holmgren's  test,  or  with  much  more  precision  and  certainty 
in  a  dark  room  by  means  of  a  lantern  with  properly  coloured  glasses. 

Acquired  loss  of  colour  vision  may  also  occur  in  tobacco  blindness  or  in  optic 
atrophy. 

Colonr  Defeets. 

Rainbow  Vision. — Objects,  especially  lights,  may  be  seen  surrounded  by  a 
ring  containing  the  colours  of  the  spectrum.  The  causes  of  this  are,  as  a  rule, 
either  conjunctivitis — in  which  there  is  a  thin  film  of  mucus  on  the  surface  of  the 
conjunctiva — or  glaucoma.  The  diagnosis  in  the  two  cases  should  present  no 
diflSculty,  because  the  rainbow  vision  of  glaucoma  will  be  associated  \vith  the 
other  important  symptoms  of  this  disease,  viz.,  steaminess  or  lack  of  brilliancy 
in  the  cornea,  a  shallow  anterior  chamber,  dilatation  of  the  pupil,  and  some 
limitation  of  the  field  of  vision,  especially  on  the  nasal  side. 

Erytkropsia,  or  red  vision,  occurs  after  prolonged  exposure  to  white  or  violet 
light  in  conditions  such  as  electric  or  snow  blindness.  It  is  accomi>anied  bv 
much  inflammation  and  redness  of  the  eyes,  conjunctival  discharge,  and 
intolerance  of  light.  It  may  also  occur  in  slight  vitreous  or  retinal  haemorrhages, 
though  in  severe  vitreous  haemorrhages  vision  is  entirely  aboli.shed.  Erythroi>sia. 
and  in  some  cases  blue  vision,  may  occur  after  cataract  extraction,  and  ap|>ears 
to  be  due  to  some  fatigue  of  the  retina. 

Xanthopsia,  or  yellow  vision,  may  occur  in  jaundice  or  in  poisoning  by  santonin, 
amyl  nitrite,  cannabis  indica,  or  picric  acid. 

F. — Abnormal    Sensations   of   Size. 

Objects  may  appear  rapidly  to  increase  or  diminish  in  size  in  the  preliminary 
stages  of  an  attack  of  epilepsy  ;  and  this  variation  in  size  of  objects  is  a  fairly 
common  symptom  in  the  s\\g)\t  deVVcVvim.  oV  m\a.w^^  V^tstV\st  ^vs^cder s .     Micropsia , 
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or  abnormal  diminution  in  the  size  of  objects,  also  occurs  to  many  normal  people 
during  the  act  of  reading.  The  book  appears  suddenly  to  recede  to  a  great 
distance,  and  it  and  the  type  appear  extremely  minute,  though  absolutely  clear. 
No  satisfactory  cause  has  yet  been  adduced  for  this  phenomenon.  It  may  be 
relieved  by  a  momentary  rest,  and  is  of  no  pathological  significance.  A  similar 
condition  may  be  produced  by  the  use  of  certain  drugs,  particularly  cannabis 
indica  and  its  products. 

G. — Day-blindness    and    Night-blindness. 

Day-blindness,  or  hetneralopia,  is  caused  most  commonly  by  tobacco  poisoning, 
it  being  probable  that  this  condition  is  due  to  a  direct  poisoning  of  the 
retinal  cones,  which  are  endowed  with  the  faculty  of  effective  vision  in  lights 
of  high  brilliancy.  In  snow  blindness,  also,  vision  improves  directly  the  light 
begins  to  fail,  and  defective  vision  in  bright  light  is  a  common  symptom 
of  albinism.  Except  in  the  case  of  albinos,  the  retina  may  show  no 
abnormal  signs. 

Night-blindness,  or  nyctalopia,  occurs  most  frequently  in  retinitis  pigmentosa, 
in  which  on  ophthalmoscopic  examination,  the  characteristic  appearance  of  a 
small  ill-defined  optic  disc,  thin  thready  arteries  and  veins,  and  the  characteristic 
spider-like  pigment  cells  may  be  seen  at  the  periphery  of  the  fundus.  It  also 
occurs  in  cases  of  disseminate  choroido-retinitis,  and  in  scurvy.  Patients  suffering 
from  high  myopia  may  also  sufifer  from  defective  vision  in  dim  lights. 

Herbert  L.  Eason. 
VISION,  DOUBLE.— (See  Diplopia.) 

VOICE,  ABNORMALITIES  OF  THE. — (See  Speech.  Abnormalities  of.) 

VOMITING.  —  Strictly  speaking,  the  term  vomiting  implies  the  return  and 
expulsion  from  the  mouth  of  part  or  the  whole  of  the  stomach  contents. 

There  are  several  conditions  in  which  vomiting  may  be  simulated  closely, 
although  the  vomited  matter  has  never  reached  the  stomach.  It  will  be  con- 
venient to  deal  with  these  before  discussing  the  causes  and  differential  diagnosis 
of  true  vomiting  or  gastric  regurgitation. 

In  certain  diseases  of  the  oesophagus y  food  may  be  swallowed  and,  after  a 
varying  interval  of  time,  brought  up  again.     These  conditions  are  : 


Malignant  disease 
Fibrous  stricture 
Spasm 


Pressure    from   without,    as    by 

aneurysm,  new  growth,  etc. 
"  Idiopathic  "  dilatation 
Diverticula — "  pressure  "  pouches. 

If  the  obstruction  be  of  long  standing,  and  near  the  lower  end  of  the  oesophagus, 
the  interval  between  taking  food  and  its  regurgitation  may  be  prolonged  consider- 
ably, especially  in  cases  in  which  the  lumen  has  undergone  much  dilatation. 
This  may  occur  with  fibrous  stricture,  slow-growing  carcinoma,  or  the  very  rare 
cases  known  as  "  idiopathic  "  dilatation  of  the  oesophagus. 

A  "  pressure  "  pouch  produced  by  a  hernia-like  protrusion  of  the  mucous 
membrane  through  the  muscular  coats  of  the  upper  part  of  the  oesophagus, 
becomes  filled  gradually  and,  in  addition  to  dysphagia  caused  by  the  pressure 
it  exerts  on  the  oesophagus  below,  may  simulate  vomiting  when  its  contents 
are  voided. 

The  differential  diagnosis  of  these  oesophageal  causes  of  vomiting,  or  rather 
regurgitation,  is  usually  easy.     The  returned  matter  is  practically  unaltered, 
and  is  undigested.     It  may  be  diluted  freely  with  mucus.     Blood  may  be  ^resAv^^, 
and  even  portions  of  growth  in  cases  oi  catcmonv^.      \tv  o^^jO'^'ssA^^'siN^  ^^n^Os^r.'s*., 
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food  may  be  retained  lor  long  periods  and  returned  unchanged.  The  most 
important  point  to  recognize  is,  that  in  such  oesophageal  conditions  the  returned 
matter  is  alkaUne  or  neutral  in  reaction.  The  diagnosis  is  confirmed  by 
examination  with  a  bougie,  or  by  the  ^-rays  after  administration  of  bismuth 
emulsion. 

Further,  certain  individuals  may  acquire"  the  power  of  voluntarily  causing  a 
regurgitation  of  portions  of  the  stomach  contents  into  the  mouth,  "which  may  be 
ejected  or  again  swallowed,  sometimes  after  further  mastication.  There  is  no 
accompanying  nausea.  This  condition,  known  as  "  rumination  "  or  '*  Mery- 
ciSM  "  ig.v.),  must  be  distinguished  from  vomiting. 

Mention  must  also  be  made  of  conditions  in  which  the  mechanism  of  degluti- 
tion is  deranged,  and  in  which  swallowing  is  interfered  with  to  such  an  extent 
that  the  food  or  drink  is  returned.  This  may  occur  in  cases  of  bulbar  paralysis, 
myasthenia  gravis,  etc.  Again,  in  diphtheritic  paralysis  the  return  of  fluids 
through  the  nose,  owing  to  the  paralysis  of  the  soft  palate,  may  be  mistaken  for 
vomiting.  A  similar  mistake  has  been  made  in  cases  the  writer  has  met  with  of 
bronchiectasis  in  which,  during  the  act  of  coughing,  large  quantities  of  pus  have 
gushed  up,  not  only  from  the  mouth  but  also  through  the  nose. 

The  regurgitation  of  milk  in  healthy  breast-  or  bottle-fed  infants  after 
a  hearty  meal  is  met  with  frequently,  and  is  often  wrongly  regarded  as 
vomiting.  It  is  due  to  simple  overfilling,  or  sometimes  to  too  rapid  feeding : 
air  that  has  been  swallowed  is  belched  up,  and  drives  out  some  of  the 
milk  with  it. 

A  brief  account  of  the  mechanism  of  vomiting  will  facilitate  a  classification  of 
its  causes.  The  parts  concerned  are  the  muscular  coats  of  the  stomach ;  the 
sphincter  at  the  cardiac  orifice  ;  the  diaphragm,  and  the  abdominal  muscles : 
the  vomiting  centre  situated  in  the  medulla  ;  the  efferent  nerve  fibres  in  the 
vagus  supplying  the  musculature  of  the  stomach ;  the  phrenics  to  the  diaphragm ; 
and  the  spinal  nerves  supplying  the  abdominal  muscles. 

In  the  act  of  vomiting,  the  walls  of  the  stomach  contract,  the  diaphragm  is 
pushed  violently  downwards  in  full  inspiratory  position,  while  powerful  contrac- 
tions of  the  abdominal  muscles  take  place.  At  the  same  time  the  cardiac 
sphincter  is  relaxed,  and  the  gastric  contents  are  expelled,  chiefly  as  the  result 
of  the  pressure  thus  exerted  on  the  stomach  by  the  diaphragm  and  the  abdominal 
muscles,  aided  to  some  extent  by  reversed  peristalsis.  The  pyloric  sphincter  is 
usually  closed,  but  it  may  become  relaxed,  in  which  case  bile  and  intestinal 
contents  may  enter  the  stomach  and  be  found  in  the  vomit.  The  vomiting 
centre  may  be  excited  to  action  by  stimuli  reaching  it  from  the  stomach  itself, 
by  afferent  fibres  in  the  vagus,  or  from  other  parts  by  many  different  afferent 
channels.  The  centre  may  also  be  thrown  into  action  by  toxic  substances  acting 
on  it  directly. 

In  retching,  forcible  contraction  of  the  stomach  wall,  and  of  the  diaphrag^m  and 
abdominal  muscles  takes  place  as  in  vomiting,  but  there  is  no  relaxation  of  the 
sphincter.  In  the  condition  known  as  waterbrash  or  pyrosis,  in  which  a  quantity 
of  clear  fluid  is  brought  up  into  the  mouth,  usually  on  rising  in  the  morning,  the 
complete  act  of  vomiting  does  not  occur  ;  relaxation  of  the  cardiac  sphincter 
takes  place  without  obvious  attendant  muscular  contraction  of  the  stomach 
or  of  its  auxiliaries,  the  diaphragm  and  the  abdominal  muscles. 

It  is  obvious  from  the  above  that  the  causes  of  vomiting  must  fall  into  two 
great  groups  :  (I)  Those  acting  directly  on  the  vomiting  centre,  such  as  certain 
poisons,  e.g.,  apomorphine  ;  (II)  Those  acting  refiexly  on  the  centre.  The  second 
group  is  a  very  large  one,  as  it  includes  practically  all  the  pathological  states 
of  the  stomach,  many  visceral  diseases,  disturbances  of  special  senses,  etc.,  as 
will  be  seen  later. 


VOMITING 


843 


I. — Central   Causes. 


Certain  drugs — 

Apomorphine 

Tobacco 

Anaesthetics 
Uraemia 
Diabetes 
Acute  yellow  atrophy  of  the  liver 


Addison's  disease 

Onset  of  acute  infections,  especially 
in  children 

Pregnancy 

Recurrent,  periodic  or  cyclical  vomit- 
ing in  children. 


There  may  be  some  doubt  as  to  whether  Addison's  disease,  pregnancy, 
and  recurrent  vomiting  should  be  included  in  this  group,  as  their  pathology 
is  not  fully  known.  The  vomiting  of  pregnancy  may  be  partly  reflex ; 
but  there  is  strong  evidence  that  a  toxic  element  exists,  and  is  probably 
the  chief  exciting  cause.  The  differential  diagnosis  of  these  conditions 
presents  little  difficulty.  The  examination  of  the  urine  will  give  evidence 
of  the  existence  of  renal  disease  in  ursemic  vomiting,  and  the  onset  of 
drowsiness  and  coma  in  a  diabetic  patient  may  be  attended  by  vomitmg. 
Persistent  vomiting  occurring  in  a  case  of  jaundice  of  apparently  the 
common  catarrhal  variety  should  arouse  suspicion  of  its  proving  acute 
yellow  atrophy.  The  size  of  the  liver  should  be  determined  carefully,  and 
any  diminution  noted  ;  the  urine  should  be  examined  for  leucin  and  tyrosin. 
Vomiting  associated  with  asthenia,  characteristic  pigmentation  of  skin  and 
buccal  mucosa,  and  a  persistent  low  blood-pressure  would  be  diagnostic  of 
Addison's  disease.  The  form  of  vomiting  met  with  in  young  children,  termed 
"  periodic,"  or  "  cyclical,"  is  very  severe,  and  is  accompanied  by  great  wasting. 
The  s>miptoms  pass  off  after  a  few  days,  but  tend  to  recur  at  intervals  of  months. 
The  urine  during  the  attacks  often  contains  acetone  and  diacetic  acid,  and 
the  condition  may  be  regarded  as  an  autointoxication,  probably  an  acidosis 
(see  Acetonuria).  The  vomiting  so  frequently  met  with  as  one  of  the  earliest 
symptoms  in  specific  fevers,  especially  in  children,  is  chiefly  due  to  the  direct 
action  of  the  specific  toxin  on  the  cerebral  centre,  though  reflex  action  may 
also  have  a  share  in  it.  The  diagnosis  does  not  usually  present  difficulty; 
the  acute  onset,  vomiting,  general  malaise,  headache,  pyrexia,  sore  throat, 
rash,  etc.,  speedily  give  the  clue  to  the  cause  of  the  vomiting.  In  older 
patients,  scarlet  fever  is  the  commonest  specific  fever  to  begin  with  nausea 
and  vomiting. 

We  must  next  consider  the  chief  characteristics  of  the  vomiting  due  to  reflex 
causes. 


II. — Reflex    Vomiting. 


I.  Gastrle  Causes. 

Irritating  articles  of  food  (hard, 

indigestible  substances) 
Emetics,  such  as  zinc   sulphate, 

mustard,  etc. 
Poisons :   Corrosives,  irritants 
Gastritis : 

(a)  Acute  :   (i)  Simple, 

(ii)  Phlegmonous 

(b)  Chronic 

Dilatation  and  "  hour-glass  "  con- 
traction 


Pyloric  obstruction : 

Malignant  disease 

Fibrous  stricture 

"  Hypertrophic  stenosis"  in  infants 

Pressure  on  pylorus  from  without 
Venous    congestion,    as    in    morbus 

cordis,  portal  obstruction,  cirrhosis 

of  Uver 
Ulcer 
Malignant  disease. 
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2.  Intestinal,  Peritoneal,  and  General  Visceral  Causes. 


Intestinal  obstruction 

Appendicitis 

Intestinal  worms 

Following  administration  of 

enemata 
Henoch's  purpura 
Peritonitis 
Biliary  colic 
Renal   colic — movable   kidney 

("  Dietl's  crises  ") 
Acute  pancreatitis 
Certain  conditions  of  the  female 
genital  organs : 

Pregnancy 

Retroversion  of  the  uterus 

Ovarian  disease 

Extra- uterine  gestation 

3.  Affections  of  the  Central  Nervous  System. 

Special  Senses  : — 

OfiEensive  smells,  tastes,  repulsive  sights. 
Brain  : — 

Concussion 

Cerebral  tumour  or  abscess 

Meningitis 

Hydrocephaly 

Cerebral  hxmorrhage 

Thrombosis  of  cerebral  sinuses 

Spinal  Cord : — 

Tabes  dorsalis,  gastric  crises. 


Phthisis — vomiting  may  be  of  central 
origin  or  due  to    irritation  of  the 
bronchi  or  fauces 
Irritation  of  the  fauces  or  bronchi  by 
direct   stimulation,    or    by    severe 
coughing : 
Pertussis 
Bronchiectasis 
Fibroid  lung 
Shock  —  blows  on    the    epigastrium, 
injury  of  a  testicle,    a   kick  upon 
the  internal  semilunar  cai"tilage  of 
the  knee,  etc. 


Middle-ear  disease ;     M^ni^re's 

disease 
Migraine 
Epilepsy 
Sea-sickness 
Functional  or  hysterical  vomiting. 


Certain  general  lines  may  be  laid  down  of  great  importance  in  the  accurate 
diagnosis  of  the  cause  of  vomiting.  Attention  should  be  paid  to  its  relation  to 
food,  if  any,  and  at  what  interval  after  a  meal  it  occurs ;  whether  preceded  or 
not  by  pain  ;  vwhether  attended  or  not  by  nausea.  The  absence  of  nausea  is  a 
point  of  great  significance ;  this  is  usually  present  in  vomiting  due  to  abnormal 
states  of  the  alimentary  tract  and  visceral  organs,  but  is  often  absent  in  diseases 
of  the  brain. 

The  vomited  matter  should  be  inspected  carefully,  and  its  quantity  and 
general  character  noted.  Alcohol,  and  certain  poisons  such  as  carbolic  acid  and 
prussic  acid,  may  be  recognized  by  their  smell,  or  a  faecal  odour  may  be  dis- 
tinguished. Blood  may  be  present,  either  dark  or  bright  red,  or  dark  brown, 
resembhng  cofiee-grounds.  Slight  streaks  of  blood  are  common  with  severe 
vomiting,  and  are  usually  due  to  rupture  of  small  vessels  in  the  oesophagus  or 
pharynx.  In  whooping-cough,  blood  is  often  mixed  with  mucus  from  the 
respiratory  passages,  and  the  contents  of  the  stomach  are  ejected  during  the 
paroxysms.  The  condition  of  the  food  remains  should  be  noted  carefully  ;  the 
presence  of  substances,  such  as  currants  or  seeds,  taken  it  may  be  many  hours 
or  some  days  previously,  would  point  to  motor  insufficiency  of  the  stomach, 
either  with  or  without  pyloric  obstruction  ;  shreds  of  meat  returned  unaltered 
some  hours  after  a  meal  indicate  deficient  protein  digestion. 

The  reaction  should  be  ascertained  :  in  corrosive  poisoning  this  may  be  strongly 
acid  or  alkaline  accordui^  \o  tYit  Voxvc.  ^%<e,TL\..    \\.  x^fc^d  ^tdly  be  said  that  in 
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any  case  of  suspected  poisoning  the  vomit  should  be  kept  lor  analysis.  Micro- 
scopical examination  may  show  sarcinae  {Fig.  92,  p.  267),  yeast  cells,  the  Oppler- 
Boas  bacillus,  or  cell  elements  from  a  malignant  growth.  Intestinal  contents 
may  be  mixed  with  the  vomit.  Bile  is  often  present  in  severe  or  protracted 
vomiting,  and  is  readily  recognized  by  its  colour  and  the  usual  tests.  Relaxation 
of  the  pyloric  orifice  in  such  cases  allows  of  the  return  of  the  duodenal  contents 
into  the  stomach.  Facal  matter,  when  present,  is  recognized  by  the  characteristic 
odour  and  the  brownish  coloration  it  imparts  to  the  vomit ;  it  usually  occurs 
as  the  result  of  intestinal  obstruction.  Gastro-colic  fistula  may  give  rise  to 
faecal  vomiting. 

I.  Gastric  Causes. — ^Most  corrosive  and  irritant  poisons  cause  vomiting  immedi- 
ately after  swallowing,  accompanied  by  intense  burning  pain  in  the  epigastrium. 
The  vomit  contains  food,  blood,  mucus,  and  may  have  the  characteristic 
odour  of  the  poison.  With  some  irritant  poisons,  e.g.,  arsenic,  or  phosphorus, 
the  vomiting  may  come  on  later  and  resemble  that  of  an  acute  gastritis. 
The  diagnosis  will  depend  largely  on  the  chemical  analysis  of  the  vomit,  and 
the  associated  signs  and  sjrmptoms. 

In  acute  gastritis  there  is  repeated  vomiting,  usually  very  severe,  and  attended 
by  nausea  and  abdominal  pain.  Vomiting  occurs  shortly  after  taking  food,  and 
causes  some  relief  of  pain.  The  vomited  matter  consists  at  first  of  food  ingested, 
later,  of  mucus  and  bile.  There  are  often  accompanying  diarrhoea  and  febrile 
disturbances,  especially  in  children.  In  the  phlegmonous  form  the  constitutional 
symptoms  are  exceedingly  grave  ;  pus  is  rarely  found  in  the  vomit,  bile  is  often 
present. 

In  chronic  gastritis  the  vomiting  is  associated  with  nausea  and  epigastric  pain. 
There  is  usually  much  flatulence.  The  vomited  matter  consists  of  partially 
digested  food,  mucus,  and  a  considerable  quantity  of  sour-smelling  fluid.  Hydro- 
chloric acid  is  usually  reduced  greatly  in  amount,  or  may  be  absent.  When 
dilatation  of  the  stom?xh  is  present,  the  quantity  of  fluid  ejected  is  often  very 
large  ;  portions  of  food  taken  many  hours  previously  may  be  returned.  Fer- 
mentation takes  place  in  the  stagnant  gastric  contents,  so  that  the  vomit,  when 
collected  in  a  glass  vessel,  often  shows  an  uppermost  layer  of  brown  froth,  a 
middle  greenish-grey  layer  of  fluid  containing  streaks  of  mucus,  and  below  this 
a  semi-solid  deposit  containing  food  remains,  sarcinae  {Fig,  92,  p.  267),  yeast 
cells,  and  bacteria  ;  chemical  tests  show  the  presence  of  lactic  acid  and  a 
diminution  or  absence  of  free  or  active  hydrochloric  acid. 

"  Hour-glass  "  contraction,  due  to  transverse  constriction  of  the  stomach  by 
fibrous  tissue,  may  be  a  cause  ol  vomiting  which  resembles  in  most  respects  that 
associated  with  dilatation. 

The  vomiting  due  to  pyloric  obstruction  in  adults  presents  no  characteristics 
other  than  those  associated  with  the  dilatation  of  the  stomach  which  usually 
results  from  it.  The  absence  of  free  hydrochloric  acid  in  the  vomit  would  favour 
the  diagnosis  of  carcinoma,  the  presence  of  free  hydrochloric  acid  that  of  fibrous 
stricture  ;  the  presence  of  the  Oppler-Boas  bacillus  is  regarded  by  many  as  dia- 
gnostic of  carcinoma.  Persistent  vomiting  in  young  infants,  especially  if  breast 
fed,  attended  with  wasting  and  constipation,  should  always  arouse  suspicions 
of  the  existence  of  "  hypertrophic  stenosis  of  the  pylorus."  The  vomiting  in  these 
cases  is  very  forcible,  the  milk  being  pumped  up  violently,  often  ver\'  shortly 
after  a  feed,  and  with  little  alteration.  Visible  gastric  peristalsis  and  the  presence 
of  a  small  tumour  in  the  epigastrium  would  complete  the  diagnosis. 

Vomiting  due  to  gastric  ulcer  (non-malignant)  is  very  common.  Pain  occurs 
soon  after  taking  food,  and  is  relieved  by  vomiting,  which  usually  occurs  within 
an  hour.     The  vomit  consists  of  food,  more  or  less  digested,  b.cc.ox^\ts%  \a  *Ccw^ 
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time  which  has  elapsed  after  a  meal.  It  almost  always  contains  at  least  the 
normal  quantity  of  free  hydrochloric  acid,  and  blood  may  be  present  in  varying 
quantity. 

With  malignant  dis^a^^— carcinoma  of  the  stomach — though  the  general 
character  of  the  vomit  may  be  very  similar  to  that  in  simple  ulcer,  there  is 
usually  a  great  diminution  or  complete  absence  of  free  hydrochloric  acid,  and 
lactic  acid  and  the  Oppler-Boas  bacillus  are  often  present.  Sarcinse  may  be 
present  also  when  there  is  accompanying  dilatation.  Occasionally  portions  ot 
the  growth  may  be  found  in  the  vomited  matter.  In  both  simple  and  malignant 
ulcer,  blood  may  be  detected  in  the  vomit  microscopically  or  spectroscopically 
(see  Blood  per  Anum)  when  it  is  not  recognizable  by  the  naked  eye, 

2.  Intestinal,  Peritoneal,  and  General  Visceral  Causes. — In  intestinal  obstruction 
vomiting  sets  in  after  an  interval,  the  length  of  which  may  depend  on  the 
situation  of  the  blocking.  The  vomiting  is  severe  and  persistent ;  the  contents 
of  the  stomach  are  returned  first,  and  later,  mucus,  bile,  and  intestinal  contents. 
Faecal  vomiting  should  be  recognized  at  once  by  its  odour  ;  obvious  pieces  ot 
faecal  matter  are  rarely  distinguishable,  but  the  vomit  may  have  a  b^ownis^h 
colour.  The  vomiting  is  more  severe  the  higher  the  obstruction  is  in  the 
intestinal  canal. 

Vomiting  is  commonly  present  in  appendicitis,  but  in  slight  cases  does  not 
persist  after  the  onset.  In  the  severe  forms  of  the  disease  the  vomiting  may 
be  a  prominent  symptom,  and  resemble  that  met  with  in  intestinal  obstruction  ; 
it  is  sometimes  faecal  in  character. 

Intestinal  worms  are  a  cause  of  vomiting  in  children,  probably  owing  to  the 
reflex  irritation  they  set  up.     Occasionally  a  round-worm  is  found  in  the  vomit. 

Enemata  in  certain  individuals  cause  vomiting,  and  rare  cases  have  been 
described  in  which  the  fluid  injected  per  rectum  has  been  returned  by  the 
mouth. 

Vomiting  is  a  common  symptom  in  the  condition  known  as  Henoch's  purpura^ 
and  may  be  due  to  either  gastric  or  intestinal  stimulation.  The  vomit  mav 
contain  blood  due  to  haemorrhages  from  the  mucous  membrane  of  the  stomach. 
It  is  usually  accompanied  by  abdominal  pain,  sometimes  of  an  acute  and  agoniz- 
ing character  closely  simulating  that  occurring  with  intestinal  obstruction,  these 
symptoms  being  due  to  haemorrhage  into  the  intestinal  wall  or  the  mesenter>% 
which  occasionally  simulate  or  even  give  rise  to  intussusception.  Recurrent 
attacks  of  vomiting  and  abdominal  pain  associated  with  a  purpuric  eruption 
in  a  boy  or  girl  would  point  to  the  existence  of  this  not  uncommon  disease. 

In  acute  peritonitis,  vomiting  is  an  early  symptom,  and  causes  great  pain ; 
rarely  the  vomit  may  have  a  faecal  odour.  The  history,  together  with  the 
rigidity  and  immobility  of  the  abdominal  wall,  generally  indicate  the  need  for 
early  laparotomy. 

In  biliary  and  renal  colic,  the  vomiting  accompanying  the  attacks  of  agonizing 
pain  presents  no  special  features.  The  pain  in  the  thorax  and  upper  part  of  the 
abdomen,  and  the  onset  of  jaundice,  distinguish  biliary  colic  from  that  due  to 
renal  calculus,  in  which  the  pain  is  in  the  loin  or  lower  abdomen,  shooting  down 
towards  the  groin  and  testicle.  Jaundice  is  absent  if  the  stone  is  in  the  c\*stic 
duct. 

Acute  pancreatitis  may  simulate  intestinal  obstruction  closely,  in  that  it  is 
attended  by  nausea  and  vomiting,  constipation,  and  severe  abdominal  pain. 
The  vomit  is  not  faecal  in  character;  there  is  usually  localized  tenderness  over 
the  region  of  the  pancreas.  The  diagnosis  is  seldom  made,  however,  until 
laparotomy  is  performed  on  account  of  the  urgency  of  the  symptoms,  when 
typical  fat  necrosis  will  be  found  in  the  omentum.  • 

The  other  visceral  causes  ot  vomiting  call  for  no  special  notice. 
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3.  Affeetlons  of  the  Central  Nervous  System. — It  has  been  pointed  out  that  in 
most  of  the  preceding  conditions  nausea  accompanies  vomiting*  and  this  brings 
us  to  a  most  important  distinction,  namely,  that  in  intracranial  disease  a  special 
type  of  vomiting  is  met  with,  generally  known  as  "  cerebral  vomiting."  In 
this,  nausea  is  absent,  vomiting  occurs  suddenly  and  often  without  warning, 
and  bears  no  relation  to  the  ingestion  of  food.  The  whole  or  part  of  the 
stomach  contents  are  returned.  Vomiting  of  this  type,  especially  if  accompanied 
by  headache  or  ocular  changes,  should  arouse  grave  suspicion  of  the  existence 
of  organic  cerebral  disease,  such  as  tumour,  abscess,  meningitis,  or  sinus 
thrombosis.  "  Cerebral  vomiting  "  may  also  occur  in  hydrocephaly  due  to 
increased  intracranial  pressure. 

Cerebral  hamorrhage  may  be  attiended  by  vomiting,  more  often  when  the 
cerebellum  is  the  part  affected  than  when  other  parts  of  the  brain  are  involved. 

In  Miniire's  disease  vomiting  may  follow  the  attack  of  vertigo.  Nausea  and 
vomiting  frequently  accompany  the  severe  headache  associated  with  attacks  of 
migraine. 

Functional  or  hysterical  vomiting  is  not  attended  by  nausea  or  pain ;  portions 
of  a  meal  are  brought  up,  usually  fluids ;  and  although  the  vomiting  may  be  a 
frequent  occurrence,  the  general  state  of  nutrition  often  remains  good.  Other 
hysterical  manifestations  are  generally  present  in  these  patients.  Cases  have 
been  recorded  in  which  the  vomit  contained  faecal  matter. 

The  gastric  crises  in  tabes  are  attacks  of  vomiting  accompanied  by  severe 
epigastric  pain.  The  attacks  usually  last  for  several  days,  and  tend  to  recur  at 
intervals  of  weeks.  Nausea  may  be  absent.  During  the  intervals  digestion 
may  be  carried  on  normally.  The  diagnosis  depends  on  the  presence  of  the 
characteristic  Argyll  Robertson  pupil  and  the  loss  of  the  knee-jerk. 

The  influence  of  anaemia  upon  vomiting,  and  the  manner  in  which  gastric 
ulcer  may  be  simulated  thereby,  have  been  discussed  in  the  article  on  Anemia. 

H.  Motley  Fletcher. 

WALKING,  PECULIARITY  IN.— (See  Gait,  Abnormalities  of.) 

WEIGHT,  LOSS  OF. — Loss  of  weight  sooner  or  later  accompanies  all  cases 
of  cancer,  phthisis,  starvation  from  lack  of  food  or  from  inabiUty  to  swallow,  and 
similar  conditions  ;  but  in  most  such  cases  there  are  other  definite  symptoms 
pointing  to  the  diagnosis.  The  present  article  is  concerned  chiefly  with  those 
cases  in  which,  without  any  other  very  definite  symptoms,  the  patient  has 
recently  been  losing  weight.  In  the  case  of  children,  the  commonest  causes  are 
malnutrition  from  injudicious  feeding,  the  eating  of  sweets  between  meals, 
gastro-intestinal  infections,  and  latent  tuberculosis  (see  Marasmus). 

If  the  patient  is  an  adult  and  the  loss  of  weight  has  been  considerable,  the 
first  suspicion  will  almost  certainly  be  that  there  is  either  phthisis  pulmonalis, 
deep-seated  or  latent  carcinoma  or  sarcoma,  or  tuberculosis  other  than  pulmonary. 
All  the  systems,  including  the  rectum,  and,  if  need  be,  the  vagina,  will  need 
careful  routine  examination.  Any  sputum  that  may  be  obtainable  should  be 
examined  for  tubercle  bacilli ;  the  physical  signs  at  the  apices  of  the  lungs  should 
be  watched  with  extreme  care,  particularly  if  there  is  any  difference  in  the  amount 
of  subcutaneous  fat  on  the  two  sides  in  this  region  ;  the  ;r-rays  may  be  of  value 
in  detecting  mottling  {Fig.  27,  p.  120)  at  one  or  other  apex  when  the  mischief  is 
too  far  from  the  surface  to  give  abnormal  physical  signs  to  percussion  or  aus- 
cultation. Von  Pirquet's  skin  reaction,  or,  if  it  is  thought  advisable,  Calmette's 
ophthalmic  reaction  to  tuberculin  may  be  tested.  Von  Firquet's  is  nowadays 
preferred  to  Calmette's  reaction  on  account  of  the  occasional  ill-effects  of  the 
latter  upon  the  eye.  Those  who  believe  that  the  opsonic  index  to  tubercle 
bacilli  is  of  diagnostic  significance  would  have  it  estimated  before  ^"^^  -ssSx^x 
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inoculations  with  small  or  moderate  doses  of  tuberculin  ;  the  family  histor> 
might  be  of  assistance  in  indicating  the  likeUhood  of  a  lung  lesion,  whilst  the 
personal  history  as  to  the  drinking  of  much  unsterilized  milk  would  indicate  tbc 
possibility  of  infection  by  so-called  surgical  tuberculosis  in  the  lymphatic  glands, 
abdomen,  a  joint,  or  the  spinal  column. 

Notwithstanding  the  most  careful  investigations,  however,  doubt  as  to  the 
cause  of  the  loss  of  weight  in  not  a  few  cases  remains  until,  in  the  course  of  time, 
the  patient  either  recovers  the  lost  ground  and  gets  quite  well,  or  else  de\-elops 
other  signs  or  symptoms  of  growth,  tuberculosis,  or  other  definite  disease. 

Young  persons  may  lose  weight  as  the  result  of  change  of  surroundings,  for 
instance  from  active  out-door  school  Ufe  to  work  in  a  city  office.  Care  and 
anxiety ;  the  undertaking  of  serious  responsibilities ;  sorrow  ;  love ;  too 
strenuous  a  Ufe  of  pleasure  ;  irregularity  of  meals ;  too  long  hours  of  work ; 
these  are  amongst  the  everyday  causes  of  what  at  the  time  may  appear  to  be 
serious  loss  of  weight. 

Any  affection  of  the  aUmentary  tract  sufficient  in  degree  to  interfere  u-ith  the 
proper  digestion  and  absorption  of  food  may  produce  loss  of  weight,  especially 
a  there  is  cause  for  sapraemia  at  the  same  time  ;  one  may  mention  in  this  connec- 
tion loss  of  appetite  from  too  much  smoking,  excessive  drinking,  monotony  of 
food  or  of  existence,  carious  teeth,  ill-fitting  tooth  plates,  pyorrhoea  alveolaris. 
dyspepsia,  flatulence,  the  abuse  of  purgatives,  and  the  constipation  which 
results  therefrom  ;  gastric  or  duodenal  ulcer  ;  inflammatory  or  ulcerative  affec- 
tions of  the  bowel  of  the  nature  of  colitis  in  its  many  forms.  The  wasting  is 
seldom  severe  in  any  of  these ;  but  especially,  for  instance,  in  cases  in  which 
gastric  symptoms  are  prominent,  it  may  be  very  difficult,  for  the  time  being, 
to  tell  whether  the  mischief  should  be  labelled  merely  dyspepsia,  or  actual 
carcinoma  ventricuU.  Analyses  of  the  gastric  juice  were  at  one  time  thought 
to  be  valuable  in  deciding  between  simple  and  malignant  affections  of  the 
stomach,  but  this  is  by  no  means  always  the  case.  If,  under  observation  and 
treatment,  the  patient  succeeds  in  gaining  weight,  or  even  ceases  from  losing 
more  over  a  period  of  some  weeks,  the  argument  is  against  carcinoma  ;  but  it 
doubt  remains,  and  it  is  desired,  if  possible,  to  adopt  surgical  measures  before 
any  carcinoma  has  passed  the  stage  of  radical  curabiUty,  it  will  often  be  wise 
not  to  postpone  laparotomy  too  long  as  a  means  of  settUng  the  diagnosis.  It 
is  too  late  if  one  waits  until  there  is  a  tumour. 

Any  malady  which  produces  sleeplessness  or  pain,  or  both,  may  lead  to  serious 
loss  of  weight,  and  thus  to  difficulty  in  the  diagnosis.  A  thoracic  aneur>'^m.  for 
instance,  may  erode  the  vertebrae  and  produce  severe  intrathoracic  pain,  which 
in  turn  produces  insomnia,  and  may  thus  cause  so  much  loss  of  weight  that 
neoplasm  may  be  suspected. 

Chronic  microbial  infections  may  not  in  themselves  be  obvious,  and  yet  they 
'  may  produce  loss  of  weight  by  interfering  with  the  general  nutrition  ;  one  sees 
this  in  many  persons  who  have  returned  from  the  tropics  after  infection  there 
by  dysentery,  yellow  fever,  malaria,  dengue,  and  so  forth.  At  home,  chronic 
infections  of  joints,  of  the  skin,  the  alimentary  tract,  the  uterus,  and  genital 
organs  may  produce  loss  of  weight  in  a  similar  way.  One  would  mention  here 
in  particular  a  malady  that  has  only  been  recogni^d  of  recent  years,  though  it 
is  now  known  to  be  common,  namely  coh  bacilluria  (see  Bacteriuria),  the 
diagnosis  of  which  is  only  possible  on  bacteriological  examination  of  the  urine, 
though  it  may  be  suggested  by  the  discovery  in  the  latter  of  a  trace  of  albumin 
and,  on  microscopical  examination,  of  variable  numbers  of  pus  corpuscles. 

Liver  affections  exert  a  prominent  influence  upon  general  nutrition,  and  the 
loss  of  weight  exhibited  by  some  sufferers  from  cirrhosis  of  the  Uver  is  familiar, 
though  in  the  early  stages  the  patient  may  be  fat,  and  towards  the  end  loss  of 
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weight  may  be  masked  by  a  false  increase  due  to  ascites.  Pernicious  anaemia 
is  only  diagnosable  with  certainty  by  means  of  blOod  examination  (see  Anamia), 
though  it  may  be  suggested  by  the  lemon-yellow  colour  of  the  patient ;  but  one 
marked  feature  of  the  malady  is,  that  although  the  patient  does  not  at  first 
decrease  much  in  bulk,  the  tissues,  from  conversion  into  or  replacement  by  fat, 
become  of  less  specific  gravity  than  normal^  so  that  the  patient  diminishes 
materially  in  weight. 

The  effect  of  alcohol  upon  body  weight  is  variable,  some  persons  becoming 
exceedingly  stout,  others  not  changing  much,  and  others  becoming  extremely 
thin.  Broadly  speaking,  it  is  spirit  drinkers  who  decrease  in  weight,  and  in 
some  cases  serious  doubts  may  arise  as  to  whether  the  loss  in  such  a  patient  is 
due  to  the  alcoholic  habits  only,  or  whether  there  is  not  some  new  growth  or 
tuberculous  afiection  as  well.  When  alcoholism  leads  to  peripheral  neuritis 
there  is  rapid  and  extreme  loss  of  weight  as  the  result  of  the  muscular  atrophy, 
and  the  same  applies  to  other  conditions  of  multiple  peripheral  neuritis  (see 
Atrophy,  Muscular). 

Certain  drugs  have  the  power,  especially  in  certain  individuals,  of  reducing 
weight  materially,  even  though  the  diet  remain  the  same ;  the  best  known  of 
these  is  thyroid  extract,  whilst  a  long  way  second  comes  fucus  vesictdosus.  It 
will  seldom  happen  that  either  of  these  is  being  taken  accidentally,  so  that  the 
diagnosis  of  loss  of  weight  due  to  them  is  generally  obvious. 

Old  age  is  very  apt  to  be  associated  with  loss  of  weight ;  it  is  very  difficult 
sometimes  to  be  sure  whether  the  loss  of  weight  that  may  be  complained  of  in 
a  patient  of  sixty  or  seventy  years  of  age  is  merely  senile,  or  whether  it  is  due  to 
underlying  growth. 

Diabetes,  especially  diabetes  melHtus  in  young  subjects,  may  have  loss  of 
weight  for  its  earliest  and  most  prominent  symptom ;  but  the  diagnosis  is 
sufficiently  easy  when  the  urine  has  been  examined. 

Addison's  disease  is  another  affection  in  which,  besides  the  progressive  asthenia, 
loss  of  weight,  though  by  no  means  essential,  is  sometimes  a  marked  feature. 
There  may  or  may  not  have  been  s3mcopal  or  gastric  attacks ;  the  diagnosis 
depends  aJmost  entirely  upon  the  discovery  of  abnormal  pigment  deposits  in 
the  form  of  patches  or  spots,  not  only  upon  the  skin  of  the  neck,  Umbs,  and 
trunk,  but  also  beneath  the  mucous  membranes,  particularly  of  the  mouth, 
where  they  are  generally  best  seen  inside  the  lips,  or  within  the  cheeks.  The 
blood-pressure  is  sometimes  very  low  in  these  cases,  and  if,  on  actual  measure- 
ment, it  is  found  to  be  70  or  80  mm.  Hg,  this  fact  tends  to  confirm  the 
diagnosis. 

Just  as  the  administration  of  thyroid  extract  diminishes  weight,  so  may  loss 
of  weight  be  a  prominent  feature  in  cases  of  Graves'  disease — exophthalmic 
goitre  ;  sometimes,  indeed,  it  may  be  the  first  symptom  to  attract  attention, 
especially  in  those  cases  in  which  there  is  no  exophthalmos.  Tachycardia, 
nervousness,  fine  tremor  of  the  outstretched  fingers,  and  symmetrical  but  not 
extreme  enlargement  of  the  thyroid  gland,  would  confirm  the  diagnosis. 

Anorexia  nervosa  is  a  disease  in  which  wasting  from  disinclination  to  eat  any 
kind  of  food  except  in  the  smallest  quantities  is  the  most  prominent  symptom  ; 
the  patient  is  nearly  always  a  girl,  or  young  woman,  between  the  ages  of  fifteen 
and  twenty-five  ;  there  may  or  may  not  be  other  evidence  of  functional  nerve 
disorders.  A  patient  who  has  been  perfectly  robust  until  puberty  or  shortly 
afterwards  begins  to  lose  all  appetite,  and  the  body  wastes,  until  from  being 
eight  or  nine  stone  the  weight  declines  even  to  so  little  as  four  or  three  and  a 
half  stone,  though  the  height  may  be  5  ft.  4  in.  or  more.  One  sometimes 
sees  girls  of  5  ft.  10  in.  or  more  weighing  less  than  five  stone  as  the  result, 
not  of  any  organic  disease,  but  of  the  simple  functional  afesaws:^  Ck\  ^tjrSC-^^ 
D  ^^ 
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— anorexia  nervosa.  In  arriving  at  the  diagnosis  it  is  important  to  exclude 
the  possibility  of  some  deep-seated  tuberculous  lesion,  especially  phthisis  pulmo- 
nalis  or  tuberculous  peritonitis  (tabes  mesenterica).  One  of  the  best  means  ol 
excluding  these  is  the  thermometer,  for  in  anorexia  nervosa  there  should  be  little 
if  any  pyrexia.  Very  careful  examination  of  all  the  systems,  including  von 
Pirquet's  and  perhaps  Calmette's  tuberculin  reactions,  "will  lead  to  negativ-e 
findings,  and  the  diagnosis  will  be  confirmed  by  the  rapid  increase  in  weight 
that  will  accrue  when  measures  for  the  treatment  of  the  functional  disease  by  tH( 
Weir-Mitchell  method  are  adopted.  Herbert  French, 

WHEALS. — ^The  characteristic  lesion  of  urticaria  may  be  defined  as  a  flattish 
evanescent  elevation  of  the  skin,  the  result  of  an  oedema  of  the  derma.  It  may 
be  regarded  also  as  a  special  variety  of  the  papule  or  the  nodule.  It  is  related 
to  erythema,  and  is  the  expression  of  angioneurotic  excitation,  internal  or 
external,  which  causes  a  dilatation  of  the  vessels  that  permits  an  exudation  of 
plasma.  Reaction  follows  in  the  form  of  a  spasmodic  contraction  of  the  capil- 
laries. The  fluid  is  not  therefore  immediately  taken  up  by  the  vessels,  but  as 
soon  as  they  return  to  their  normal  condition,  the  wheal  disappears,  as  a  rule 
without  leaving  any  trace.  In  colour,  wheals  are  usually  pale  in  the  centre,  with 
a  red  periphery ;  but  they  may  be  uniformly  rose-red,  or  may  have  a  whitish 
periphery ;  or,  as  the  result  of  hsmorrhage  into  them,  they  may  be  purplish. 
In  size  they  vary  from  a  pin-head  upwards.  The  smaller  ones  may  take  the  form 
of  conical  or  acuminate  papules,  frequently  surmounted  by  a  tiny  vesicle.  As 
a  rule,  they  are  flat  or  very  shghtly  raised ;  but  the  larger  ones,  when  not  the 
result  of  coalescence,  are  hemispherical.  They  may  also  be  linear  in  shape,  and 
several  inches  in  length,  and  by  running  together,  may  form  roughly  circular 
plaques.  They  usually  appear  suddenly,  and  last  only  a  few  hours,  but  may 
be  succeeded  by  others.  They  are  always  accompanied  by  itching  or  burning, 
which  mav  be  intense. 

It  is  not  necessary,  in  a  work  on  diagnosis,  to  give  a  detailed  description  of  the 
different  forms  of  urticaria  ;  the  only  other  affection  in  which  wheals  appear  is 
urticaria  papulosa  (strophulus),  the  differential  diagnosis  of  which  has  been 
given  under  Papules.  The  sudden  onset,  the  presence  of  the  wheals,  the 
usually  fugitive  character  of  the  eruption,  the  irregular  distribution,  and  the 
severe  itching,  make  up  a  cUnical  picture  which  is  generally  unmistakable.  In 
bullous  urticaria,  however,  in  which  the  wheal  is  crowned  or  is  replaced  by  a 
bleb,  the  affection  may  be  confused  with  pemphigus  or  with  the  erythematous 
stage  of  dermatitis  herpetiformis ;  but  its  true  nature  is  indicated  by  the  history 
of  the  case,  the  course  of  the  eruption,  and  the  almost  invariable  presence  at 
some  points  of  typical  lesions.  In  cases  in  which  the  constitutional  symptoms 
are  pronounced,  tiie  rash  may  be  mistaken  at  first  for  that  of  scarlet  fever  or 
even  for  erysipelas ;  but  the  course  of  the  lesions  will  quickly  correct  the  error. 

When  wheals  are  due  to  such  local  and  accidental  causes  as  the  bites  of  insects 
or  contact  with  the  stinging-nettle,  the  diagnosis  is  furnished  by  the  history,  and 
in  insect  bites  by  the  central  punctum.  Malcolm  Morns, 

WIND. — (See  Flatulence;   and  Meteorism.) 
WORMS,  INTESTINAL.— (See  Parasites,  Intestinal.) 
WRIST-DROP. — (See  Paralysis  of  the  Extremity,  Upper.) 
XANTHELOPSIA.— (See  Vision,  Defects  of.) 
YELLOW  VISION.— (See  Vision,  Defects  of.) 
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Entries  in  heavy  oapiials  (e,g.  ACETONURIA)  denote  tnain  articles  in  the  text.  Small 
heavy  type  {e.g.  Abtotn)  it  employed  partly  to  indicate  group*  of  entries^  and  partly  to 
ctssist  the  eye  in  loeating  a  reference  rapidly. 


PAOB 

ABDOMEN,  anatomical  areas 
(Fig.  189)  ..         ..721 

—  balging  in  Tisoeroptoais  (Fig, 

41)           148 

—  dlitwitionof 473 

(see  Swelling,  Abdominal) 

in     acute     tuamorrtiagic 

pancreatitis  646 

peritonitis       .  .134, 472, 644 

in  ascites 60 

atonic  constipation       ..  143 

carcinoma                      ..  163 

causes  of  aiormoas       . .  466 

in  cirrhosis  of  liver        ..  184 

cystic  disease  at  kidneys. .  16 

with  gas  (see  Meteorism) 

Hirschsprong's  disease 

147,  161,  718 

from  hydatid  disease    . .  719 

in  intestinal  colic          . .  478 

obstruction        134,  169,  671 

from  meteorism..         ..  716 

orthopncea  in     . .         . .  466 

'  -  in  peeudo-lenkwmia  infan- 
tum     . .                    . .  49 

from  splenic  enlaraement  688 

in  tuberculous  pcntonitis  169 

typhoid  fever      . .        . .  90 

volvulus              ..         ..  169 

—  eczema  marginatom  on     . .  976 

—  fullness  of,  in  colic            . .  134 

—  immobility  in  peritonitis  . .  472 

—  Jacquct's  erythema  of      . .  446 
— .  lesions  of,  causing  pleuritic 

effusion            . .         . .  123 

—  lichen  scrofulosorum  of    . .  639 

—  lineee  albicantcs  on            . .  403 
lymphatic  drainage  of       . .  738 

—  muscles,  paralysis  of         . .  181 

—  new  growth   in,  intestinal 

obstruction  from            . .  431 

meteorism  in  . .         . .  432 

secondary    nodule    at 

umbilicus     . .         . .  624 

glands  along  thoracic 

duct         ..         ..421 
in  neck     . .         . .  421 

—  pediculosis  of         . .         . .  447 

—  pendulous  in  cretinism      . .  269 
hepatoptosis  from          . .  406 

—  pityriasis  rosea  of  . .         . .  658 

—  prominent  in  rickets         . .  696 
in  Hanot's  cirrhosis      . .  411 

—  prurigo  ferox  of      . .         . .  531 

—  retraction   of,   at  onset  of 

perforative  peritonitis  . .  472 
in  tuberculous  meningitis  612 

—  rigid  (see  Rigidity  of  Abdo- 

men) 

—  rub  over  liver  or  spleen  in 

peritonitis           ..         ..  431 

—  scabies  of       . .         . .     447,  832 

—  seborrhneic  dermatitis  of    ..  447 

—  swellings  in,  in  chronic  peri- 

tonitis         472 

—  syphilitic  roseola  on          . .  676 

—  tenderness  in  (see  Tendemest, 

General  Abdominal) 


PAGB 

Abiloilllnal  aortic  pulsation, 
undue  (see  Pulsatioo, 
undue  Abdominal  Aortic) 

-  aneurysm   (see    Aneurysm, 

Abdominal) 

-  angina  (see  Angina,  Abdo- 

minal) 

-  conditions,  hioooogfa  in    . .  343 

-  crises  of  locomotor  ataxy  . .  662 

-  cysts,  diagnosis  ihmi  ascites  63 

-  disease,  rhlossma  in         . .  674 

-  -  fades  in  . .         . .       183,  268 

-  neuralgia 473 

-  pain  (see  Fain,  Abdominal) 

-  reflexes  (see  Reflexes,  Abdo- 

minal) 

-  swelling  (see  Swelling,  Ab- 

dominal) 

-  tnmoiiri,    great  abdominal 

!         distention  from  . .         . .    467 
i  —  doe  to  aaeorysm  . .    299 

-  benign  in  pyloric  obstruc- 

tion 363 
from  carcinoma  of  ctrion      367 

-  causing  aoote    intestinal 

obstruction  162 

asymmetrical  osdema. .  466 

portal         obstruction, 

ascites  with..  69 

-  in  chronic  intussusception  148 

-  -  colic  134 

-  constipation    from    pres- 

sure of         . .         . .     148 
from  gastric  carcinoma        299 

-  inferior    vena   cava    ob- 

struction by  . .         . .     459 
in  intussusception        152,  196 

-  large,    orthopnoea   from      467 

lineiB  albicantes  in         . .     402 

in  malignant  pyloric  ob- 
struction . .         . .     353 

multiple,  causes  of         . .  55 

in  tuberculous  peritonitis   56 

paraplegia  due  to          . .  561 

pressure  by,  causing  albu- 
minuria           . .         . .  17 

dyschezia     . .         . .  150 

jaundice       . .         . .  362 

paralysis  of  anterior 

crural  nerve        . .  541 

pseudo-elephantiasis  from  456 

from  twisted  ovarian  cyst  153 

-  wall,  fibro-lipomata  of      . .  716 

-  Hodgkin's  disease  affecting  715 

-  infiltration  by  i^pendicular 

abscess 715 

lymphosarcoma  affecting     715 

cedema  of,  with  redness, 

in  tuberculous  peritonitis  691 

swellings    in    distinction 

from     intra-abdominal 
swellings          . .         . .     716 
thickenings   of,    in   peri- 
tonitis   56 

tuberculous  infiltration  of      56 

-  tumours  of  . .         . .     716 
Abductor     hallucis,     nerve 

supply  ot         ..         ..    h\1 


PAGB 
Abductor  minimi  digiti,  nerve 

supply    of                642,  660 

-  paralyds  simulating  acute 

asphyxia 186 

-  poUids,  effects  o<  paralysis  of  187 

-  nerve  supply  of             » .  660 
Abductors  and  eartemal  rota- 
tors of  hip,  q»inal  nerve 
roots  supplving  . .         . .  543 

Atortton  hi  lead  poisoning  . .  77 

-  infective  peritonitis  after  . .  644 

-  spasmodic  pelvic  pain  in  . .  609 

-  tendenqr  to,  in  plumUsm. .  38 

-  threatened,  simulating  ecto- 

pic  gestation  486 

-  uterine  hnmonliage  from  768, 486 

-  tuM,  absence  ot  products 

ot  conception  In  uterine 
discharge  in        . .  760 
of      uterins     contrac- 
tions in  760 

-  cervix  uteri  closed  hi    . .  760 

-  collapse  due  to   . .  760 

-  diagnosis    from    uterine 

abortion                     ..  760 

-  pelvic  htematooele  from  760 

-  ruptured,     acute     abdo- 

minal pain  from        . .  646 

coma  from      . .        137,  140 

general  peritonitis  simu- 
lated by                  . .  646 

hsBmorrhage  per  vagl- 

nam  with    . .        646,  760 

leucocytosis  with       . .  646 

resembling    dysmenor- 

rhcDa 220 

signs  of  internal  bleed- 
ing from      . .        646,  760 

spasmodic  pelvic  pain  in  509 

sudden  pelvic  pain  due  to  760 

AbteMt  in  adhesions  between 

bladder  and  appendix  . .  632 

-  albumosuria  in       . .         . .  20 

-  anaemia  in    . .         . .         . .  39 

-  diagnosis  of  gumma  from  449 

-  leucocytosis  with     ..     ...  400 

-  alVMltr.  toothache  with  . .  747 
bleeding  gums  from          86,  87 

-  development  at  root  of  a 

carious  tooth  . .         . .  747 
diagnosis  from  actinomy- 
cosis of  lower  jaw      . .  748 
necrosis  of  jaw          ..  747 

-  enlarged    lymph    g^ds 

from 747 

furred  tongue  with         . .  747 

-  necrosis  of  jaw  from      . .  747 

-  pohiting  between  gum  and 

cheek 747 

on  the  cheek  . .    . .  747 

on  the  chin  . .    . .  747 

in  submaxillary  region  747 

pyrexia  with       . .         . .  747 

-  swelling  of  face  from     . .  746 

of  gums  in       . .         . .  747 

of  the  lower  jaw  from  1AJ 
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A  BSCESS,     A  PPENDIC  ULA  R^-A  BSCESS,     HE  PA  TIC 


Abscess,    contd. 

-  appMldlCUlar,  abdominal  ri- 
gidity from  . .  . .     6-15 

due  to  actinomj'ces       . .     736 

acute  peritonitis  from  . .       6r» 

albumoi^uria  witli  . .       20 

amcniia  with       . .  . .       39 

IJ.  coli  communis  in     711,  713 

felt  per  rectum   . .        638,  736 

fevor  and  rigors  from  . .     632 

ga8  in       . .         . .        711,  713 

Inliltration  of  abdominal 

wall  by 

pelvic  swelling  due  to  . . 

--  -  leucocytosis  in    . . 

pus  in  stools  from 

rectum  obstructed  by  . . 

resonance  over   . . 

rigors  from 

rupture  into  bladder 


by 


715 

..     400 

..     601 

..       638 

..     713 

..     648 

313,  624 

031,  632 

movable 


Abscess,  cerebeUar,  conid. 

I sometimes  no  leucocytoeU 

with 644 

vertitfo  due  to     . .  . .     828 

' vomiting  in 

;  -  eertbral,  aphasia  in 

. bradycardia  from 

' from  bronchiectasis 

coma  from 

' convulsions  from 

from  frontal  sinus  disease 

, with   f ungating  endocar- 
ditis 

giddiness  in 

' headache  cause^l  bv 


565,  651 

685,  686 

98 

98,547 

136,  137 

. .     172 

647 

547 
341 


r. 


729 
721 

727 

264 
731 
731 
731 
779 


750 
750 


-  simulated 
kidney 

by  phantom  tumours. . 

-  swellini?  in   rit;ht  lumbar 

region  from 

urethral  passage  of  fteces 

from      . .  . .  . . 

-  axillary,  due  to  whitlow  . . 

pain  on  moving  arm  witti 

pyrexia  witli 

simulating  hepatic  abscem 

lipoma  . .         . .         731,  732 

tul>erculous  . .         . .     731 

-  of  bone,  age  incidence  of  750, 752 

bursting  into  jobit 

denuding  whole  bone 

diagnosis  from  endosteal 

sarcoma 

per  ioti teal  sarcoma     . . 

high  leuco<?ytosis  in 

limitation  by  epiphyses . . 

localized   swelling  oauseil 

bv 

necrosb  of  bone  in 

occurrence  in  the  end  of 

long  bone 

osteomyelitis  from 

pain  and  tenderness  over 

-  -  popliteal  . . 

pya?mia  from 

pyrexia  in 

secondary  arthritis  from 

infection  in 

septic  embolism  from     . . 

sinus  formation  from     . . 

skin  red  and  cedematous 

in  ..  ..        750,  752 

tender  spot  In     . .         . .     752 

t4ibcrculin  in  diagnosis  of     752 

tuberculous 

typhoidal 

upper    end    of   tibia    the 

(*ommounst  site  of     . . 

r.  I'irquet's  reaction  in . . 

x-rays  in  diagnosis  of     . . 

-  breast  (see  Ab"!ico«w,  Mammary) 

-  corobtllar,   from   bronchiec- 

tasis   644 

headache  in         . .         565,  651 

head  retraction  asjociated 

with       . .  . .        641,  643 

-  hypothermia  in  . .         . .     346 

knee-jerks  incTeaaed  in..     565 

optic  nc^uritis  in  . .         . .     565 

from  otitis  media  565,  644 

paraplegia  from  . .         . .     565 

pyrexia  in  . .         , .     565 

pyrexia  absent  with       . .     644 

simulatiI^;  cerebellar   tu- 
mour      643 

superior    longitudinal 

sinus  tliromboeis     . .     651 

-  -  alow  pulM  with  . .  644 


326,  327.  , 
686,  817  I 

hemianopsia  from  . .     335 

hemiplegia  from  • 

82,  1S8,  310,  341  ' 

hyper[>yrexia  in . .         . .     344  i 

hypertension  of  cerebro- 

'  spinal  tluid  in . .  . .     338  i 

hypotliermia  in  ..         346,547 

increased       intracranial  | 

I)ressure  in       . .         . .     686 

leucocytosis  in     . .  . .     400 

due  to  mastoid  disease  . .     547  i 

occa:»ional  latency  of     . .     341  i 

optic  neuritis  in,   341,  547,  686 

otitis  medii  causing      ..     341  ' 

paralysis  from     . .  . .     547  , 

prolonged  pyrexia  in     . .     609  , 

pupil  ciianges  with        . .     69  4  ' 

pyrexia  in  . .  . .     341 

recurring  ligors  in        . .     648 

septicsemia  from  . .     614 


AbsceM,  hepatic,  mntd, 
---  exercise,     iiuuiBcifat, 

etioloKJ  of 

exploration  in 

following  djsmterr 

i23.ttl.:s 

fullnefts,  sense  oC,  frwn  ..   Jr. 

gumma,   lorrowth,  or  cj« 

precedinig  ..        ..   t'.- 

hiemoptjsiA  from         31 1 

htetorj    of    reudenee  ift 

tropics  in 
infection  through  h*palic 

artery  t*ausin<r  .-    'J^ 

-  -  jaundice  in     362,  366.  S7l,«:i 
witli  enlarged  liver  ia 

-  -  largo  singla 

—  atre  incidence  of    .. 

from  extensioQ  tttm 

nei«rhbouring  np- 

puratton    .. 

injury  to  liver 

non-dy«enteric  int«e- 

tinal  ulceratioa  .. 

race  incidence  oC    . . 

specillc  feven  a  very 

rare  cause  of 
from         suppuratioo 

round  a  gaO-ttoM 

of  a  hydatid 

leucocrtosiA  with 

379.  569,  400,  ♦« 
malaise  from       . .         ..   ^^ 

-  -  multlplo   . .  3«». :- 

alienee      <rf     enkrged 

lir«r  in 


fc: 


TtH 


signs  of 173  > jaundice  with 


756 
763 
750 


760 

751  ' 

752  . 
750 
750 
762 
750  , 
750  I 
378 
752  I 

750  ' 

751  ! 


-  simulating  superior   Ion 
gitudinal  sinus  tlurom- 
bosis 651 

slow  pulse-rate  in         547,  771 

750  I slow  respiration  in  . .     547 

temperature  in  diagnosis 

from   cerebral   tumour    623 

temi>urosphenoidal,     dis- 
charge tlirough  ear     . .     470 

unilateral  headache  in  . .     326 

vorUgo  due  to     . .         . .     828 

vomiting  in 

341,547,651,686,844,847 

-  Of  chett  wall  . .    194 

simulated  by  empyema     193 

-  cholecystlc  (see  Gall-bladder, 
Empvema  of) 

-  femoral,    femoral    swelling 
due  to 732 

-  gas-4'ontainiru;,  from  bacillus 
coli  578 

in  subphrenic  al)sce80 

501,  578,  712,  720,  721 

-  in  heart,  from  |)erioHtitLB  . .     650 

-  hepatic,  amoeba  coli  in  wall 

279,  704 

amoebic,  absence  of  amoebas 

in  pus  of  . .  . .     704 

djrsentery  witli  . .     279 

amrmia  in  . .         . .       39 

-  "  anchovy  sauce  "  sputum 
from      ..  176,323,704 

-  bursting  through  lung 

323.  409,  704 

"  chocolate    and    milk  " 

appearance  of  pus  in..     279 

-  -  compression  of  lung  caused 
by  ..         ..         ..667 

-  -  diagnosis  from  active  con- 
gestion of  liver      371,  407 

enlArgedgall-bladder278,  279 

hydatid  disease 

-  dome-shaped  dullness  at 


(SI 


752 
752  , 

752 
752  ' 
752 


patlis  of  infertkm  ia.. 

suppurative  cholaogitii 

causinif 

pvlephlebitis  caosief 

nausea  in 

pain  in  axilla  from 

chest  from 

epigastrium  in . . 

h>l>ocliondrium  from  4W.ttl 

shoulder   frmn  ..    6il 

pleurisy  from      . .         . .    W 

w  ith  effusimi  from      . .    Vt\ 

peritonitis  from  . .         . .    W 

pointing  in  cbest-waD  ..    4T! 

I)Olymorphonuclear     leo- 

cocy tosis  in     . .         . .    3*i 

from  pylephlebitis         ..    W» 

pyrexia  from         324,  362,  «l 

redness   anil   sweUing  ol 

hypochondrium  from . .    'li 

relati\-e  leucocyte  count  in 

diagnosis  from  malaria    4*'! 

residence    in     tropics   ia 

etiology  of        . .        371, 4«ir 
-  -  rigors  from    324,  362,  648,  «1 
rupture      tlirouf^      dia- 
phragm, abundant  ^u- 
I  tum  in..  ..         ..    7t** 

' into  intestine  . .         ..    ¥ft 

I lung,  foul  tuiste  fwwn  . .    774 

I sputum   not  naaallr 

1  foul  in       . .         .".    7'»l 

, stomach  . .  . .     *>* 

, simulated     by     phantom 

tumour  . .         . .     r'l 

I by  subphrenic  abscess      'tl 

, simulating  axillary  abdCQM   77f 


empyema  . .         1 19,  7T* 

lanre  gall-bladder 

situation  of 

skodaic  resonance  due  to 

416  ' sterile  pus  in     . . 

—  subphrenic  abscess  from 


right  base  of  lung  in  . .     324  , sweating  from 

—  empyema  from  . .         . .     120 swelling  of  chest  wall  from 

-  -  enlargement  of  liver  from  tenderness  from . . 

408,  651  ' in  chest  from  . . 


At;: 

S23 

«.>! 
l!^4 
6^1 
77» 


ABSCESS.     HEPATIC— ABSCESS,     PROSTATIC 


|«M»  ;irrwnifric,  toriid. 

■  pi»  to  tbe  itoola  lr«m  . .    Ml 


-  Illic»  iliurnDfltA  from  p«oas 


jlpnt  diBcborfEC  trom 


flilalj;^  alillarj  gluptl 


liKloiy  o(  djwnWT  tn    S»»    ■ 

junrlivx  In..  ..     SM     ' 

inmtJirein       ..  ..408 


«S1.  «M 
..     Sit 

..    SIS 


[Q  dlilglUKil  ol . .      1M  ! 


111..     M7 


854 


A  BSCESS,     PROSTA  TIC— A  CHOL  URIC     J  A  UN  DICE 


I 


Abseeu,  prosttuic^  contd, 

urethral  passage  of  fasces 

from 264 

from  urethritis     . .        631,  678 

venereal   infection         ..     631 

—  ptOAl,  anaemia  in  ....       39 

—  causing  swelling   in  iliac 

fossa  . .     733 

—  -  diagnosis    from    femoral 

hernia  . .         . .         . .     739 

iliac  abscess     . .  . .     739 

dullness  on  percussion  over  739 

—  extending      under     Pou- 

p  art's  ligament  . .     733 

in  Scarpa's  triangle    . .     733 

femoral  swelling  due  to. .     733 

fluctuation  in       . .        733,  739 

impulse  on   coughing   in 

732,  733,  739 

—  kyphosis  wiUi      . .         . .     733 

—  lardaceous  disease  from. .     414 
pointing  over  vertebrae. .     785 

—  position  external  to  femo- 

ral vessels  739 

—  pus    in   the  stods   from 

rupture  of        . .         . .     601 

—  pyuria  from  rupture  into 

bladder  624,  632 

—  reductbility         . .         . .     739 

rigidity  of  spine  in        733,  739 

rupture  into  bladder    631,  632 

ureter 632 

—  simuUted    by    distended 

ilio-psoas  bursa  . .     734 

femoral  hernia  . .     733 

saphena  varbc . .         . .     733 

—  in  spinal  caries  564,  632, 

739,  785 

swelling  of  chest  wall  from    194 

Iliac  fossa  . .  . .     632 

inguinal  region  632,  739 

right  iliac  fossa  from . .     730 

—  tenderness  of  spine  in  739,  785 
tuberculous  664 

—  rtctll,  characters  of,  as  felt 

per  rectum  . .     635 

foreign  body  causing      . .     635 

rectal  tenderness  from  . .     635 

—  rantl,  from  infarct..  625 

—  infective  peritonitis  from    644 

injury  to  Iddney  . .     625 

Iraoocytosis  with  . .     400 

—  palpable  tumour  due  to       391 

polyuria  in  . .     626 

pyelonephritis     . .  625 

pyuria  in..         ..        623,  625 

from  renal  calculus         . .     309 

tuberculous         . .         . .     394 

urine  normal  in  localized 

cortical  . .     626 

—  retropharvnoMl  . .    673 

—  cyanosis  from     . .  185 

diagopsis  of  465 

by  digital  examination    466 

in  spinal  caries  . .     673 

exiTeme  dyspnoea  from . .     642 

laryngeal  obstruction  from  642 

—  ortuopnoBa  in     . .  465 

—  retraction  of  head    from    642 

—  simulating  meningitis    . .     642 

—  sore  throat  from  . .     670 

tenderness  in  back  from       786 

the  spine  in      . .         . .     785 

—  scrotal        767 

fistula  from  . .  679 

from  peri-urctliral  abscess 

679,  767 

—  due  to  stricture  . .         . .     679 

—  tuberculous  epididymis. .     767 
due  to  uretliritis. .         . .     679 

—  spinal,   tenderness  in   back 

from  7%6 

-  fpl«nic,  exceedingly  rare  . .    6^^ 
"iritoaitifl  from  . .         . .     ^^ 


leucocytosis 


Ab- 


400 
649 


744 


Abscess,  corUd. 

-  subcutaneous, 

with 
in  pyaemia 

-  subdiaphragmatic  (see 

scess.  Subphrenic) 

-  submammary,  from  tuberca 

losis  of  rite 

post-typhoidal  periostitis 

of  rite 744 

-  submaxillary  . .         . .     419 

-  sub-periosteal  (see  Abscess  of 

Bone) 

-  Mibphranlc : 

abdominal  swelling  from 

not  moving  with  res- 
piration in 

-  affecting  umbilicus 

air  in 

apparent  upward  exten- 
sion of  liver  dullness  in 

-  -  from  appendicitis  119,  720,  721 
-•>  B.  ooli  causing  gas  in  ..  711 
bulging  of  epigastrium  from  720 


715 

501 
716 
712 

406 


501 
721 

712 
711 
711 


-  hypochondrium  from . .     720 

—  from  carcinoma  of  colon       578 

of  duodenum  . .         . .     578 

of  stomach      . .         . .     578 

—  causing  pleurisy..         ..     122 

—  coin-sound  on  percussion 

over 

—  -  commoner  on  left  side   . . 

—  communicating  with  duo- 

denal or  gastric  ulcer 

with  duodenum 

with  stomach  . . 

—  compressing  lung    324,667,  721 

—  constitutional  disturbances  730 

—  diaphragm  pushed  up  by    721 

—  displacing  heart  upwards 

712,  721 

—  due  to  duodenal  ulcer  578,  720, 

7S1 

—  empyema  from  . . 
complicating    . . 

—  exploring  needle  only  to 

be    used    immediately 
before  operation  in    . . 

—  from  Fallopian  tube  lesions 

—  fibroid  lung  and  bronchi- 

ectaais  from     . . 

—  foul  taste  from    . . 

—  -  gas-containing  501, 578, 720. 721 

—  -  from  gastric  ulcer  119,  721,  578, 

720 

—  general  account  of       501, 

—  history  of  appendicitis  in 

duodenal  ulcer  in 

gastric  ulcer  in 

—  due  to  hydatid  cyst 

—  immobilizing  diaphragm 

—  from  intestinal  otetruction 

—  from  kidney  lesions 

—  laparotomy  in  diagnosis  of 

—  -  leucocytons  with  501,  720,  721 

—  liver  not  pushed  down  in    501 

—  onset  of  pain  in 

—  opening  into  pericardium 

—  pain    in    left   hypochon- 

drium in 
right  hypochondrium  in 

—  from  pancreatic  lesions. . 

—  physical  signs  of. .        720, 

—  -  pleurisy  above     . .         122, 
secondary  to    . .        720, 

—  -  pneumothorax  from  .  .577,  578 

—  -  pyrexia  with  501,  720,  721 

—  -  rapid  pulse  with. .         720,  721 

—  -  rigors  with  . .         648,  721 

—  -  rupture  into  lung  . .     774 

—  -  septic  aspect  with  . .     720 

—  -  sftx  Vtvd^«cucft  ol  ..         ..     721  ^ 


120 
720 


501 
720 

324 
774 


720 
501 
501 
501 
721 
721 
721 
720 
501 


501 
711 

499 
501 
720 
721 
501 
721 


Abscess,  aubpkmUe^ 

"  —  aimulating  empyena    .. 

liepatic  atomoem 

— hyrlropneomotbonx  .. 

pneumothorax 

skodaic  resonance  due  to 

frt>]n  splenic  leaiaaB 

BuccusRion  aoonds  ia 

frt>in  sapporatioo  in  Mrcr 

swelling  of  diesi  wall  fram 

toidemeae  in  back  from 

of  epigastriom  from  . . 

h  j-pochondrinm  fron . . 

in  the  iq>ine  from 

tympanitic  note  over   -. 

x-ra jB  in  dliagnosng 

601,  578.  Tit 


1^ 


acute  pain  in  testicle  tnm  9^ 

affection     of    epididtymit 

first  in  urethral  cases    «• 

diagnosis  from  gumaa  . .   f^ 

tuberculosis  of  testis  . .   ^' 

due  to  epididymo-orducs  ^-^ 

gonorrhoBal  ..        ..   *' 

hsematogrenous     . .        . .   tt- 

from  instrumentation    ..   fi^ 

metastatic  ..   * 

in  mumps  . .  » 

pyrexia  and  rigors  in     . .   * 

in  scarlet  fever    . .         . .   *• 

scrotal  sinus  from  . .   9t 

sores  from  «7>,<K 

Hwellinir  of  testis  in      ..   »!' 

from  torsio  testis  . .   fi^ 

in  typhoid  fever  . .         . .   <«• 

from  urethritis    . .        51S,  O 

-  thyroid,  in  pyaemia  . .    ^ 

-  urethral,  pain  in  pertneani  ia  H* 


U* 

5S5.  it' 

7>S,  TJ' 

..    » 


Absinthe,  coma  due  to 

-  palpitation  due  to. . 

-  tremor  from 
Academy  headache    . . 
Acanthosis      nigricans, 

fingers  from 

-  rdation  to  prurigo  ferox 
Acanis,  pruritus  caused  by 
Accentuated '  heart  sounds  (t  ^ . 

Heart  Sounds.  Accentuated) 
Aocessorius,  nerve  supply  of . .    M! 
Accessary  rib  (see  Rib.  Oerrical) 

-  sinus   dilatation,    unilateral 

exophthalmos  in  254,  ^ 

-  inflammation,  polypi  with   l&i 
suppuration,      cavemooB 

sinus  thrombo^  doe  to    i*i 

earache  from    . .         . .    2» 

Accommodation,  paralysis  of, 
after  diphtheria  . .  ..      r. 

-  >  in  disseminated  adcrosii     9» 
ACCOUCHEUR'S  HAND  (Fif.  1)  : 

-  -  in  tetany ITJ 

Acetabulum,  osteo-arthritic..    7)4 
Acetic  add  in  mstric  juice   . .    SS 

test  for  albuminuria       . .       ^ 

phosphaturia   . .  JW,  574 

ACETONURI A.  CAUSES  OF. .       4 

-  in  cyclical    vomiting    of 

in&nU  4J6,  84i 

-  in  diabetes  . .  jw,  m 
Achillls-jerk  (see  Ankle-jerk) 

-  In  locomotor  ataxy..  ..    Mi 
Achino  in   tain   from  vesical 

carcinoma  (and  see  Pain 


in  Loin)  ..  ..    «50 

carcinoma  c€>li      . .  . .     S>3 

hypernephroma   . .  .,     Ifi 

—  kidney  tumour    . .         507,  t^ 

-  -  polycystic  kidneys  . .    Z3i 

-  -  pyelitis cs 

—  renal  calculus       . .  . .     6?T 

tuberculosis      . .  ..    €ti 

\'"w'*^^^'*^^*^*''=*^«»  disease  51» 


A  CHONDROPLA  SI  A— A  DOLESCENCE 
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Achondroplaita,  bowed  legi  in    SIS 

-  bridge  of  nose  depreaaed  in    SIS 

-  bulgring  forehead  in  ..     SIS 

-  distinguished  from  riokvta..     S14 

-  dwarfism  due  to  (Fig.  64)        SIS 

-  enlargement  oi  bcmes  in    . .     S14 

-  lordosis  in    . .         . .         . .     SIS 

"  prominent  joints  in  ..     SIS 

-  shape  of  fingers  in  . .         . .     SIS 

-  short  lower  limbs  diaracter- 

isticin      ..         ..        SIS,  S14 

-  small  contracted  p^vis  in. .     SIS 

-  strong  muscular  power  in. .  SIS 
Achorion  schdnleinii  in  favns  S70 
Achylia  with  diarrhcBa        ..     196 

-  in  functional  djrspepsia  . .  S54 
Acid  dyspepsia  (see  Dyspepsia) 

-  fEBces  hi  pancreatitis         . .     117 
Acidity  of  urine,  efEect  of  phos- 
phates in  ..         ..     67S 

in  genearal  bacterial  afleo- 

tions  ..         ..      83 

Acidosis  . .        4 

-  in  cyclical  vomiting  of  chil- 

dren 4S6,  84S 

Adtfl,  itroilQ,  gangrene  from  S8S 
•<  0B8<^hageai  steno^  from  ..     SSS 

-  reduced  total,  in  gastritis  . .     SfiS 

-  sore  throat  from     . .         . .     671 

-  of  stomach  ocmtents,  test  for    S59 

-  stomatitis  from  . .  815 
Aem  rtncM  in  alcohoUsm 

69,  S68,  797 

association  of  phlyctenolar 

ulceration  of  oomea  with    806 

causes  of S68 

in  cirrhosis  of  lirer        . .     S68 

diagnosis  from  A.  vulgaris 

S68,  Ml 

granulosis  rubra  nasi. .     714 

lupus  erythematosus  . .     S68 

sebOTrhcBic  ecicma    . .    S68 

tertiary  syphilides      . .     S68 

-  leprous  nodules  ittmnlating  460 

permanent  flushing  in   . .     S68 

skin  changes  in  . .         . .     S6S 

-  vulgarii,  absence  of  cachexia 

with     ..      •  ..         ..     604 

age-incidenoe  of  . .         681,  603 

in  bromidism       . .         . .     113 

chronic  nature  <rf  eruption    604 

comedones  in  ..  604,  609 

convex  shape  of  pustule  in    601 

diagnosis  from   acne 

rosacea  . .        S68,  631 

from   large    acuminate 

sypbilide      . .         . .     604 

drug  eruptions  . .     603 

pustular  syphilides     . .     603 

small-pox         ..        603,  609 

sycosis  vulgaris  . .     603 

-  -  distribution  of       631,  604,  609 

in  iodism US 

the  lesions  of       . .         . .     630 

papules  of  . .        6S8,  630 

pustules  in  . .         . .     603 

scpticiemia  from. .         ..     698 

simulated    by   xanthoma 

diabeticorum  . .         . .     8f>5 

tenderness  of  scalp  from  780,781 

spine  from       . .         . .     784 

Aconite,  ptyalism  due  to  . .  690 
Acromegaly  (Fig.  88) . .        . .    763 

-  abnormal   growth    of  sub- 

cutaneous tissue  in        . .     S68 

-  amcnorrhoBa  in       . .         . .       S3 

-  bony  changes  of     . .         . .     S63 

-  bulky  tongue  in      . .         . .     863 

-  changes  in  face  in  (Fig.  88) 

262,  263,  391,  749 

-  diagnofiis  from  leontiasis  oesea  749 

oisteo-arthropathy  . .     891 

•  enlarged  bones  of  hands,  feet, 

and  head  in  362, 391, 585,  749, 763 


Aercmegaly,  amtd. 

-  enlaifred  fingers  in  . .        . .     188 

-  -  lower  jaw  in        .  .363, 749,  763 

-  -  pituitarr  body  in   336.  686,  749 

-  ridges  of  insertion  of  mus- 

cles and  ligaments  in. .     768 
superciliary  ridges  in  749,  763 

-  headache  in 749 

-  hemianopia  in  (Fig.  108)  336,  749 

-  irritability  in  . .         . .     300 
~  muscular  debility  in  . .     749 

-  p«rio8teal  thickening  in     . .     768 

-  polyuria  in  . .        688,  686 

-  teeth  in       363 

-  r-rays  in  diagnnsts  of        . .    686 


age  and  sex  inddenoe  of   . .     498 

-  in  aloohoUam  . .     498 

-  becoming  worse  in  bed      ..     498 

-  definition  of 498 

-  of  hands  and  feet   . .         . .     498 

-  occupation  incidenoe  of     . .    498 

-  in  paroxysmal  tactmxrdia    77S 
AcliiMmyeM  (Flau  XII,  Fig.  S, 

p.  696) 810 

-  diaracters  of  pas  due  to   . .     786 

-  Oram-staining        . .  786 

-  microscopical  recognition  of    736 

-  rdation  to  bazl^   . .        . .    706 

-  ootton 706 

Aettaiomyeoiit,  bleeding  gums 

from        . .  86,  88 

•>  ot  csBcom  and  appendix   . .    786 

-  distinction  from  mycetoma     810 

-  hnmoptysis  from   . .  706 

-  Of  Jaw  . .  88,  748,  810 

-  -  with  carious  teeth       . .    748 

-  ceUulitis  of  neck  in       . .    748 

-  diagnosis  from  abooess  . .     748 
"  -  shmius  from  748 

-  Ihrir,  rarity  of  . .    415 

-  local  enlargement  from  . .    415 

-  ray    fungus    in    pas    in 

(ifatoJr//,#^.«,p.696)  415 

-  -  "  sulphur  granules  "  in  415,  748 
trabeculate  abscess  from      416 

-  of  lung        888 

-  luemop^nrifl  in       . .     317,  706 

-  mycelium  in  pus  in. .        416,  748 

-  simulating  spinal  caries     . .     786 

-  sites  of  election  in  . .         . .     810 

-  in  tailors  and  seamstresses      706 
"  Acute  abdomen  "  in  acute 

pancreatitis  . .     431 

Acute  nephritis  (see  Bright's 
Disease,  Acute ;  and  Nephritis) 

-  poliomyelitis  (see  Poliomyelitis, 

Acute) 

-  rheumatism  (see  Rheumatism) 

-  yellow  atrophy  of  liver  (see 

Liver,  Acute  Yellow  Atrophy 

of) 
Adamson,   re  Jacquet's  ery- 
thema . .     446 

-  re  pemphigus  neonatorum       446 

-  re  seborrhoeic  dermatitis  of 

infants 446 

Addison  U  ansemla  (see  Pernicious 
Anaemia) 

-  diooaso,  amenorrhoBa  in    . . 
arsenical  poisoning  simu- 
lating     

asthenia  in  38,  843, 

bronzing  of  skin  in 

-  cancer  of  one  capsule  not 

causing 

coma  in   . .         . .         . .     136 

eoeinophilia  in    . .  88,  248 

gastric  attacks  in 

headache  in 

-  hypothermia  in  . . 

-  loss  of  weight  in 

-  low  blood-preasai«  in  ^ 

96,  %%«,  %\^,  %V^ 


23 

38 
849 
674 

367 


849 
329 
346 
849 


Addi$oiC$  disease,  amtd. 

-  -  not    produced    by    uni- 

lateral suprarenal  disease  690 
periodic  acute  diarrfaoBa  in   196 

-  pigmentaticm  of  skin  and 

buccal  mucosa  in    843,  849 

-  simulated  by  exophthal- 

mic goitre       . .     •    . .     793 
syncope  in  88,  849 

-  ^.  vomiting  in  88,  848 
Adductor  brevis,  nerve  supply    648 

-  femoris,  spinal  nerve  root 

supplying 548 

-  longus,  nerve  supply  of     . .    648 

-  -  tendon,  ossification  of  . .     768 

-  magnus,  nerve  supply  of  . .     648 

-  obliquus     hallucis,     nerve 

supplv  <A 648 

-  poUids,  nerve  supply  of. .     560 

paralyris  of  . .     187 

>  transversus  hallncla,  nerve 

supply  of 548 

-  poUicu,  nerve  supply  of  550 
Adenin  bases,  uric  add  from . .  817 
Adenitis,  acuta  cervical   (see 

I^ymphatic  Glands,  (Tervioal) 
AdMOldi^  anosmia  from       . .    668 
~  a  cause  of  deafness. .         . .     190 
"  cure  of  enuresis  by  removal  of   848 
"  with  enlarged  tonsils         . .     670 

-  epistaxiB  <&ie  to       850,  851,  858 

-  hiBadache  from  887 

-  insomnia  from        . .  867 

-  loss  of  taste  due  to         774,  775 

-  mouth-breathing  caasing  . .    678 

-  night  terrors  due  to         857,  448 

-  obstruction  to  nose  1^     . .    668 

-  otitis  media  from  . .         . .     880 

-  removal  of,  palate  paralysis 

after         640 

<-  rhinitis  from  . .        . .    804 

•  snoring  due  to  669 

-  stertor  from  ..  707 
Adenoma  of  liver  (see  Livsr, 

Adenoma  of) 

-  of  prostate   (see   Prostate, 

Adenoma  of) 

Adherent  pericardium  (see  Peri- 
cardium, Adherent) 

Adhoslont,  appendicular,  pahi 

in  right  iliac  fossa  from. .     501 

-  intestinal,  in  peritonitis   . .      56 

-  po'igastric,      infiuence     of 

movement  on  pains  due  to  486 

-  porttonoal,   causing  consti- 

pation       147 

-  -  from  gall-stones..         ..     880 

-  -  from  hernia  . .  . .  168 
hitestinal  obstruction  from 

161, 168 

-  laundice  from     . .         . .     361 

-  loculation  of  ascites  by. .     717 

-  pleural,  pain  and  tenderness 

in  the  back  from       . .     789 

-  -  pneumothorax    rendered 

partial  by        . .         . .     677 

-  in  shoulder  joint  simulating         ' 

circumflex  nerve  paralyds  663 
Adiposis  dolorosa,  age  and  sex 

incidence  of        . .         . .     478 

alcoholism  causing        ..     466 

congenital  syphilis  causing    466 

extreme  fatness  in  463,  464, 466 

-  -  hypencsthesia  in  ..     466 

-  neuralgic  pain  in  arm  in     492 

pain  in  the  chest  from  . .     477 

parts  affected  in . .         . .     455 

symmetrical   painful   de- 
posits of  fat  in  . .     478 

thyroid  treatment  of  no 

effect  in  . .     466 

Adolescence^  albumissLUs^  <al         V4 


..    Vtt. 


856 
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i 


531, 


395 
S07 

600 

395 
630 
307 

332 
267 
313 
509 
143 

603 
268 
155 
493 

151 
743 
302 
478 
786 
482 
849 
538 
107 

ateleioHis 217 

615 
84 
588 
628 
603 
321 


Adrenal  retU 

causing  nephroma 

in  Icidney,  hyperaephroma 

from 
in  pathogenesis  of  malig- 

nant  renal  tumours    . . 
Adrenalin  in  cystoscopy 

—  irrigation  of  bladder  with  . . 
iEgophony  in  pleural  eflhision 

193, 
Aerophafiria 

Africa,  bilhareia  in     . . 
"  After-pains  "  of  labour 
Agar-agar  in  coastipation     . . 
Age  incidence  of  disease : 

of  acne    . .  268, 

acne  rosacea 

acquired  spastic  paralysis 

acropuwstbesia  . . 

acute  intestinal  obstruc- 
tion        

mjistitis 

yellow  atrophy 

—  adiposis  dolorosa 

—  -  aneurysm. . 

—  angina  pectoris    . 
anorexia  nervosa 

—  aortic  aneurysm 
-  lesions,  various 


223, 


bacilluria 
baldness  . . 
batii  pruritus 
bladder  tuberculosis 
bromide  eruption 
bronchopneumonia 
carcinoma  of  bladder  311,514, 

630 


312, 


138, 


-  bowel    . . 

-  breast   . . 

-  pancreas 

-  penis 

-  stomach 

-  thyroid  gland 

-  tongue  . . 

-  urethra. . 
carebral  embolism 

-  haemorrhage    . . 
cervical  caries     . . 
chancre    f  the  tongue  . . 
chloroma 
chorea 

chronic  abscess  of  bone . . 
cirrhosis  . . 
coli  bacilluria 
congen.  syphilitic  deafness 
coughs,  various  . . 
cystic  disease  of  kidneys 

-  epididymis 
dermatitis  herpetiformis 

diabetes 

diverticulitis 

embryoma  of  kidney     . . 

endocarditis 

epistaxis 251 

eiytliema  nodosum  . .  450 
exophthalmic  goitre  772,  792 
feecal  tumours  692 

femoral     And     inguinal 

hernia  . .  .  .733,  740,  742 
fibro-adenoma  of  breast  744 
filariasis 126 


812 
209 
173 
173 
708 
813 
599 
156 
752 
410 
82 
190 
176 
310 
767 
114 
292 
152 
307 
237 


-  fragilitas  ossiimi 


-  -  Friedreich's  ataxy  70,  l31,  164 


functional  aphonia 

—  ^l-8tonee 

—  gastralgia. . 

—  gastric  ulcer 

—  glaucoma.. 

—  goat 

Hanot's  cirrhosis 

—  heart  failare 

—  i:«emataria 

—  hemiplegia 


269 


Age 


. .  91, 146,  150 
. .  745 
. .  266 
. .     676 

..299,351,713 
. .     791 


449, 
449,  808, 
circum- 


103, 
61, 


incidence  of  disease ^  conUL 

Henoch's  purpura 

90,  380,  600, 

he»ieditary  optic  atrophy 

of  high  blood-preffiure  . . 

Hirschsprung's  disease  152, 

Huntington's  chorea 

hysteria    . . 

idithyosis 

insomnia  . .         . .        356, 

intermittent  hydrarthrosis 

intussusception  . .        636, 

iodide  and  bromide  erup- 
tions 

jaundice  . .         .  .362,  363, 

joint  pains  of  acute  rheu- 
matism . .         . .         . . 

keratomalacia 

kraurosis  vulvse. . 

leukoplakia  of  vulva     . . 

lichen  scrofulosorum 

Little's  disease 

lupus  erythematosus 

-  vulgaris 
lymphangioma 

scriptum 

macular  choroiditis 

mediastinitis 

mitral  disease     . . 

myocarditd  affections 

myxoedema         . .         . . 

new  growths  of  testis    . . 

normal        Cheyne-Stokes 
breathing 

odontomata 

osteitis  deformans 

osteo-arthritis 

osteogenesis  imperfecta . . 

osteomalacia 

oxaluria    . . 

Paget's  disease  . . 

pain  in  herpes    . . 

pancreatitis         . .         153, 

parenchymatous  goitre . . 

peliosis  rheumatica       380, 

periosteal  sarcoma 

Pinguecula 

polyuria  of  diabetes 

popliteal  exostosis 

post-pharyngeal  abscess 

673, 

priapism  . . 

progressive  muscular  atro- 
phy 

prostatic  enlvgement  . . 

prurigo  feros 

psoriasis  . . 

pyometra. . 

rectal  carcinoma 

-  polypi  and  papillomata 
renal  tuberculosis 
retrobulbar  neuritis 
rheumatic  nodules 

-  purpura  . .         380, 

-  tonsillitis 
rhinosderoma 
rickets 
rodent  ulcer 
sarcoma  of  breast 

^    JH^'  •  •  •  «  •  • 

^     l£9vlo         •  •  •  •  •  • 

scrofula    . . 
scurvy -rickets 
spinal  caries 
splenomegalic  cirrhosis . . 

-  po'ycythffimia 
spondylitis  deformans  . . 
Stokes- Adams'  disease  . . 
subperiosteal  abscess  . . 
syphilis  of  aortic  valve . . 
syphilitic  epiphysitis     . . 

-  pseudo-paralysis 


Age  incidence  of  disease,  coma 


taberculides 

tubcsreulous  arthritis 

cjTBtitis. . 

dactjiltis 

menio^tis 

peritcmitaa 

uloer  of  tongue 

umbilical   hernia 

tindae  aortic  polaatioii 

urticaria    . . 

valTolar  heart  duease 

vesical  calculus  .. 

von  JakBch'ft  disease 

xerodermia  pigmentosom   ^.M 

-  in  diagnosis  of  syi^tolic  bruits  K^ 
' "  .  .J 


846 
838 
96 
718 
156 
710 
530 
359 
387 
736 

603 
365 

507 
807 
770 
770 
529 
154 
781 
812 

833 
462 
484 
110 
103 
460 
766 

124 
749 
753 
214 
214 
214 
471 
802 
496 
266 
791 
600 
756 
256 
584 
763 

707 
585 

165 
440 
532 
533 
211 
636 

93 
309 
838 
452 
600 
671 
805 
214 
449 
746 
748 
520 
808 
753 
785 
693 
581 
787 
172 
750 
237 
752 
387 

'\'i  V  -  \x«v!i.  vcc^^oLsion  of  kidney  by 
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-  influence  on  heart  soonds. 

on  child-bearing. . 

on  bue  of  pupil    . . 

Ageustia  (see  Taste,  Loss  of)-  • 
Agglutination     reaction     <9e? 

Serum     Reaction ;      and 
Widal's  Test; 
Agraphia,  definition  of 

-  hemipl^ia  with 

-  lesions  producinj? 
Ague  (aee  Malaria) 
"  Ague-cake  "  ^leen. . 
Air-swallowing 

-  borborygmi  due  to. . 
Alar  chest  in  phthisis. . 
Albinism,  diag^oe^s  from  leoco- 

dermia 

-  hemeralopia  in 

-  nystagmus  in 

-  photophobia  in 
Albumin    in  serous  discharge 

in  chronic  otitis  media.. 
ALBUMINURIA 

-  from  abdominal  aneurvsm 

-  accidental     . .  . .    "     . . 

-  with  albumosuria    . . 

-  from  arteriosclerosis 

-  with  bacilliu-ia  83,  84, 576, 613. S4< 

-  boiling  test  for,  nucleoproteid 
fallacy  of  .  .  . .  471, 47* 

phosphate  fallacy  of  . .    ST4 

-  from  bums  and  scald^        . .      1< 

-  in  cerebral  h2enic»^uii;e 

98,   13S,  337.  5€5 

-  cerebrospinal  fluid  in  menin- 
gitis 

-  chronic  alcoholism . . 
bronchitis     and     emphv- 

sema      .  . 

larjmgeal  paralysis 

peritonitis 

-  -  pjTiria 

-  with  chyluria 

-  in  cirrhosis  of  the  liver 

-  contracted  granular  kidney 

-  after  convulsions     . .         169,  I'i 

-  from  corrosive  poisoning    . .'  i97 

-  cystic  kidneys  . .  .  .8,  »6 

-  in  cystitis     . .  . .  . .     «2S 

-  diabetes  raellitus     . .  . .       1< 

-  diphtheritic  . .  .  ]       13 

-  disproportionate  to  the 
amount  of  pu-s  in.  in  pye- 
litis and  pyelonephritis . .     e?S 

-  in  eclampsia  . .  . .     647 

-  from  enlarged  prostate  8,  16 

-  with  epist&xis  . .  . .     551 

-  in  exophthalmic  g<^tre      . !       16 

-  febrile  17 

-  and  Fehling's  test    . .  . .     29O 

-  in  fimgating  endocarditis  . .     237 

-  gonorrhoea le 

-  Kout i« 

-  hematuria    . .  . .  , ,     306 

-  with  heart  failure    . .  \\       61 

-  high  blood-pressiure  2»2,  5?6 
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Albtaninuria^  amid. 

-  lardaceous  disease 39, 197, 414, 696 

-  lead  poisoning        ..     16,  38,  77 

-  lymphadenoma       ..         ..      17 

-  medullary  softening  . .     343 

-  mercuric  .ism  . .         . .       16 

-  mitral  regurgitation  . .     239 

-  morpliinism  . .         . .       16 

-  from  movable  kidney        . .        8 

-  in  mumps 16 

-  myocardial  affections        . .       18 

-  nephritis  (Brifi^t's  Disease) 

1,13.  63,803,  881,  4M,  466 

-  after  nocturnal  emission    . .       19 

-  witli  cedema  . .         . .     467 

-  from  ovarian  cyst  . .         . .         8 

-  pelvic  tumours       . .         . .         8 

-  pb>  biological  . .         . .       19 

effect  of  caldom  on       . .      19 

polyuria  in  . .         . .     584 

-  with  pleural  effusi(m       ISl,  123 

-  pneumonic  . .         . .         . .       IS 

-  polyuria  with,  causes  of    . .     684 

-  in  portal  obstructicm         . .     800 

-  pregnancy 8 

-  prolonged,  cachesria  from. .     115 

-  in  pyelitis 626 

-  pyelonephritis         . .         . .     626 

-  rareness  in  chlorosis  . .      41 

-  from  renal  calculus  8,  16 

embolism 237 

enlugement        , .         . .     689 

tuberculosis       8,  16,  310,  626 

tumour     . .         . .  16,  367 

-  repeated  pregnancies         ..       16 

-  retinitis  in  (see  Retinitis) 

-  with  tube-casts       . .         . .        8 

and  with  pus  . .         . .       16 

without  pus    . .         . .         8 

-  scarlatinal    . .         . .  13,  674 

-  in  secondary  syphilis        16,  871 

-  shortoess  of  breath  with    . .     101 

-  slight  with  coll  bacUluria  . .     676 

-  in  Hnake-bite  . .  . .     468 

-  from  stricture  of  the  urethra  8, 16 

-  suppurative  nephritis         . .     646 

-  syi>hilitic      ..         ..  13,  86 

-  in  tbromboAis  of  inferior  vena 

cava  ..  ..  61,  825 

-  treatment  by  rosanilin       . .     820 

-  with  tropical  abscess  of  liver    409 

-  without  tube-cauts. .  ..       16 

-  with  unemia     329,  350,  464,  647 

-  from  uterine  flbromyomata        8 
prolapse   . ,  . .         . .         8 

-  in  vasomotor  neuroses       . .       16 

-  vertigo  with  . .  . .     829 

-  in  yellow  fever       . .        301,  373 
Albuminuric  retinitis  (see  Retinitis) 
Albumoses,  a  source  of  fallacy 

in  t^t  for  albumin         . .         6 
ALBUMOSURIA    with    albu- 
minuria        20 

-  Bcnce-Jones* 21 

-  in  Bright's  disease  . .  . .  12, 20 

-  hiematogenous        . .  . .       20 

-  in     malignant     disease    of 

bones        21 

-  pyogenic       . .         . .         . .       20 

-  teste  for       . .  . .  20,  21 
Alcoholism 

-  atmo  rosacea  from  . .         268,  797 

-  acropanosthesia  from         . .     493 

-  active   congestion   of   liver 

from  ..  ..         371,407 

-  acute,  Babinski's  eign  in    . .       82 
subnormal  temperature  in    344 

-  adiposis  dolorosa  from      . .     455 

-  albuminuria  in        . .  . .       16 

-  amenorrhcea  from  . .         . .       23 

-  anorexia  in  ..        238,  213 

-  aortic  aneurysm  in  538,  564 
disease  from           236,  237,  238 

-  arteriosclerosis  from  . .     2B8 


Alcoholism^  conid. 

-  ataxy  from 66 

-  bradiial  neuralgia  in  . .     492 

-  in  bronzed  diabetes  /.     676 

-  central  scotoma  from       836,  837 

-  cirrhosis  of  liver  from 

59,  300,  368, 409,599 

-  colic  from 136 

-  colour  blindness  from    836,  837 

-  coma  due  to  . .  137,  344,  346 

-  convulsions  in         . .         169, 172 

-  cramps  in    ..         ..78,  179,  338 

-  delirium  from         . .         . .     195 

-  Dercum's  disease  from      . .     455 

-  diarrhoea  in  . .         . .     197 

-  diminished  appetite  in       . .      49 

-  disturbed    pancreatic    and 

hepatic  functions  in       . .     293 
"  dwarfing  of  one  lobe  of  liver  in  404 

-  dyspepsia  from        . .         . .     864 

-  dysphagia  from       . .         . .     226 

-  effect  on  blood-presrare     . .     238 

-  enlarged  heart  in  383, 238, 343, 245 

-  fatty  heart  from     . .        288, 341 
liver  from  . .         . .     414 

-  fibroid  heart  doe  to  . .     388 

-  flushing  in 368 

-  furred  tremnlous  tongue  in  186,343 

-  and  gangrene  of  the  lung  . .     387 

-  gastritis  in  . .  297,  363 

-  general  symptoms  of      800,  368 

-  haematemesis  in      . .         343,  295 

-  haemorrhoidal  bleeding  in. .     243 

-  headache  in  . .         . .     328 

-  hiccough  in 342 

-  hippus  in 596 

-  hypothermia  from  344,  846 

-  iii^mtUe  convulsions  doe  to    170 

-  infantilism  from     . .         . .     816 

-  insomnia  in  ..         ..     368 

-  irritabiUty  in  . .         . .     360 

-  Jaundice  in 343 

-  Korsakow's  sjmdrome  in  . .      35 

-  leucopenia  in  . .         . .     401 

-  lipomatosis  from     . .         . .     455 

-  and  Little's  disease  . .     154 

-  loss  of  appetite  in  238,  243 
weight  due  to  848,  849 

-  medullary  degeneration  in225,  343 

-  moral  deterioration  from  . .     797 

-  morning  vomiting  in 

238,  243,  297,  797 

-  myocardial  changes  from  . .     238 

-  nerve  deafness  from  . .     191 

-  obesity  due  to         . .         . .     849 

-  optic  disc  changes  from     . .     836 

-  pachymeningitis  from        . .     563 

-  pains  in  the  limbs  in  . .       78 

-  palpitation  in         . .        525,  527 

-  pancreatitis  due  to         ..116,153 

-  pancsthesia  from    . .  . .     797 

-  passive  vacant  aspect  in  258 

-  peripheral  neuritis  from 

€6, 165,  285,  492,  505,  599 

-  pharyngitis  in         . .         . .     136 

-  polyuria  from  .  .581,  583,  584 

-  priapism  caused  by  . .     586 

-  in  prognosis  in  pneumonia       194 

-  pupil  reflex  in         . .  . .     594 

-  purpura  in  . .  . .        596,  599 

-  restlessness  and  insomnia  in      797 

-  signs  of         . .  . .  69,  797 

-  simulated  by  disseminated 

sclerosis 565 

by  nervousness   . .         . .     797 

-  simulating  new  growth      ", .     849 
tuberculosis         . .  . .     849  j 

-  ppeech  lost  in  . .  . .     682  ] 

-  tachycardia  from    . .        772,  773 

-  talipes  due  to  . .         . .     131 

-  temporary  glycosuria  in    . .     292 

-  tinnitus  increased  by         . .     793 

-  tremor  in    136,  23»,  ^5%,  1^^,  "WX 

-  urethral  stricture  from     . .     \4Q 


Akoholism,  eontd. 

-  venous  stigmata  from       . .  797 

-  vertigo  from  ..         ..827 

-  weakness  of  the  limbs  from  797 
Alexia  (Word  Blindness)  . .  684 
Algidity  in  malaria  . .  . .  36 
Alimentary  albumosuria       . .  30 

-  glycosuria,    distinguished 

from  diabetes  mellitos  . .  684 
Alkali  added  to  santonin,  pink 

urine  from           . .         . .  819 

Alkalioi,  cachexia  from        . .  116 

-  in  diabetic  coma     . .         . .  137 

-  gangrene  from        . .         . .  382 

-  oesophageal  stenosis  from. .  333 

-  sent}  throat  from     . .         . .  671 

-  stomatitis  from  816 
Alkaline   fseces   in   gall-stone 

obstruction         ..         ..  117 

-  urine  with  bacterinria      ..  88 

-  effect  of  phosphatoo  in  . .  673 
Alkaptonuria,  alkaU  test  for  390, 833 

-  black  mrine  from   ..        830,  833 

-  due  to  congenital  erron  of 

metaboUun         . .         . .  833 

-  dark  colour  of  urine  in      . .  390 

-  darkening  of  urine  on  expo- 

sure ..         ..        821,823 

-  ferric  chloride  test  for       . .  832 

-  general  account  of  . .         . .  823 

-  homogentisic  add  in          . .  833 

-  hydroquinone-acetic  add  in  833 

-  liquor  potassn  test  for      390,  823 

-  ochronosis  with       . .        576, 833 

-  optical  inactivity  in          . .  833 

-  reactions    with    Nylander's 

reagent 833 

-  reduction  of  Fehling*!  solu- 

tion in      . .         . .         390, 638 

-  relation     to     tyrosin     and 

phenylalanin  kataboUsm  833 

-  no  safranin  reaction  in      . .  883 

-  silver  nitrate  test  for         . .  833 

-  simulated  by  melanuria  . .  822 
ALLOCHEIRIA  21 

-  fimctional    . .         . .         . .  22 

-  in  tabes  dorsaUs      . .         . .  665 
AUoxuric  bases,  uric  add  de- 
rived from           . .          . .  817 

ALOPECIA  (and  sec  Baldness)  84 

-  areata           . .         . .         . .  84 

diagnosis  from  favus      . .  272 

ringworm  of  scalp      . .  274 

Unea  decalvans           . .  274 

"  exclamation    -    mark  " 

hairs  in            . .         . .  274 

-  relation  to  pseudopelade 

of  Brocq           . .          . .  782 

-  cicatrisata    . .          . .          . .  85 

-  from  head  injiuy    . .          . .  80 

-  in  syphilis 450 

Altitudes,  polycythsmia  at  high  579 

Alum,  extreme  thirst  due  to. .  789 
Alveolar  abscess  (see  Abscess) 

-  echinocoocus     disease    (see 

also  Hydatid  Disease)    . .  416 

-  sarcoma  of  kidney  . .  . .  395 
Amauroiit  from  hemorrhage  140 

-  pregnancy    . .         . .         . .  839 

-  unemic  . .  . .  836, 839 
Amblyopia,  causes  of . .  836 

-  in  disseminated  sclerosis   . .  800 

-  hysterii.        . .         . .         . .  800 

AMENORRHCEA,blood  altera- 

tions  and  . .         . .         . .  24 

-  causes  of      . .          . .          . .  22 

-  in  clUorosis             . .          41,  303 

-  continued,  in  ectopic  gestation  760 

-  witli  deficient  ovarian  activity  707 

-  double  ovarian  tumour 

429,  691,  759 
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America,  yellow  fever  ia  . .  372 
Amido-oxybutTric  acid  in  urine  4 
Ammonia,  anosmia  from       . .     6C9 

-  co-efficient     in     urine     in 

phosphorus  poisoning    . .     378 

-  coryza  from . .         . .         . .     203 

-  olfactory  neuritis  from      . .     669 

-  poisoning  by  . .         . .     674 

-  sore  throat  from     . .         . .     671 

-  varying  amounts  of,  in  urine    674 
Ajnmonio-magnesium     phos- 
phate in  urine  (Fi^.  166)    573 

Ammonium  sulpliide,  reduction 

of  oxyhflBmoglobin  by  . .     314 

test  in  carbon  monoxide 

poisoning         . .         . .     138 

for  lead  . .         . .       77 

AMNESIA         25 

-  from  toxicmia         . .  . .       26 
Amniotic    bands,    o&dema    of 

arm  or  leg  from  . .  . .  455 
Amsbt  coU  (Fiff.  12)  . .  91 
in  dysentery        . .  196 

-  dyaenterise  in  liver  abscess 

369.  408 

-  histolyUca  (Fig.  12)  . .       91 
Ampulla  of  Vater.  ball-valve 

obstruction  by  stone  in. .  650 
carcinoma  of       . .         . .     366 

-  fatty  stools  from  cancer  of    266 

jaundice  from  catarzii  of      361 

Amphoteric  reaction  of  urines    672 
Amputation,  neurosis  leading  to  467 
Amyl  nitrite  poisoning,  xan- 
thopsia in  . .         . .     840 

Amyloid  disease  (see  Lardaceous 

Disease) 
Amyotrophic  latoral  tclorotis 

alwenoe  of  annsthesia  in    666 

ankle-clonus  in  . .     666 

Babinski's  sign  in       82,  665 

bladder  spasm  in        . .     443 

condition  of  reflexes  in    664 

contractures  in         162,  164 

cord  changes  of  . .     664 

fibrillary  contractions  in    168 

impotence  in  . .         . .     846 

increased  knee-jerks  in      666 

muscular  paralysis  from      73 

normal  sensations  in . .     664 

paralysis  of  arm  in    . .     664 

par^lflgia  from        661,  666 

primary  . .         . .     666 

pupils  normal  in        . .     664 

reflexes  in       . .         . .     666 

simulated  by  myelitis        74 

simulating  syringomyelia   73 

slow  onset  and  course  of    665 

spastic  rigidity  with   . .     163 

spasticity  of  leg  in      . .     169 

talipes  in         . .         . .     131 

wastingof  hand  muscles 

in     . .         . .         . .     665 

AN>EMIA         26 

-  abnormal  leupocytes  in     . .       28 

-  in  ankylostomiasis       94,  459,  670 

-  aortic  disease  . .     233 

-  aplastic  (see  Aplastic  Anae- 

mia) 

-  ascites  with  . .     54,  62,  64 

-  Babinski's  sign  in  . .         . .       82 

-  in  Banti's  disease  . .        694,  696 

-  from  bleeding  gums  . .       85 

-  blood  changes  in  severe     . .       27 
various  kinds  of    26  et  seq. 

-  in  bothriocephalus  infection    ' 

459,  568,  569,  570 

-  Brighfs  disease  13, 14, 90, 126, 303 

-  cachexia  ..114,  115,459 

-  canter-rhythm  of  heart  in. .     639 


Afupmia,  corUd. 

-  causing  amehorrhoea         . .       23 

-  in  cerebral  embolism        . .     138 

-  chlorotic,  ascites  in  . .       64 
in  tape-worm  infection  568,  570 

-  in  chronic  lead  poisoning  . .     607 

-  colour  index  in       . .         . .       26 

-  cord  changes  from. .         . .     667 

-  delirium  from         . .         . .     195 

-  diaso-reaction  in    . .  . .     198 

-  dilatation  of  heart  in         . .     628 

-  displaced  cardiac  impulse  in    330 

-  earache  from  . .         . .     230 

-  enlarsed  spleen  with,  in  kala- 

azar  {Plate  XII,  Fig.  H, 

p.  696) 34 

-  eoeinophUia  with     . .  249 

-  fatty  heart  in                    62,  241 
liver  in 414 

-  functional  bruits  in    104, 106,  791 

-  -  thrill  with  . .         . .     791 

-  in  fungating  endocarditis 

9, 10,  76,  693,  598,  613,  616,  700 

-  from  gastric  ulcer  . .         . .     298 

-  hsematemesis  . .         . .     469 

-  hemoglobinuria      . .         . .     316 

-  with  htemoperitoneum      . .     717 

-  headache  in 329 

-  in  Hodgkin's  disease 

303,  459.  617,  649,  696,  716 

-  hypochlorhydria    with,     in 

gastric  carcinoma  37,  361 

-  hvsterical  symptoms  from. .     784 

-  Idiopathic    (see    Pernicious 
Ajuemia) 616 

366,  369 
..  696 
469,649 
..  696 
..  829 
..  738 
..  699 
866,  715 
469,  698 


-  insomnia  in. 

-  in  lardaceous  disease 

-  leukaemia 

-  liver  cirrhosis 

-  low  blood-pressure  in 

-  in  lymphadenoma  . . 

-  lymphatic  leukaemia 

-  lymphosarcoma 

-  malaria  . . 

-  malignant  disease  of  stomadi  691 
growths    . .  469,  616 

-  in  mediastinal  growth       . .     483 

-  menoniiagia  from  . .         . .     430 

-  in  mercury  poisoning         37,  797 

-  miners',  occult  tuemorrhage  in   94 

-  multiple  serositis  in  . .     124 

-  with  negative  blood  picture      36 

-  nerve  deafness  in  . .  191 

-  neuralgia  from  . .     134 

-  noises  in  the  ears  from     . .     794 

-  oedema  of  legs  from  469,  461 

-  at  onset  of  phthisis  ..     620 

-  ovarian        . .         . .         . .     707 

-  pains  in  limbs  from  . .     503 

-  palpitation  in         . .        525,  628 

-  from  parasites 

94,  249,  459,  668,  670 

-  with  parenchymatous  gc^tre    792 

-  from  pediculosis  capitis    . .     419 

-  pernicious    (see    Pernicious 

Anaemia) 

-  in  plumbtem      77,  136,  144,  798 

-  poikilocytosis  in     . .         . .     620 

-  w^ith  positive  blood  pictures      30 

-  from  post-partum  litemorrhage  459 

-  pseuao-leukaemia  infantum 

459,  694 

-  from  pyorrhoea  alveolaris  87 

-  pyrexia  in   . .  . .         . .       32 

-  pyrexial  periods  in  . .     620 

-  in  renal  disease       . .  . .     172 

-  from  sarcoma  . .  . .     459 

-  scurvy -rickets  . .  . .     753 

-  in  septicaemia  . .     650 

-  shortness  of  breath  in       . .     100 

-  splenic  (see  Splenic  Anaemia) 


oO 


SB 

Of 

4H<C 
..    « 


-  capillary  pulsation  in  severe  106  .  -  <,(/.'^».^  v"^  .'h.<i^».v.  ^.^.^ 

-  from  carcinoma  of  colon  . .  141  \  -  \ii  «v^«wotx\«!^»V\!c  c^xtUosis 

-  -  duodenum                     . .  1^^  \                                   "^^^^  ^"^^^  ^>^^ 

-  -  pancreas 1^4  \  -  tomi  ft\«i^*.\Xoti                . .    w* 


Aneemia,  ctnud. 

-  sterility  due  to       . .        . .   ToS 

-  in  StUl'fl  disease     . .         40.  U* 

-  8uggostinseinpjemaiabraBcfai»- 

pneumonis  of  children  ..     ^ 

-  from  syphilis  ..        459,  £^ 

-  tachjcardia  from   . .        ..    ~* 

-  with  thymic  infantjlim    ..   :i^ 

-  due  to  toxins  ..     > 

-  tropical  .  .  . .    Hi 

-  in  tropical  abeoeas  of  tivcr    «i 

-  tul>ercalo6ds. .  4M.iH 

-  tuberooloos  peritonitis     ..    Tl) 

-  with  ondue  aortic  polaatios    SK 

-  uterine  haemocrfaa^e  36.  & 

-  vomiting  due  to     ..        .,   iC 

eimaiatin<;  gastric  oleer..   •(•* 

ANiESTHESIA  C^ndae 

tion,  AJbncvmalities 

-  of  arm  in  Erb*8  palsy 

-  bedsore  seoandary  to 

-  below  lesion  in 

spine  (Fi^.  180) 

-  in  brachiad  neuritis 
palsy 

-  Brown-SAquard  paralysis  MO,  (M 

-  firom  Cauda  equina  lesioDS. .     '^ 

-  cervical  rib  . .  49l,» 

-  in  circumflex  nerve  paralyw  m 

-  combined    scleroses   of   tibe 

oord  1H«^ 

-  with  compression  parm{deps 

4H^ 

-  definition  of  ..   M 

-  in  diagnosis  of  caose3of  ataxy  M 

-  dissociative  in  syringomyefia 

76,  113.  138,  88A,  564.  SUM 

in  haematomyelia  ..    <M 

from  lesion  of  optic  thala- 
mus         «« 

-  medallauy  softening       . .    ^ 

-  from  dorsal  myelitis  (Fif.  179)  (6 

-  of  feet,  vertigo  with         ..    c: 

-  functional  pannplegia        ..    iC 

-  glove     and      stocking,     in 

hysteria  167,  342.  » 
in    peripheral    nearitit 

JF'i^.    175)  ..    «1 

6».  157,  842.  506.  S» 
548,  549.  567.  66S,  TK 

paralysis  of  one  arm  In  . .    M* 

of  one  leg  in    . .  . .    Ml 

-  in  inflammation  of  posterior 

spinal  root  gan^ia 

-  from  injury  to  cervical  roots 

(Fig.  178) 

-  -  to  3rd,  4th,  and  5th 

roots  (^ig.  178) 

-  in  Klnmpke's  palsy 

-  of   leg   in    paraplegia 

spinal  caries 

-  in  leprosy     . .  75,  450,  *7J 
diagnostic  importamoe  of     454 

-  musculospirad  paralysis     ..    5S3 

-  neuromyositis  . .  . .    5<H 

-  pain  with     . .  . .  . .    47} 

-  in  paralysis  from  cervical  rib  i*i 

-  from  pcffipho^al  neuritis 

66,  551,  563,  Ml 

-  pemidoua  anaemia  ..    €ST 

-  sciatic  nerve  paralysis       . .    542 

-  sciatica         . .  . .  . .    4S7 

-  due  to  spinal  haemorrhage       T97 

-  from  transverse  cord  ksioas    144 

-  in  transverse  myelitis        . .    4S4 

-  trigeminal  neuralgia  ..    49( 

-  ulnar  paralysis         . .  . .    12S 
Anatthttics.  acetonuria  after        4 

-  coma  due.  to  . .  187. 34* 

-  deaths     from     lymphattsm 
under        43 

-  delirium  from  . .  . .     IK 
-  Vck.   ^«\KctQjj&jj3ie    caoas    of 


-  hyatMric 
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AN^STHETICS—ANEURYSM,     THORACIC    AORTIC 
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AntettheticSf  eonki. 

-  in   diagnosia  of   abdominal 

aneurjrsm 786 

congenital  abnormality  of 

genital  organa..         ..     705 

-  hysterical  joint  . .         . .     889 

spasm 13S 

pancreatic  swellings      . .     724 

phantom  tumonr  58,  721 

-  disappearance  of  phantom 

tumour  under     . .         . .     761 

-  general,  Babinski's  dgn  in         82 

-  hypothermia  from  . .         . .     846 

-  TomiUng  from        . .         . .     843 
Anal  fissure  (see  Anus,  Fianure  of) 

-  fistula  (see  Anus,  Flstala  oO 

-  prolapfue,  hiemorrhage  In  ..       93 

-  sphincter  (see  Sphincter  Ani) 

-  ulcer  686 

AnaloMia  from  eoni  Mint . .    60S 

-  from  cerrical  rib    .,         ..     128 

-  definition  of  superficial  and 

deep         660 

-  from  lesion  of  the  medoUa    666 

-  peripheral  nerve  lesions     . .     663 

-  in  syringomyelia  (Fig.  182)    665 

-  tabes  docsalis  (Fig.  183) 

498,  607,  662,  662,  664,  665 
Anangioplaaia   (Fig.  66)     215,  216 

Amrthrit       685 

Anasarca  (see  Ascites,  (Edema) 
*'  Anchoyy-sauoe "    pus    in 

tropical  abaceos  of  lirer. .    408 

sputum    . .         . .        176,  828 

Anconeus,  nerre  wapplj  of  . .    550 
Aiwuryim,  abioinliMl  Mrlle 

absence  of  pnlaatioii  in    764 

albuminuria  from      ..        8 

annathetic  in  diaffooaia  ot  786 

blanching  due  to        .  •    692 

-  —  diagnoaia  from   nnHn^ 

aortic  polaatioQ  592,  728,  764 

eroaion  of  vertebn*  by    728 

expansile  pnlaatton  with 

299,  486,  786 

from  embolism  , .     868 

luematemesis  from    294,  299 

haematoma  due  to       ..     692 

jaundice  from..         ..     868 

leakage  from   . .        692,  728 

pain  in  abdomen  from 

299.  868,  692 

back  from       299,  486,  728 

epigastrium  from  486, 646 

rarity  of  . .        592,  728 

rupture  into  stomach       299 

sex  incidence  of  , .     728 

simulating  pcritonitia..     646 

indigestion  ..         ..     851 

syphilitic  history  in  300,  486, 

728 

systolic  bruit  over     . .     868 

x-rays  in  diagnosis  of 

(and  see  ^-rays)    . .     486 

-  arterio-vsnous  of  orbH     265, 764 

exophthalmos  due  to  264,265 

loud  murmur  with      . .     266 

pulsation  of  eye  with. .     255 

-  axillary,  due  to  embolism  . .     732 

due  to  injury      . .         . .     732 

unequal  radial  pulses  from  732 

-  carotid,  uneqtial  pupils  in. .     696 
pulsation  in  exophthalmic 

goitre 244 

oerobral,  acute  . .    699 

convulsions  from  ..     172 

diabetes  insipidus  in      . .     686 

due  to  embolism  . .         . .     699 

headache  from  ...        327,  328 

sensations  in  head  from. .     328 

-  oi  coeliac  axis  artery         . .     368 

abdominal  pain  from . .     368 

jaundice  in      . .         . .     368 

-  clrtoM  (P/a/^rJr/f)  . .     764 


Aneurysm^  emUd^ 

-  oxtomal  illae,  brbit  ovor  . .    741 
decreased  by  compreoa- 

ing  c(»nmoii  iliao    . .     741 

delayed  femoral  pulae  in  741 

diagnoaia    from    paoaa 

buna       ..         ..    741 

sarooma  of  pelvia  . .     741 

expansile  pulaation  in      741 

iliac  awelling  due  to  . .     785 

inguinal  awelling  due  to    741 

: a^raya  in  diagnoaia  of. .     741 

-  fimofal,    femoral    awelling 

due  to 782 

-  gai^rene  from        . .        282, 287 

-  of  lung  in  . .     288 

-  of  heart  from  oyphilia       . .     241 
ayatolic  bruit  in  . .         . .     102 

-  iiopatle,  aadtea  with         . .      59 
from  emboliam  59,  868 

-  -  jaundice  with  59,  862,  868 

-  innominate,  r-raya  in  diag- 

noaia of  (J^.  131)  ..    488 

-  of   internal  carc^  artery, 

eroaion  from  chronic  tym- 
panic aopporatioa         . .    468 

-  internal  iltac,  teUt  par  rectum  688 

-  poplltoal  (Plate  Zill)       . .     762 
bruit  over  . .         . .     762 

-  compreaaion    of   femond 

arteiT  in  dlagnnaing  . .     769 

-  deUyed  tibial  polae  from    762 

-  diagnoaia  from  aatooma. .    769 
>  -  expansile  pnlaation  in    . .    769 

-  ~  gangrene  tconi   . .        . .    287 

CBdema  of  leg  from       . .    456 

pain  in  leg  from. .         . .     762 

-  awdUing  doe  to   . .        . .     761 

-  raricoaA  reina  from       . .    769 

-  x-rays  in  diagnoaia  of    . .     762 

-  pulmonary,  in  phthiaia    818,  819 

-  rarity  of  tabetculoaafocnafai  786 

-  MbdavlM,  cauaing  cadema  . 

of  arm' 456 

-  oateo-arthropathy  in     . .    891 
almulating  brachial  neuritia  492 

-  thoracic  aortic : 

abaence  of  bruits  over       476 

pain  with     . .         . .     482  , 

age  incidence  of  223, 688,  786 

alcohol  in  etiology     . .     538 

angina  pectoria  in      482,  778 

aortic  regurgitation  from 

107,  235,  238 

apical  r&lea  from        . .     322 

blood  per  anum  from. .       90 

bronchiectasis  from    . .     324 

carotid  pulses  unequal 

with 236 

chest-wall  bulged  by  193, 235 

clubbed  fingers  from  . .     128 

collapse  from  rupture  ol    482 

of  lung  due  to        . .     482 

coma  from      . .        137,  140 

comproflSion  of  bronchi 

bv  ..   236,322,324,482 

cord  by        . .         . .     661 

heart  by       . .         . .     482 

oesophagus  by 

222,  296,  474,  482,  841 

phrenic  nerve  by    . .     482 

superior  vena  cava  by  i 

234,  236.  461,  746,  826 

of  trachea  by  465, 482,  710 

of  vagus  nerve  by  482,  772 

confusion  with  phthisis    322 

cough  due  to  . .         175, 176 

danger  with  l)ougie    . .     222 

diagnosis    from    carci- 
noma of  ceaophagus      296 

dyspepsia     . .         . .     476 

enlarged      bronchial 

glsoidB       ..         ..     \%%' 
mediaatiina\grow^%%^A%'^ 


Anetaysm^  thoracic  aortic^  cotUd. 

diagnoaia  from  prominent 

aubdavian  arteiy  . .     764 

diaaecting,  anginal  pain 

on  formation  of      . .     482 

dullneaa  over  . .         . .     790 

dysphagia  from         222,  482 

ear  in  detecting  pnlaa- 
tion in         . .         . .     764 

emboliam  from         . .    286 

eroaion  of  rib  cartOageo 

by 482 

. atemnm  br  . .        194, 482 

vertebne  by 

476,  482,  784, 848 

fuaiform  . .     238 

gangrene  of  fingexa  from  287 

.  •  -  girdle  pain  in  . .         . .     482 

-  .  -  hematemea^  from    294,  296 
bmxnapty^  from 

176,  317,  818,  822 

hard  work  in  eti(^ogy 

of  800,538 

heart  diJtplaoed  by      . .     830 

impaired  reaonance  from  82t 

insomnia  dua  to         . .    848 

loaa  of  weight  from   479, 848 

mifitaken  for  aathma  . .    582 

hysteria  . .     777 

intoocetal  nanralgia 

478,  777 

-  -  -  mode  of  production  of 
pain  in         . .        . .    481 

muade  atrophy  in  arm 

from..  ..      74 

oaoplaam  abnulated  by 

185,848 

-  —  oedema  from   . . 

-  •  —  of  face,  neck,  and  anna 
from  456,  468,  461 

orthopnoBa  fhmi       465,  467 

pain  in  abdomen  txom     646 

back  from      222, 296, 899, 

474,  475, 476,  482, 789 

cheat  due  to  478,  482,  848 

hitercoatal  due  to  478, 479 

in  left  arm  from      . .     494 

frx>m  pleuriqr  over  . .     482 

palpitation  from  . .     526 

paralysis  of  vocal  cord 

from  . .         . .         . .     538 

paraplegia  from         ..     561 

preponderance  in  men      483 

preaaure  signs  with     . .     235 

pulsatile  tumour  from 

235,  476,  664,  763,  790 

pulsation  In  back  from 

296,  475 

pulses  unequal  with  . .     693 

pupils  unequal  in       . .     595 

rarity  apart  from  syphilis  483 

rupturo  into  afr-passagea  482 

bronchua      . .        318,  829 

heart 482 

lung 318 

oesophagus  ..         ..     482 

one  of  the  great  veins    482 

pericardium. .         . .     482 

peritoneum  . .         . .     482 

pleura  . ,         . .     482 

spinal  canal . .         . .     482 

trachea         . .         . .     818 

severe   pain    in    cheat 

from  rupture  of      . .     482 

sex  incidence  of         538,  786 

signs  of  descending    . .     222 

simulated  by  spinal  cariea  786 

sites  of  rupture  of      . .     140 

slight  hffimoptysis  of  grava 

import  In     . .         . .     832 
stridor  from    . .         . .     71Q 
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Antvrysnu  thoracic  aortic,  contd. 

systolic  bruit  over      . .     106 

tachycardia  from       772,  773 

tenderness  of  the  spine 

in       ..  ..         784,789 

thrill  due  to     . .         . .     790 

thrombosis  in  . .         . .     28fi 

transverse  myelitis  from   5G-A 

varicose     chest     veins 

from  . .         . .        3S6,  826 

Wassermann  reaction  in    786 

T-rays   in  diagnosis  of 

(Fig.  74),  223, 296, 322, 422, 465, 

474,  476,  682,  693,  786,  790 

Anoina,  abdominal,  benefit  of 

diureUn  in  . .        361,  486 

vasodilators  in . .         ..     361 

diaf^noMis  from  indis^estion    361 

flatulence  in        . .        361,  486 

hsematemesis  in  . .         . .     351 

induced  by  exertion       . .     486 

paroxysmal  epigastric  pain 

in  486 

tenesmus  in         . .         . .     486 

-  thick  peripheral  vessels  in    861 
vomiting  in         . .         . .     361 

-  ludOVlci,  bacteriology  of    . .     460 

dysphagia  due  to  . .     225 

oedema  of  face,  neck,  and 

arms  from       . .        469,  461 

ptyalism  due  to  . .         . .     690 

stomatitis  with  . .         . .     690 

trismus  simulated  by     . .     801 

-  maligna        674 

-  pactoril,  from  acute  aortitis    778 

age  and  sex  incidence  of       482 

aortic  aneurysm. .         482,  778 

disease        233,  237,  682,  778 

atheroma     and     arterio- 
sclerosis with  . .         482,  682 

-  brought  on  by  emotion  482, 778 

exertion     350,  481,  482,  778 

touch 778 

from      coronary      artery 

sclerosis  . .         . .  778 

diagnosis  of         . .         . .  482 

from  indigestion         . .  360 

paeudo-angina . .  482 

-  faintness  and  collapse  in  481 

-  false  482 

-  -  fatal  482 

due  to  fibroid  heart       . .     241 

-  -  flatulence  with  267, 360, 481, 779 

high  blood-pressure  in  360,  682 

from     hypertrophy     and 

dilatation  of  the  heart  778 
mental  anguish  in          . .  481 

-  from  myocardial  affections  18 

-  pain  in  arm  and  neck  in 

350,  481,  482 
cheat  in  478,  481,  682 

-  from  pericarditis. .         . .     480 

-  -  polyuria  after        481,  581,  682 

-  precordial  tenderness  from   778 

with  progeria  . .     218 

sense  of  impending  death  in  481 

-  -  from  sypliilis       . .  62,  237  ' 
varying  duration  of  attack   481 

-  vasomotor  (see  Pseudo-angina) 

-  Vincent's  (see  Vincent's  Angina) 
Angioma  of  larynx,  hcemoptysis 

in  318 

-  liver  414 

-  nose,  epistaxis  due  to        . .  260 

-  vulva  768 

Anglonourotlc    adoma    (Fig. 

128.) 467-8 

-  albuminuria  in    . .  17 
asymmetrical                         455 

-  diagnosis   from   urticaria    746 

-  electrical  reactions  in    . .     634 

-  -  0/  face  (Fig.  128.  p.  458)      746 

-  iMemoglobinuria  in         . .    %\h 
Itgi  459 


Angioneurotic  cedtma,  contd. 

-  relation  to  Milroy's  disease 

-  self-induced  oedema  simu- 

lating   . . 
Angiokeratoma  affecting  fingers 
Angiosarcoma  of  kidney 
Angular   curvature   (see   Ky- 
phosis ;  Lordosis) 

-  gyrus,  visual  word  centre  in 

(Fig.  186) 

-  word  blindness  from  lesion  of 
Anidrosis,  causes  of    . . 
Aniline  dye  workers,  bulls  in 

-  methnmoglobinsemia  from 
AnklO,  fractures  near,  causing 

talipes    . . 

-  tuemophilic  artliritis  of 

-  osteo-arthriUs  of    . . 

-  synovitis  of  . . 

-  tuberculous  disease  of 

-  ulceration  in  yaws. . 
ANKLE-CLONUS 

in  amyotrophic  lateral  sclero- 
sis. •  •  •  •  •  I  o, 

-  birth  palsies  . .         . .  ■ 

-  Brown-S^uard  paralysis  . . 

-  disseminated  sclerosis 

-  with  exaggerated  knee-jerks 

-  in  hemiplegia 

-  method  of  obtaining 

-  in  neurasthenia 

-  paraplegia  from  spinal  caries 

-  positional,  in  normal  person 

-  in  primary  lateral  sclerosis 

-  spastic  paralysis     . . 
paraplegia 

-  syringomyelia 

-  Tooth's  peroneal  atrophy . . 

-  transverse  myelitis 
Anklo-Jerkt,  absent  in  multiple 

neuritis 

-  diminished  in  sciatica 

-  exaggerated  in  hysteria     . . 
in  spastic  paraljrsis 

-  in  hemiplegia 

-  locomotor  ataxy     . . 
Ankyloill,  after  gonorrhoea  . . 

-  from  Joint  disease  . . 

-  in  rheumatoid  arUiritis 

-  after  septic  arthritis 
Ankylottomlatlt,  albuminuria 

in 

-  blood-count  in        . .  33, 

-  cachexia  in. . 

-  eosinophilia  in 

-  melaona  in 

-  occult  luemcNrrhage  with    . . 

-  oedema  of  legs  in   ..469,461, 

-  progressive  asthenia  in 

-  severe  anaemia  in  37,  94,  459, 

-  shortness  of  breath  in 

-  skin  eruptions  in     . . 
Ankylostomum  duodenale    . . 

-  illustrated 
Anode,  meaning  of    . . 
Anophthalmos,  congenital     . . 
Anorexia  in  acute  polymyositis 
yellow  atrophy  of  liver  . . 

-  alcoholism  238,  243, 

-  with  bacteriuria 

-  in  carcinoma  of  colon 
stomach   . . 

-  catarrhal  jaundice . . 

-  dyspepsia     . . 

-  gastriUs 

-  from  intestinal  parasites 
~  norvon 

-  absence  of  pyrexia  in 

-  age  and  sex  incidence  of 

-  amenorrhoea  with 

-  -  severe  loss  of  weight  In   69, 

-  «\m>a\a\uv(^  \AxV>cTo\\Qe.Vft  . . 
caxcVnoutfi  oil  %Xatx)acYw 


460 

457 
266 
396 


683 
684 
714 
110 
187 

133 
388 
384 
486 
386 
449 
44 

666 
558 
640 
342 
397 
337 

44 
787 
668 
160 
667 
647 
494 
664 
660 

74 

488 
487 
641 
639 
337 
662 
377 
167 
379 
376 

17 
670 
116 
349 
670 

94 
670 
670 


Apiorejtia  nrrvota, 

Weir-3Xit(^eU    treatmrat 

in  dia^nosiB  of  . .  ^ 
Anoemia,  various  caoMs  of  €6»,  ^ 
Anosteoplasia.  dwarfism  due  to  :^i: 
Ante-partum  tuemonhace  . .  434 
Anterior  chamber  in  gianconu  Jt& 
in  differentiating  con joDcti- 

vitia,  iritis,  and  glaocofaft  ty. 
Antsrior  crural  nonro,  paraljsb 

Ot     .   .  .   .  .  .  Ml 

muscles  supplied  by  ••  **- 

spinal  roots  supplying  ^t 

-  nMirmteta,  with  sdatica . .  fes 

dimmfatfied  knee-jerk  in  4«j 

distribution  of  pain  in  <*? 

-  poliomyelitis  (see  PoliompplitB', 

-  thoracic  nerve,  muacies  »oi»- 

pUed  by ii» 

spinal  roots  derived  from  iifi 

-  tibial  nerve,  distribution  of  6^) 
Anteversion  (see  Uterus) 
Anthelmintics  in  diagnosis   ..  W^ 
Anthracosis       . .           . .         . .  :ii 

Anthrax,  bacteriology  in  dia?- 

noeinj^       ..  . .  459.  603,  T4< 

-  constitutional  symptoms  in    (*.^ 
"'  •       "  M 

sea 
tie 

311 


-  diagnosis  of 

from  carbuncle   . . 

chancre 

-  gangrene  from 

-  hemoglobinuria  from 

-  itching  and  burning  in 

-  malignant  pustule  of         .- 

-  occupation  incidence  of   w>3,  74* 

-  oedema  of   face,   neck,  anl 
anna  from  . .         459,  4^1 

..    :«« 

'•47 

*n 
i»: 

..     is«p 


299, 


60, 


round  lesion  in    . . 

-  rigors  in 

-  septic  fever  in 

-  ulceration  of  the  lej?  from 
Antimony,  diarrhoea  from 

-  luematemesis  from. . 

-  ptyalism  due  to 
Antipyrin,  purpura  from 

-  tinnitus  from 

Antitoxic  tonim  rashes  (aee  Serum  i 
Antrum  of  Hiohmoro 
aflOctlont     of,    a'-ravs    in 

diagnosis  of..  *       ..    itri 
pain  in  face  from        . .     T4? 

-  due  to  carlotw  tooth       . .     >t 
discharge     of     pus    from 

nose  in  .  .204,  602,  74* 

foul  taste  from     . .  . .     774 

headache  from     . .  . .     3J7 

tender  swollen  f^uxaa  in . .     50S 

-  -  ompyoma  of.  illustrated       304 

_.  _ meningitis  from  . .     64J 

670  I subjective   smell  sensa- 

*^^  I  _*!?"*  from    . .  . .     ««» 

670  I symptoms  and  diagnnosis 

570  I  201.  60- 

94     -  -  exploration  of       . .  .ve,  74J 

633 neoplasms  of        . .  205,  74» 

839 sarcoma  of  (see  Sarcoma) 

604 transillumination  of  (Fif.  62) 

370  205,  502,  74» 

368     ANURIA  ..45 

84  I  -  distinction  from  retention . .     440 
147     -  non-obstructive        . .  . .       4^ 

361  -  obstructive  . .  . .  . .       4^ 

365     -  from  rapid  empt^'ing  of  db^ 

49  I  tende<i  bladder    . .  . .     440 

362  I  Anut,  boil  near,  pain  in  perin- 

668  eumfrom..  ..  ..614 

849     -  carcinoma  of  Csee  Carcinoma) 
860     -  condylomata  round  . .     769 

849     -  congenital  absence  of         ! !     637 

23  j narrowness  of,    coostipa- 

849  I  tion  from  . .  . .     150 

gftO  I  -  fissure  of,  dyspareimia  from     221 

^■^X  —  «*Rx>as5ttN3«v»,v*in*  dnrins 


ANUS— APPETITE,     ABNORMAL 


861 


Anujif  flMure  off  eonld, 

\tyAn  in  the  penis  fcom  513,  515 

perineum  l^rom  . .     516 

-  fijitula  of,  bleeding  in       . .       93 

-  irritation  of,  from  thread- 

worm infection    . .         . .     569 

-  lymphatic  drainage  of       . .     738 

-  pain  in,  from  reucal  carci- 

noma         443 

-  pigmented,     in     Addison's 

disease      ..         ..         ..     574 

-  proctoscope  examination  in 

stricture  of  . .         . .     150 

-  pruritus  of 588 

-  syphilitic  eruption  round  446, 447 

-  lUcer  of         636 

Anxiety,  loss  of  weight  due  to    848 

-  professional     cramps    pro- 

voked by 177 

Aorta,  aneurytm  of  (see  AneoryBm) 

-  atheroma  of,  pain  in  left 

arm  from 494 

-  erodon  of,  by  carcinoma  of 

the  oesoptiagus    . .         . .     395 

-  nerves  corresponding  to  the    481 

-  site  of  bifurcation  ol  . .     738 

-  tenderness  in  the  diest  firom 

affections  of         . .         . .     776 
Aortic  area,  systolic  bruits  OTcr  105 

-  dlMtM,  absence  of  bruit  in     536 

-  albuminuria  with  . .       18 

antemia  in  . .         . .       38 

aneurysm  with    . .         . .     333 

angina  pectoris  with      583,  778 

bruit  often  bron^t  oat 

on  exertion  in. .         . .     536 

capillary  pulsatimi  in     . .     106 

causes  of  . .         . .         106, 336 

cerebral  embolism  from  188, 155 

collapsing  pulse  in  106, 347,  536 

congenital  . .        336,  338 

diastolic  bruit  in. .         . .     106 

displaced  cardiacimpnlae  in  383 

due  to  endocarditis        . .    336 

enlarged  left  ventricle  in       333 

right  ventride  in        . .     345 

essential  signs  of  stenosis 

105,  335 

excessive  pulsation  in 

247,  593,  764 

-  -  Flint's  murmur  withlOS,  109,234 

general  account  of         . .     233 

haemoptysis  from  . .     320 

heart  failture  from         ..     464 

-  -  insomnia  in         . .         . .     359 

liver  congestion  in  . .     407 

with  mitnd  disease         . .     237 

mitral  regurgitation  from    239 

noises  in  the  ear  from    . .     794 

orthopncsa  from  . .         . .     464 

pain  down  left  arm  in   481,  494 

palpitation  in     .  .233,  525,  536 

precordial  pain  in  . .     481 

and  pulmonary  incompe- 
tence distinguished    . .     247 

pulsating  noises  in  head  in    359 

-  reguroitatlon,      Corrigan's 

pulie  in 106 

from  endocarditis  . .     106 

hypertrophy  of  the  heart  in  359 

rupture  of  valve  from  236,  238 

signs  of    * 240 

situation  of  bruit  due  to       790 

sj-philitic  . .     18, 62,  223 

systolic  bruit  over  mitral 

area  in..  . .        102,  103 

thrill  due  to         . .         . .     790 

water-hammer  pulse  in . ,     106 

-  ring,  dilatation  from  aneurysm  238 
Aortitis,  acute,  angina  pectoris 

due  to      ....         481,778 

-  pain  in  the  back  from       . .     789 

-  rheumatic 481 

-  due  to  syphilis        . .         . .     481 


Ape's  hand  (see  Claw-hand) 
Aperients,  constipation  due  to    144 

-  in  diagnosis  of  nature  of  con- 

stipation   142 

Apex  beat  (see  Heart  Impalae) 
Apbaiia,  from  cerebral  abaoess 

685,686 
embdism  . .         . .     685 

-  —  lusmorrtiage        . .         . .     685 

-  -  syphilis 173 

ttiromlKMls  ..         ..     685 

-  tnmoor     ..         ..        685,686 

-  definitions  of  . .        683, 685 

-  diagnosis  from  leas  of  speech 

due  to  mental  defects    . .    683 

-  difBculties  of  analysing  683 

-  with  hemipledA      ..        336,685 

-  impaired  intoUgenoe  with       683 

-  internal  and  esctemal  q>eech 

in  relation  to      . .        688, 685 

-  motor,  anarthriadistinctfrom  685 
Broca's  area  and  . .    685 

-  consciousness    of   q>eech 

mistakes  in  . .  685 

-  intellectual  proceasea  intact  685 

-  aensory,  inteOeot  impaired  in  683 
Irsiooa  prodndi^  . .     683 

-  tomporary,  in  epllqiay     . .    686 

-  in   general   paralyaia    of 

theinaane  683 

-  -  health 686 

migraine  . .  686 

Apbonii.  from  laryngeal  palsj   687 

-  fiyllari Od  234, 343, 506,  538, 687, 

710,  798 

con^  normal  with        538, 687 

painless 538 

-  recQirent  .  •        . .    688 

-  sex  and  age  inddenoa  of    588 

-  sadden  onset  in  « .  688 
recovery  from.*.  688 

-  voice  reduced  to  a  whiq>er   687 
Aphrodisiac    droga,  priapiam 

from  586 

Aphthous  stomatitia,  bleed- 
ing gums  in  (and  see 
Stomatitis)         ..  86,  88 

Aplastic  anamla  31 

ascites  in. .  63,  64 

-  bleeding  gums  in          . .  85 

-  blood  clianges  in 

fatty  heart  from. .         . .  63 

leucopenia  in       . .         . .  401 

myelocytes  in     . .         . .  29 

simulating  pernicious    . .  42 

Apomorphine,  vomiting  from  843 
Apoplexy  (see   Haemorrhage, 

Cerebral) 

-  pulmonary 320 

Appandlcitis 

-  abdominal  rigidity  due  to. .     736 

-  acute  diarrhcea  in  . .         . .     196 

-  adhesion  to  ovary  and  tube  in  737 

-  bladder  symptoms  in  438,  632,  736 

-  in  children 134 

-  constipation  from  . .  144,  729,  736 

-  cystitis  from  . .         . .     313 

-  cystoscopic        appearances 

when  appendix  adherent 

to  bladder  . .         . .     633 

-  dlagnoiif     from     enlarged 

tender  ovary  . .         . .  737 

gall-stones  . .         . .  500 

indigestion  . .         . .  350 

ovarian  cyst  with  twisted 

pedicle 761 

pain     due     to     retained 

tesUole..         ..        523,  740 

from  pyosalpinx  . .  737 

renal  colic  . .         . .  500 

renal  tumour      . .         . .  393 

suppurating   gall-bladder  737 

suppurative  pylephlebitis  614 

-  typhoid  lever      . .         . .    4ftV 


AppendidtiM,  diagnotif,  amid, 
—  from  ureteric  calculus 

311, 637, 633 


633 
736 
737 
130 
846 
736 

484 
..  331 
431,  644 
305,  318,  633 
..  133 
849,500 

739 


-  vesical  diseaae 

-  drawing  up  of  right  leg  in. . 
>  dysmenorrhoea  from 

-  empyema  from 

-  fiecnlent  vomiting  in 

-  furred  tongue  due  to 

-  gangrenous,    severe    shock 
and  collapse  in  . . 

-  gas-production  in  . . 

-  general  peritoQitis  from 

-  hematuria  in 

-  hnmoptyste  from 

-  indicaninria  in 

-  inguinal  abaoeas  due  to 

-  intestinal  <rfMtmction  from 

151,  153 

-  jaundice  from  . .     863 

-  kinking  of  bowel  after     . .    147 

-  leucocyte  count  in  diagnoala 
from  typhoid  fever       ..    401 

-  leucocytosis  with  . .         . .     736 

-  micturition  frequent  with 

438,  633,  736 

-  multiple  oloers  of  stomach  in   304 

-  pain  in  the  back  in..         ..     476 

epigastric,  in      . .        . .    484 

hunger,  in  . .        350,  500 

in  loin 393 

pelvis  from  . .         . .     508, 633 

ri^thvpochondriumin..     500 

right  iUac  fossa  in 

313,  501,  739,  736,  780 

-  spasmodic,  in  . .    509 

-  pelvic  abacess  from  638 
awdling  due  to   . .         . .     757 

-  pleuritic  elEaaion  from      . .     133 

-  pneumatnria  from  . .        . .    576 

-  pregnancy  with  . .    761 

-  pulmonary  emboli  from    . .     138 

-  pulse-rate  in  . .        688, 788 

-  pylephlebitis  after 
59,  362,  870,  614,  649 

-  pyrexia  from 
133,  135,  313,  632,  729,  736 

-  pyuria  in     . .  313,  633 

-  rectal  or  vaginal  examina- 
tions in    . .         . .        739,  736 

64  i  -  right-sided  abdominal  rigid- 
ity in       632 

-  rigors  after 870 

-  rupture  of  abscess  into,bladder  633 

-  septicemia  from    . . '       . .     614 

-  signs  of        135 

-  ilmulatad  by  dysmenorrhcea   330 
ovarian  pains      . .         . .     789 

-  -  pyeUtis 646 

salpingitis  . .     739 

-  scybala 739 

spastic  constipation      . .     145 

-  tuberculous  coxnun       . .     736 

-  snbplirenic  abscess  from 
119,  123,  501,  720,  721 

-  swelling  in  right  iliao  fossa  in    736 

-  tenderness  in  Uie  right  iliac 
fossa,  due  to      .  .500,  736,  780 

-  imduo     abdominal     a<Mrtic 
pulsation  suggesting      . .     593 

-  vomiting  from  729,  736,  844,  846 
Appendicular  abscess  (see  Ab- 
scess, Appendicular^ 

-  colic,  discussion  of  . .         . .     134 
Appenilix.  actinomycoeis  of  . .     736 

-  palpable  per  rectum  . .     638 

-  in  right  inguinal  hernia  743 
APPETITE,    ABNORMAL  ..      49 

-  excessive,  in  diabetes     393,  507 

-  from  intestinal  parasites    568 

-  increased  in  pregnancy     . .     393 

-  loss  of,  in  drrhosiB  of  lives  &«^«fif\ 

-  -  ^MJwesSea^ '®*'^ 


A  PPETl  TE~A  RTHRl  TIS.     CONORRHCEA  L 


:%-S.i.,™    :; 

lie 

planiia     from     |jitvri«ai» 

nibra  jiUuis 

-  fatty  lie«t  from     . . 

"RJi>Vt4B,M3,«GS,m 

*"'ite  ifnZd  '^^  t  """".'r 

-  hypertiemtoBi.'  troni             7 

Amis  Hnllld 

AmyriafromPil.ernltnte  .. 

Argyil  RobertKMi  papDa      1S4 

---lnUb«     13I.38S.  4S8, 

-  In  U«Tioiieeler  epidemic    . . 

*W.  Wl.  Ki 

HIJ 

-itlietwlsof 

G3S 

-  paiph««l  neuritis  from 

-  Btmplii  from  Hrtiirilia      .. 

72 

M^7fl,  IB*,  ses.iM 

■ted  KlerwlK 

peralysls  e«r1/  in 

-  pigmenlalioQ  of  skin  from 

-  -  (nnnpjulioLisin  in  lnt«ii»l 

«p«ile 

G4B 

-  molUpIt  benign  sareold  ol 

-  poiMipIng  hy,  BfiilP        '  ,.S 

-  mncnlar   itropbj   of  (m 

--i^brontc                         7B,  77 

ADoiitaT,  MaspularJ 

-Broma™too(     .. 

«oe 

o[  breut 

-  reaotion  of  aypliilld™  lo   ,  , 

4Ga 

-  iwellUu  of  eyea  and   lux 

cowl  by 

-  toilo  ivmplona  nrodursd  by 

isss-rsr;,.,;;,. 

IM 

iOB,  bU«  dL«>g«  lo        .. 

:!-a".^ii,™-    :: 

M3 

Uondlos  in      . .         SB! 

Artarld  ■HhUhi  (»«  Art«*. 

-  -  lijmertaa 

::lSSr-.  ""■".""". 

*70 

-  tensloo  (««  Biood-prewutB) 

-- to  Little's  dlwaM 

IM 

Arteriee,  defective,  In  cerebral 

bXtenu]  capeule     . . 

hasmorrhagc        , .        1S8 

SGO 

-  -  Miirlll.idl<i>™rfJ^.l«) 

-  thltk  and  tortuoui  in  chron 

-  -  in  nunajBia  eeluna 

-  -  pBriphBral  nervo  dlalribn- 

nppbrtlte 

Uon  (Ka/i  J/) 

gine  in 

-"Ir^p^.ril 

bit. 

•ound  In  

--be«l»nnd9in.. 

from  encephBli'tia         '. 

-  alcohol  caueing      . . 

intcnul  CHpaulu  LtaiDii* 

646 

-  angina  pectoris  in,.        482 

-  -  weBku<w  01,  m  p»«lyei. 

of  HTtiUB  magnua    . . 

-  -  ayatollo  bniit  in  . . 

-  -  Werdnig.BoffmMn  tjpe 

It; 

-  JSXf^y^rephir' jllb"  ■ 

I  -  palpitation    In 
^'i  I  -  fr«n  plumt^iun 


I  -  uterinp  prolapse  cauning 
,  -  vomlMoB  in  - .  ..        '. 

Arttir4tiLacutB  rfwuiiulk^u 

alMc^i^twppiinUia 

I dingnosla   from  aoatr  Ik 

I aepclc  arthrllia 

IraumsUc  arthrilii    . 


-  ■yrln^omyella  affecting 


■™pen*t*jro  1b  -.   1^ 

□DKtiD       ..  c; 
bit.,  a 


-  -  general   paralTBln   ol    Hic 

-  waMJng  of,  in  Byrlngomyella 


breatta  wltb 
JInNiC,  acute  gaatiiUa  fr 


I  -  CJsUc   kldoeys  Irilll 
I  -  displaced  cardiac  impulse 


-  heart  (ailure  in      . .' 

-  high  blood -pr^Hure  \ 

8B.   ltd.   138.   ilC 

-  bTpoln^rnla  in 


■mbljopla  from 
-  aniUT^  ol  lomit  foi 


37      -  medullary  HOltening  dm 

-  blejdlng  gums  in  ..        ..85.61  ' 


ARTHRITIS. 


AL~ASCITES 


-  hirtMrtMl,  aUeiKe  or  i 
culu-  aUopb^  in 


—  mixed  tnTectioD  in 


UO     AKITES 


at  elbow SBC  I  -  coHtipKliDi 

(»qu«Lt  AtAom  ot  gtnen]  I  Un^  LI 


..    lis 

■■Ot}DlllUlDS1& 


864 


ASCITES-^ATROPHY.   MUSCULAR 


I 


717,  730 

,.  717 

..  717 

..  717 

,.  717 

..  717 

..  717 

•  l^' 
717 

..  668 

64,  411 

..  693 

..   126 

..   69 


Ascites,  contd. 

-  with   secondary    carcinoma 

of  liver 413 

-  in  severe  blood  diseases     . .     122 

-  simulated      by      distended 

bladder     . . 

gall-bladder     . . 

intestines 

gastrectasis 

haemoperitoneum 

-  mesenteric  cyst  . . 

ovarian  cyst 

pregnancy 

retroperitoneal  lipoma 

-  akodaic  resonance  due  to 

-  in  splenic  amemia   . . 

-  splenomegalic  cirrhosis 

-  subacute  nephritis  . . 

-  with  telangiectases 

-  in  thrombosis  of  portal  vein      58 

-  tuberculous  peritonitis  with 

66,  152.  618,691 

-  tumours  of  liver  with       . .     366 
varicose  abdominal  veins  from  826 

-  vena  cava  obstructed  by 

459,  461,  825 

-  from  vena  cava  thrombosis      825 

-  in  venous  congestion  of  liver  407 
Aldtie  fluMt,  analyses  of  . .  57 
characters  of       . .  .  .52,  59 

-  -  endothelial  cells  in         . .     718 

-  mitotic  figures  in  cells  of  718 
Asexual  ateleiosis  . .  218 
AHMrgillOfit,  hemoptysis  in  317,  705 

-  of  lung         322 

-  in  mycetoma  . .  . .  809 
Aspergillus,  varieties  of  . .  705 
A Vhyxia,  acute,  from  bilateral 

abductor  paralysis 

-  borborygmi  in 

-  causes  of     . . 

-  convulsions  in 
local,  in  Raynaud's  disease 


185 
97 
288 
169 
490 


-  raised  blood-pressure  In  .  .64,  96 

-  retraction  of  the  head  in  . .     641 

-  tetanus  causing  . .  . .  162 
Assam,  kala-azar  in  . .  . .  34 
Astereognosis  in  brain  lesions       68 

-  in  disseminated  sclerosis  . .     665 

-  tabes  dorsalis  . .  . .  665 
Afthma 

-  bronchitis  and  emphysema 

from         ..         ..        186,582 

-  -  slmuUting  . .  180, 249, 467 

-  cardiac,  from  fatty  heart  . .     241 

-  Cliarcot-Leyden  crystals  in 

117,  179 

-  clubbed  fingers  in  . .         . .     128 

-  constipation  in  . .     149 

-  coryza  with  . .  . .  . .     203 

-  Cunchmann's  spirals  in  . .     179 

-  cyanosis  in  . .  . .     186 

-  differential  diagnosis  of    . .     582 

-  drugs  relieving       . .         . .     582 

-  dyspnoea  the  essential  sym- 

ptom of    . .  . .  . .     582 

-  eosinophilia  in  179,  249,  582 

-  insomnia  in  . .        356,  359 

-  ortliopnoea  in  . .         . .     465 

-  other  diseases  mistaken  for    582 

-  polycytliflemia  in  579,  580 

-  polyiuia  after         . .         . .     581 

-  shortness  of  breath  from  . .     579 

-  spasmodic  dyspncea  from . .     249 

-  uraemia  mistaken  for  . .     582 

-  x-rays  in  diagnosis  of  . .  582 
Altlgmatitin,  headache  due  to 

327,  498,  783 

-  monocular  diplopia  in       . .     198 

-  neuralgia  in  498 

-  ophthalmoscopic  appearance 

of  (Plate  VIII)    ..         . .     463 

-  pain  10  mid-orbital  region  in  4^% 

-  ^'ndaiiMB  of  forehefid  from    1%^ 


AstiffmatUm,  contd. 

-  tenderness    in    mid-orbital 

region  in  . .         . .     498 

-  temporal  region  from    . .     783 

vertex  from         . .         . .     783 

Astley  Otx^er,  re  bladder  in 

hernia       . .         . .         . .     742 

irritable  breast  of  . .     479 

Astringents,  dryness  of  mouth 

due  to       . .  . .  . .     789 

-  extreme  thirst  due  to        . .     789 

-  vaginal  casts  due  to        . .     211 
Ataxic  paraplegia  (isee  Para- 
plegia, Ataxic) 

ATAXY  64 

-  cerebellar,  intention  tremor 

in..  ..         799,  800 

-  in  cerebellar  lesions  . .       69 

-  from  cerebellar  tumour    . .     643 

-  combined  scleroses  of  cord    493, 

667 

-  choreiform  movements  with     799 
distinguished  from      . .     166 

-  contracture  with     . .         . .     162 

-  in  diaseminated  sclerosis  341,  665 

-  distinguished  from  paralysis    545 

-  Friedreich's      (see      Fried- 

reich's Ataxy) 

-  gait  in  . .  66, 277 

-  in  Huntington's  chorea     . .     156 

-  iUustrated  (Fig.  206)        . .     799 

-  from  spinal  new  growth     . .       68 

-  tabes  . .    285,  498,  662,  665 
dolorosa   . .         . .         . .     507 

-  test  for  minor  degrees  of  . .       65 

-  from  thrombosis  of  posterior 

inferior  cerebellar  artery  666 
Atdectasis,  fibroid  lung   and 

bronchiectasis  from  . .  324 
Ateleiosis,  asexual  (Fig.  69)  217, 218 

-  hypothyroidism  in..         ..     216 

-  sexual  218 

how  diagnosed   . .  215 

Atfiaroma    (and   see  Arterio- 
sclerosis)     . .     . .         . .        1 

-  abdominal  angina  from     351,  486 

-  and  angina  pectoris  . .     583 

-  aortic  systolic  bruit  witii 

61,  105,  106,  235 

-  ascites  in 61 

bruits  in 105 

-  cerebral,  recurrent  transient 

hemiplegia  from  . .         . .     340 

-  in  diabetes  mellitus  . .     811 

-  gangrene  of  the  leg  from  . .     810 

-  ha»matemesis  in      . .         . .     299 

-  headache  from       . .         . .     326 

-  pulmonary,  in  mitral  stenosis 

245,  317,  320,  323 
haemoptysis  from  317,  333 

-  Stokes-Adami'  disease  from       97 

-  alter  syphilis  . .        233,  238 

-  thrill  due  to  . .         . .     790 

-  thrombosis  and  emt>o1ism  from  286 

-  ulcer  of  leg  from     . .  . .     810 

-  unequal  pulses  from  . .     593 

-  vertigo  due  to         . .  . .     828 
AthatOtit  (and  sec  Ck)ntractions)  153 

-  accoucheur's  hand  in        . .         3 

-  bilateral       154 

-  in  birtli  palsies       . .  . .     155 

-  congenital  diplegia  799,  800 

-  from  cortical  lesions  . .     336 

-  facial  paralysis  with  . .     536 

-  hemiplegia  with  156, 157,336,  799 

-  infantile  hemiplegia  witli  . .       68 

-  primary  or  idiopatliic        . .     154 
Athletes,  albuminuria  in  19 

-  aortic  disease  in    . .        237,  244 

-  cardiac  impulse  in  . .         . .     332 
I  -  enlarged  left  ventricle  in  . .     232 

-  semimembranosus  bursa  in     762 
\  ktmoAv^cTVC  cou^U.o\v&  cau&- 


Attnospheric  conditinnu^  tsm»L 

epist&xis  due  to..        ..   -1 

At«ny  of  bladder  wall,  diffieott 
micturitioci  in      ..        ..   4« 

-  bow^,    illustrated  ..        ..   l^ 

-  constipatioa  from  . .        ..la 

-  gastric,  dyispefisia  from    ..   ^^ 
flatulcuioe  in  . .   J<* 

-  post-djaenteric  ..    lu 
Atoxyl.  optic  atrophy  from..   ^* 
Atrophic  brachial  palay,  peri- 
pheral nerre  distribatiaa 
and  (IHaU  XI,  p.  665) . .   ;:: 

Atrophic  rhinitis  (see  Rhinitis, 

Atrophic) 
Atrophy,  acute  yellow  (see  Lirtr, 

Ajcute  Tellow  Atrophy  ct} 

-  of  bone  in  tabetic  arthritu    ^^ 

-  eara  in  lopus  erythemataai  ^ 

-  eyes  from  iritis       . .         . .    O 

-  leg,  witb  peroneal  atroi^y     Ii» 
in  mycetoma       . .         . .    j1' 

-  trarts verse  myelitis  at  faun- 

bar  enlar|?ement. .         ..    5*>" 
ATROPHY,    MUSCULAR      ..  » 

from  acute  poliomyelitis  5ii.)^* 

in  alcoholism       .'.         ..     " 

of  arm,  various  caisws  of    *^ 

in  brachial  neuritis    ..    V. 

from  cervical  rib       ..    >** 

multiple  neuritis        ..    &>• 

in     arsenicfU      pertpbtnl 

neuritis  . .         . .    5*»> 

-  -  with  arthritis 

376.    379,  3SK,  C 

associated  with  »car8    ..    ^^ 

in  bulbar  paralysis 

224,  641.  «i<^• 

cachexia  . .  . .   C* 

callus  causing?       . .         . .     " 

-  -  claw-hand  with   ..         ..15 

-  from  disuse         . .        SW.Ci 

-  -  facial  paralysis  with       . .    i3< 

-  -  in  Friedreich's  ataxy     70, 1« 
fibrillar  contractions  in 

157,  15*.  W 

Of  hands  in  amyotrophic 

lateral  sclerosis  131,  IM,  V^ 

bulbar  paralysis         ..    «f- 

from  cervical  rib         ..    4*< 

peroneal  atrophy        ..    1:" 

progrcHMive    muscular 

atrophy  ..  ..    ir 

ulnar  paralyHi.4  ..    If 

with  herpes  zoster         ..    IW 

-  -  in  hysteria  . .         16«,S« 

-  —  inflanunation     near    pos- 

terior root  ganglion  of 
cervical  nerves  from  ..    W 

in  Jacksonian  epilepsy  . .    Ml 

joint  affections   . .  72,  JM 

lower  neurone  types  dis- 
tinguished from  otlien     &t 
in  myasthenia  gravis    ..    »* 

-  trom  neoplasms   . .  . .     'i 

-  -  of  one  leg  . .  . .    *4l 
ovarian      .  .           . .  . .      !4 

-  -  paralysis  of  arm  with    '.  \    *4> 
in  peripheral  neuritis 

285,  390,  48«,  492.  550.562.  W» 

-  -  peroneal    . .  . .  i  j7,  i*» 
paralysis  of  arm  in     . .    »M 

-  -  from  poUomjrelitis  1«,  Me 

-  -  progressive  (see  Progrcnlvc 

Muscular   Atrophy^ 

-  -  or    pseudo  -  hyperteophy 

in  myopathy   .  .  , .     W5 
in  sciatica              . .  . .    4ST 

-  -  slight  in  osteo-arthritjs! !    »4 

-  spondyUtis  deformans   . .     7^' 

-  -  syringomyelU     .  .285,  554,  «*» 

-  -  taUpes  130^  m 

-  -  thenar,  in  Tooth's  neuzo- 

\  \a»a«»]Ax  paralysis      . .     WJ 
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Afrophy,  Mtiscular,  conld. 

-  of     tongue      in     bulbar 

paralyse  .  .224,  641,  686 

from  transverse  myelitis      563 

with  tuberculous  bip     183,  386 

in  ulnar  paralysis  . .     127 

varieties  of  primary        . .     158 

of    progressive    neuro- 
muscular . .         . .     158 

-  optic  (see  Optic  Atrophy) 

-  of  the  skin  in  sclerodermia  781 
ATROPHY,  TESTICULAR  ..       78 

from  epididymitis  . .     454 

after  gonorrhoea. .  . .     454 

impotence  from  . .         . .     347 

obesity  in  . .        453,  454 

from  orchitis       . .  79,  454,  519 

-  Tooth's  peroneal  (see  Tooth's) 
Atropine  harmful  in  glaucoma    257 

-  infantile  con>ailsions  from      170 

-  in  iritis         . .         . .         . .     257 

-  relief  of  eye-strain  by  . .  498 
Attic,    tympanic,    caries     of 

o^icles  from  suppuration  in  470 
Auditive,  definition  of  . .     685 

Auditory  aura  of  epilepsy    . .       80 

-  meatus,  ivo^  exostosis  in 

(see  also  External  Audl> 
tory  Meatus)       . .  . .     754 

-  nerve,  deafness  from  injury 

of,  in  fractured  base       . .     468 

from  lesion  of  . .         . .     190 

dejreneration  in  tabes     . .     190 

tumour  of,  vertigo  due  to    828 

-  word  centre..         ..         ..     683 

AURA  in  epilepsy 

80,  81, 171,  268,  669,  774,  828 

-  (lushing  OS  an         . .  . .     268 

-  in  intracranial  new  growth       80 

-  Jacksonian  epilepsy  ..     174 

-  perverted  taste  as  an        . .     774 

-  spasm  of  the  glottis  as  an . .     828 

-  vertigo  as  an  . .  . ,  828 
Auricle,  single  cardiac  . .  184 
Aurioulo-ternporal  nerve,  skin 

(iistriliution  of     ..  ..     659 

Aurioulo-veiitricular  bundle  of 

His,  lp:>ions  of      . .  .  .97,  98 

Australia,    hydatid    cysts    in 

58,  323,  719,  720 
Au'itriii,     impetigo      herpeti- 

fonnis  in. .  . .  . .     1\?, 

Autoniatis^m,  post-epileptic  25,  169 
Autophoniji      . .  . .  . .     190 

Axilla,  abscess  of  (sec  Abscess, 

Axillar}-; 

-  bromidrosis  of         . .         . .     714 

-  eczema  marginatum  of      . .     275 

-  eryllira-snia  of         . .  . .     276 

-  i,'Un(U  enlarged  in  (see  Lym- 

phatic Glands,  Axillary) 

-  luiry,     in      infants,      with 

hypernephroma  . .  . .     690 

-  liyuToma  of  . .  . .  . .     732 

-  lipoma  of     . .  . .  . .      732 

-  -  simulating  tubercle        . .     732 

-  potiiculosis  of  . .  . .     447 

-  primary  tumours  of  . .      732 

-  scabies  in     . .  . .  . .     832 

-  seborrhceic     dermatitis     of     447 

-  sycosis  vulg.iris  of  . .  . .  602 
Axill;ir.v  artery,  aneurysm  of 

(spo  Aneurj'sm,  Axillar)') 

-  swellinir  (see  Swelling'.  Axillary) 
Azo<>;t.orraii,  sterility  due  to, .    70C 
A/utic  diabetes,  polj-uria  in  583,  58  4 

BABINSKI'S  SIGN    (and  sec 
Plantar  Hetlexcs)        ..        81 
absent  in  liystfTia   82,  IGO,  8(X) 

-  -  in  alcoholic  intoxication         82 

-  -  amyotrophic  lateral  sclerosis 

73,  551,  .>r.."» 

-  -  birth  palsies        . .         . .     bbH 

D 


Babinyki's  sign,  contd. 

Brown-S^uard  paralyi»is    640 

children  . .         . .     557 

witli    compression    para- 
plegia   . .  . .  . .     786 

in  disseminate<l  sclerosis 

174,  539,  542,  547,  800 

with  cxat/gorated  knee  Jerks  397 

Friedreich's  ataxy  82,  659 

hemiplegia  . .         164,  337 

in  pariilysis  of  legs        . .       92 

paraplegia  from  spinal  caries  55S 

primary  lateral  sclerosis..     567 

with  pyramidal  tract  lesion  546 

spastic    paralysis    of  one 

leg         . .         . .         . .     539 

upper  extremity     . .     547 

subacute    combined    de- 
generation of  the  cord  493 

—  83nringomyeHa      . .         . .     564 

in  talipes. .  . .         . .     131 

transverse  myelitis        . .       74 

Bacillsmia,  accoimt  of  . .     650 

Bacilluria  (see  Bacteriuria) 
Badilut  aerogenes  capsulatus, 

emphysema  due  to         . .     231 

-  COli  communis,   bacteriuria 

due  to       . .  . .  83,  615 
a  cause  of  vaginal  dis- 
charge         ..         ..     211 

in  cerebrospinal  fluid  . .     340 

circulating  blood         . .     650 

cystitis  due  to      83,  264,  438 

in  empyemata. .         . .     119 

f«culent  abscesses      . .     264 

gas  production  by 

231.  576,  577,  578,  711,  713 

..     739 


in  groin  abflcess 

infection     of     pericar- 
dium  by     . .     . .  711 

meningitis  due  to       . .  642 

nephritis  due  to          . .  83 

in  pleuritic  effusion    . .  123 

pneunuxturia  caused  by  576 

pneumothorax  from  . .  577 

pyelitis  due  to. .         . .  625 

pyelonephritis  due  to . .  83 

prostatitis  due  to       . .  83 

subcutaneous     emphy- 
sema due  to  ..231 

in  subphrenic  abscess . .  711 

ureteritis  due  to    82,  83,  515 

-  diphtlieria 181 

jLSSociiited  with  foul  breath     99 

in    rntaneoiis    diphtherial     602 

diagnosis  77,  203.  226,  409, 

••,02,641,672,673,807 

diphtheria 

of  G<\T    . . 

larvnx 

mt'nint<itis  due  to 

in  the  tliroat 

vaginal  dLscharge 

-  dysenteria)   . . 

-  eiiteritidis    of    Gaertner 

z.vmotio  diarrha?a 

-  foptidiLs,  cause     of    bromi- 

drosis 

-  Friedlander' J,  bacteriuria  from 

nephritis  due  to 

pyelonephritis  due  to 

ureteritis  tlue  to. . 

-  fusiformis,  acute    toasillitis 

from 

laryngitis  from   . . 

pharyni;itis  from 

hi  Vincent's  ansrina( /V(i/t' 

XII,  Fig.  J/,   p.    6y«)) 
Vincent's  . , 

-  Gaertner's,      in     ptomaine 

poisoning  . . 
senmi  reaction  with 

-  in  zymotic  diarrUyea 

-  influenza 


I8r>. 

due  to 


in 


64 1 
469 
466 
642 
224 
211 
91 

426 

714 
83 
83 
83 
83 

670 
670 
670 

672 
99 

597 
597 
Vl^ 


BaciUtis  infitiem<r,  contd. 

acute  tonsillitis  from      . .  670 

bronchopneumonia  from  321 

in  the  circulating  blood . .  650 

importjince  of  examining 

sputum  for      . .         . .  702 

laryngitis  from    . .         . .  670 

pharyngitis          . .         . .  670 

small  size  of        . .         . .  702 

in  sputum          . .         . .  321 

-  lactis  aerogenes  in  bacilluria  616 

-  of  leprosy 76 

-  mallei  in  bull®  ..    112 

in  glanders  . .         . .     603 

^utum     . .         . .  . .     704 

-  paratyphosus  A  and  B      . .     697 

-  pneumoniae     (see     Bacillus 
Friedlander) 

-  producing  lactic  acid  in  the 
vagina 210 

-  proteus  vulgaris  in  bacilluria  616 

-  pyocyaneut,  pemphigus  neo- 
natorum from     ..         111,113 

in  the  circulating  blood. .  650 

coloured  sweat  due  to    . .  714 

in  empyemata     ..         ..  119 

-  green  or  blue  sputtun  from  704 

ui  impetigo          . .         . .  113 

nephritis  due  to..         ..  83 

-  tetuni  (Plate  XII,  p.  696; 
162,  463,  662,  802 

-  tuberculosis  (Plate  XII,  Fig. 
K,  p.  696)  . .  . .     814 

in  ascitic  fluid     . .         . .       57 

carbol-fuciisin  stain  for. .     700 

cerebrospinal  fluid        340,  643 

cystitis  due  to        83,  312,  442 

in  discharge  from  eye    . .     808 

examination  for  in  hsemo- 

ptysis    ..         ..        316,  317 

in  gum  scrapings  . .       87 

Uiryngitis  from  . .        226,  670 

meningitis  due  to  ..172 

methods  of  concentrating    701 

nephritis  due  to  . .         . .       83 

pharyngitis  from  . .     670 

pyelonephritis  due  to  . .       83 

in    sputum     in    phthisis 

(Plate  XII,  Fig.  A)    87, 185, 

319,  577,  578,  700,  701,  712 

in  laryngitis      226,  670,  672 

tonsillitis  from    . .        670,  672 

in  ulcer  of  tongue  . .     811 

I ureteritis  due  to..  ..       83 

'  -  -  in  urine  136,  310,  394,  513,  623 
Ziehl-Neeben   metliod  of 

staining  for     . .  . .     700 

-  typhosus  in  bacilluria        . .     616 
bile  passages        ..         ..     371 

-  -  blood        . .         . .         610, 650 

cerebrospinal  fluid  . .     340 

cystitis  due  to    . .         . .       83 

in  empyemata     ..         ..     119 

meningitis  due  to  . .     642 

in  periosteal  absceas       . .     752 

pure  culture  in  periosteal 

abscess  after  typhoid  fever752 

pyelitis  due  to     . .  . .     625 

recognition  in  fa?ces       . .     610 

vertebral  periostitis  from    787 

-  xerosis  in  normal  urethra  . .     82 
Back,  acne  affecting  . .         531,  604 

-  lichen  scrofulosorum  afifecting  529 

-  lymphatic  drainage  of       . .     738 

-  multiple  benign  sarcoid  of      451 

-  myoma  cutis  of       . .         . .     805 

-  pain  in  (see  Pain  in  Back) 

-  papular  syphilides  of     .     . .     532 

-  pulsating  tumour  in  . .     476 

-  sebaceous  cyst  of    . .  . .     804 

-  seborrhcric  eczema  affecting     533 

-  stiffness  of  (9fiA  S.t\ffis«sse»  <=kV 
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BA  CKA  CHE— BILE     DUCTS 


I 


V 

4 


A' 


V 


48 
220 
372 
509 
632 
429 
301 
372 


BtckftChS  in  acute  nephritis. . 

-  from  endometritis . . 

-  in  epidemic  jaundice 

-  sacrai^a  in  cervical  catarrh 
in  pyosalplnx 

-  from  uterine  congestion     . . 

-  in  variola 

-  yellow  fever . . 
Backward  pressure  (sec  Heart 

Failure) 
Backwardness  in  Little's  disease  154 
Bacteria,  illustrations  of  (Plate 

XI O         ^^^ 

Bacterisemia,  account  of       . .     650 

BacttriOlOOy  of  ascitic  fluids       57 

-  of  cerebrospinal  Iluid         . .     339 

-  in  diagnosing  angina  ludovici  459 

-  -  anthrax    . .  . .        459,  603 
cause  of  prolonged  pyrexia  609 

-  -  cellulitis 459 

cerebral  conditions         . .     558 

-  coli  bacilluria      ..         ..  848 

corneal  ulceration  . .  807 

cutaneous  diphtheria     . .  602 

empyema 119 

encephalitis         . .         . .  558 

epididymitis        . .         . .  766 

erysipdas  . .         . .  459 

-  fungating  endocarditis  . .  613 

-  (i^anders 603 

-  -  laryngitis  . .       466,  673 

-  -  meningitis    464.  558,  563,  643 
paralysis  of  palate         . .     640 

-  -  phthisis 702 

-  post-typhoidal  abscess  . .     744 
ptyali:im  . .  . .  . .     591 


purulent  rhinitis             . .  203 

septicsemia           . .         . .  698 

sinus  tlirombo8is           . .  558 

sore  throats         . .        671,  673 

spinal  mcnlnintis           . .  464 

urethral  discharges         . .  631 

Vincent's  ansnna             . .  672 

-  in  sputum  analyses           702,  704 
BACTERIURIA  82 

-  age  incidence  of      . .         . .  615 

-  albumin  in  urine  in            . .  615 

-  B.  coli  in      . .          . .          83,  615 

-  B.  lactis  aerogenes  in        . .  616 

-  B.  proteus  vulgaris  in       . .  610 

-  B.  typhosus  in        . .         . .  616 

-  casts  in  urine  in      . .         . .  615 

-  cells  in  urine  in   . .         . .  615 

-  cllni(»l  symptoms  in         . .  84 

-  deposit  in  urine,  on   stand- 

ing, in      . .         . .         . .  615 

frequency  of  micturition  in  616 
~  gastro-intestinal    symptoms 

Xil #••  **  ••  •• 

-  in  genito-urinary  affections 

-  inguinal  and  perineal  pains  in 

-  offensive  urine  in    . . 

-  pain  in  kidney  or  bladder  in 

-  pncumaturia  from  . . 

-  in  pregnancy  . .  82,  615 

-  pyelitis         625 

-  pyrexia  due  to  009,  615,  616,  621 

-  rigors  in        616 

-  in  suppurative  nephritis   . .     646 

-  sweating  in 616 

-  symptoms  of  cystitis  in       83,  615 

-  in  tuberculous  cystitis 

-  urine  acid  in 

-  urine  characters 

-  without  symptoms . . 
Baker's  cyst    . .         . .        701,  7 
BaianKIt  a  cause  of  priapism 

-  chancre  with 

-  in  diabetes 

-  enuresis  with 

-  frequency  of  micturition  in 

-  from  gonorrhoea 

-  la  gouty  subjects    . . 

-  mnJMple  shaUow  ulcers  \n. . 


152 
42 
696 
690 
129 
76 
411 
696 
823 
705 


720 
191 
581 

210 
221 


I  Balanitis,  eonld. 

I  -  pain  in  the  penis  from       . .     515 

I  -  penile  sores  with    . .        674,  676 

-  with  phimosis         . .         . .     674 

-  pyuria  due  to         ..        624,  631 

-  stinking  discharge  in        . .     674 
Bald  ringworm  . .  . .     274 

-  tongue  in  scarlet  fever  . .  674 
BALDNESS 84 

-  from  foUictilitis  decalvans  . .       84 

-  due  to  lupus  erythematosus    781 

-  occipital,  in  rickets. .  . .     782 

-  premature    . .  . .  . .       84 

-  in  progeria  . .         . .         . .     218 

-  pseudopelade  . .  . .     782 

-  rinijworm  of  scalp  . .  . .  274 
Ballet-dancers,  cramp  in  . .  177 
liallooning  of  rectum  . .  153 
Bandaging,  gangrene  due  to  282,  287 
Bands,  acute  obstruction  from 

151. 

Bantl's  dissase 

antemia  in  . .        694, 

cirrliosis  of  liver  in       694, 

clubbed  fingers  in 

peripheral  neuritis  in     . . 

relation  to  splenic  antemia 

spleen  enlarged  in        694, 

Barium  test  for  carboluria  . . 
Barley.relation  to  actinomyces 
Barlow's  disease  (sec  Scurvy, 

Infantile) 
Barnard,  re  hepatic  at>scess. . 
Barrel-shaped  chest   . . 
Baniria 
Bartholin       glands,       normal 

secretion  from    . . 
Bartholiniti-*,  dyspareunla  from 

-  gonorrhoea  causing    221,  769,  770 

-  pain  in  perineum  from    . .     516 
Basedow's  disease  (see  Exoph- 
thalmic Goitre) 

Basisphenoid,     fracture     of, 

hemianopia  from  . .     335 

-  recurrent  fibrosarcoma  of . .  204 
Basopllila  cells  in  Ilodgkin's 

disease      ..      41.  76,  303.  695 

-  -  characteristics  of  {Plate  II)    29 

in  leuksemia        . .  31,  32 

pernicious  aniemia         . .       ^0 

-  splenic  ansemia  . .  . .  64 
Bath  pruritus  . .  . .  588 
Baths,  hot,  in  insomnia  with 

high  blood-pressure        . .     359 
Bathing-drawers    area,    erup- 
tions in     . .  447,  598, 


616 
83 
84 

ni.') 

616 
576 


Bazin's  disease 


653 
450 


aggravation       by      anti- 
syphilitic  treatment  . .     451 
colour  of  skin  in. .  . .     451 

-  diagnosis  of  gumnmta  from  451 

nodules  of  . .  . .     4.')0 

ulceration  of  legs  in        . .     450 

Beading  of  ribs  in  rickets  182,  191 
Beans,  oval  una  from..  ..     471 

Beard,  seborrhnnic  eczema  of      533 

-  pediculosis  of  . .  . .     447 

-  ringworm  of  ("and  see  Sycosis)  274 
a&sooialiou  witli  ringwonn 

of  nails. .  . .  . .     27.*) 

BEARING-DOWN  PAIN  ..  473 
Bedclothes,     insomnia     from 

improper  ..        356,  358 

Bedford,  re  safranin  teat  . .  291 
Bedroom,  hygiene  of  the  . .  358 
Bedsore,  acute  . .         . .     285 

-  on  the  fingera  . .  . .     266 

-  in  hemiplegia  ..         ..     811 

-  malignant  disease  ..  ..  718 
Bee-sting,  bleeding  gums  due  to    80 

I  -  dysphagia  from       . .  . .     225 

-.  -     -  lumpy   swellings  from      ..     747 
ftlS  \  ■Be«x,M%exv\c\Xi  ..         ..     576 


442 
615 
83 
615 
762 
585 
675 
675 
248 
438 
674 


;•! 


I?- 


Beer-drinker's  heart  ..  ..  ^ 
Beer-drinking,  pdmria  fmn 

-  exeeasive,  oedema  from    ..  v? 

-  explosive  beldUng  from  ..  ^- 

-  oxalnria  from  ..        ..  *"• 

-  plumbism  from  . .  > 
Beetroot,  oxaluriik  from  ..  l' 
Bclcliinjg,  violent,  in  aeropbc;? 

from  t>eer-iJnnkiLa; 

BalladoniUI,  action  on  heart.. 

-  anidrosis  from 

-  delirium  from 

-  dry  flushed  skin  from 

-  dryness  of  mouth  from   .. 
of  the  tongue  from 

-  extreme  thirst  due  to 

-  purpura  from 

-  relief  of  constipation  by    . . 

-  scaly  eruption  due  to 

-  secretiond  dried  up  by       ..    > 

-  tachycardia  from   . .'      772.  ^ 

-  widely   dilated   pupils  froo   ..' 
Bell  sound  Caee  Bruit  d'Ainai 
Bell's  palsy,  contracture  fron  '.'•' 

definition  of         . .       Hi.  ^] 

facial  asymmetry  from..   iJ* 

Belly,  pendulous,  caiL<ing  *au^ 

version  and  drstoda     ..   - 
Bence-JonM  Alba'moeHrta  .. 

albumose  in  urine 

Benzene-chloroform      metboi 

of       measurini?      specilic 

gravity  of  blood . . 
Benzoic  acid ,  reducing  body  a 

urine  due  to 
Beri-berU   ansesthetio  areas  ic. 


i  1 


i* 


75.  v; 


-  diet  in  causation  of 

-  muscular  wasting  in 

-  oedema  in 

-  peripheral  neuritis  in 

-  relation  to  rice         . .         . .     ■'• 

-  rigors  in         •;* 

Besnier,  ro  pityriasis..  ..  » 
Bial's  test  for  sugars  in  urine  f 
Biceps,  atrophy  of      . .         ..    y 

-  clonus  of       . .  . .         . .    I'". 

-  jerks  exagxrerate«i  . .         ..    '^ 

-  nerve  supply  of      . .         54i,  ^' 

-  spinal  roots  supplying 
Bicjrcling.    menorrhaJEria   from 
Big-toe,  inability  to  extend,  la 

Tooth's  peroneal  atrophy 
Bilberries,  black  stools  after.. 
Bile  changes   in  arsoniurettcd 

hydrogen  poisoning 

-  and  fat  digt?8tion      . . 

-  in  gastric  contents .  .         845,  M* 

-  inspi-isation,   jaundice  froa 

3«{1,>^ 
in  fungating  endocarditis    3*-' 

-  iodine  test  for  .  .  ..    »\f 

-  in  peritoneal  cavity  . .    Tl» 

-  phosphorus  poL«onlmr  . .  J*^ 
Bile  ducts,  adhesions  round  3<2.  ^".i 
carcinoma  of  (sec  Can.-inuma 

-  catarrh  of 

in  ainite  yellow  atrof»hy  5*' 

pneumonia       . .  ..    l'- 

syphilis. .        . .        ..    :ri 

cicatricial  contraction  of 

301. 

-  gall-stone  in 

-  infection  (sec  Cliolani^itisi) 

-  kinking    in    hepatoptosis 
ebstructien       in       arsenic 

poisoning 

association  of  pressure 

on  portal   vein   with 

by  carcinoma  of  stomach  5** 

causes  of  . .         joi,  a« 

gall-bladder       enlarge- 

ment  in         . .  . .     2*' 

\ \s,  \i43aftY  tumour     . .    M« 


y! 
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BILE    DUCTS— BLISTERS 


867 


Bile  ducts,  contd. 

obst motion    ia    omental 

tumoor 367 

<lue to  ovarian  cyst     ..     367 

parasites  . .        361,  364 

in  iitiosphorus  poisoning  373 

by  portal  srlands         . .       68 

in  3nake  poisoning      . .     374 

by  spasm         . .  . .     374 

suprarenal  tumour     . .     367 

in  toluylene  diamine  poi- 
soning . .  . .     374 
by  uterine  tumour     . .     367 

-  -  st<»nosis,  large   liver  and 

j.iun'lice  in       . .  . .     365 

-  -  typhoid  bacilli  in  . .     371 

-  pigments,  Gmelin's  test  for    819 
colour  of  urine  from 

818,  819,  823 

Hupport*.'*  test  for  . .     819 

nitric  aciil  test  for  . .     819 

yellow-coloured   foam   in 

urine    . .  . .  . .     819 

Bilharzia.hamatobia,  anaemia 

with  ..  ..  ..       37 

anal  haemorrhage  in      . .       93 

blood  changes  due  to     . .       33 

cachexia  in  ..  .,     116 

-  -  cystoacopic  appearances  in 

(I'latr  VI,  Fig.  A,  p.  310) 

313,  614,  630 

eosinophilia  in     . .  . .     249 

j?co4fraphy  of       . .  . .     614 

ha'maturia  in        304,  313,  630 

ova  in  urine  in  (Fig.  13, 

p.  93) 313 

pain  in  penis  from  ..     613 

pyuria  due  to     . .        623,  630 

simulating    vesical    tuber- 
culosis . .  . .  . .     614 

ult^rar  ion  of  bladder  from     630 

Biliary  calculus  (see  Calculus, 
Biliary) 

-  colic  (see  Colic,  Biliary) 
Bilious  headache        . .  . .     326 

-  typhoid  (see  Weil's  Disease)  696 
Biliousness,    effect     on     uric 

aciil  . .  . .  . .     817 

-  ptyallsm  in..  ..         ..     591 

Bilirubin  . .  . .  . .     360 

-  oriirin  of  urobilin  from      . .     818 

Bilivordin         360 

Biot'i*  breathinc  . .  . .  124 
Bird  f ee<lers,  aspergillosis  in . .  705 
haemoptysis  in     . .  . .     322 

-  foo«L*,  sporotrichosis  from  322 
Birds,  uric  acid  excretion  in. .  817 
Birth  palsies  ..  155,  556,  558 
Bismuth,  black  stools  from  89,  428 
U-^t  for  sugar       . .  . .     290 

-  and  x-ray  tast  in  constipa- 

tion {Figs.  32-35) 

141,  142,  145,  146 

p.istrecta^s  . .  . .     714 

Hirsclisprung's  disease   . .     433 

opsophatreal  obstruction 

223,  296 

I»ouch    . .  . .  . .     842 

pneumothorax     . .  . .     678 

pyloric       or       duodenal 

ol)struction      . .  . .     671 

strittnre    of      intestine, 

(Fig.  38)  . .  . .     146 

visceroptosis         . .        147,  473 

Bitter  taste  in  mouth  In  active 

congestion  of  liver  . .     371 

"  Black-dot  "  ringvtorm  . .  274 
Black  sputum  in  people  living 

in  Mmoky  atmQ3])heres    . .     70 1 
"  Black  vomit  "  in  yellow  fever  301 
Blackening  of  ears  in  ochron- 
osis   822 

Blacksmith's  cramp  ..  ..     177 

Blackwater  fever,  etiology  of     316 


Biacktcaler  fever,  contd. 

coma  in    . .          . .          . .  136 

-  haemoglobinuria  in         . .  315 

purpura  in           . .          . .  696 

Bladflar,     abscesses     opening 

into           . .          . .        624,  631 

-  adhesions,  micturition    fre- 

quent in  appendicitis  with  632 

-  affections,  bearing-down  pain 

from          . .          . .         . .  473 

pain  in  penis  from          . .  510 

pneumaturia  caused  by. .  576 

rectal  examination  in    306, 307 

suTi^ical  emphysema  from  231 

-  air  in            . .          . .          . .  711 

-  appendix  abscess  ruptured 

uito           . .          . .          . .  313 

-  atony  of,  difficult  micturition 

in  . .         . .         . .         . .  440 

-  bacillus  coli  infection  of     . .  264 

-  bilharzia   infection   of    (see 

Billiarzia) 

-  bloo«l-clot  in,  causing  diflB- 

culty  in  micturition       . .  439 

-  carcinomii  of  (see  Carcinoma 

of  Bladder) 

-  congestion  of,  a  predisposing 

cause  of  cystitis  . .          . .  627 

-  cystocele  in,*  simulating  pro- 

lapse of  uterus    . .         . .  587 

-  diseases  of,  pain  in  back  in  476 
the  leg  from     . .          . .  491 

-  displaced  by  hypertrophied 

cervix  uteri          . .          . .  687 

-  distended,  catheter  in  diag- 

nosis of     . .          . .          . .  730 

dystocia  due  to              . .  227 

from  enlarged  prostate  62,  730 

felt  per  rectum    . .         . .  638 

mistaken  for  ovarian  cyst  780 

-  -  -  pregnant  uterus          . .  730 

urachal  cyst    . .          . .  730 

pelvic  swelling  due  to    767,  758 

phy!»ical  signs  of             . .  62 

priapism  from     . .         . .  686 

from    retroverted   gravid 

uterus  . .         . .  52,  780,  768 

simuUtin:;  ascites  (Fig.  191, 

p.   730)                 52,  717,  730 

-  enonnous    distention    from 

retention               . .          . .  440 

-  evidence  of  bleeding  from . .  305 

-  extroversion  of,  simulating 

prolapse  of  uterus           . .  587 

-  Ibtiila  causinu:  pneumaturia  576 

-  trantfrene   of,  in   cystitis   . .  627 

-  hernli  of      . .          . .          . .  742 

-  inilammation  of  (see  Cystitis) 

-  injury,  abnormal  micturition 

from          . .         . .          . .  443 

diatrnosis  of          . .          . .  308 

fracture  of  pelvis  causing  308 

free  lluid  in  abdomen  in  308 

hiematuria  in       . .          . .  304 

-  invade<l  by  carcinoma,  fseces 

or  flatus  per  uretliram  . .  632 

of  rectum         ..          ..  313 

urine  per  vai^inam      . .  632 

of  uterus           . .          . .  313 

vairina  . .          . .          . .  313 

-  irrital'ility  of           . .          . .  817 
in  oxaluria           . .          . .  471 

-  involved  in  intestinal  ulcera- 

tion          ..          ..          ..  313 

-  norm  il  limits  of      . .          . .  730 

-  papillomi  (see  Papilloma  of 

lUii.hlrD 

-  pain  (<e<'  I'liin  in  Bladder) 

-  paralysis  of  motor  nerves  . .  443 

-  simple  ul.<'r  of  (see  Ulcera- 

tion of  iJladder) 

-  soundinsr  for  calculus        . .  629 

-  stanunering              . .          . .  439 

-  succussion  splash  in          . .  711 


Bladder,  contd. 

-  tapped     in     mistake     for 

ascites  . .  . .  . .         717 

-  trouble  (and  see  Micturition, 

Abnormalities  of)  in  cere- 
bellar tumour      . .         . .     665 

disseminated  sclerosis  . .     665 

locomotor  ataxy . .  . .     562 

transverse  myeUtis         . .       74 

-  tuberculosis    (see    Cystitis, 

Tuberculous) 

-  tumours  ^and  see  Carcinoma 

of  Blander;  and  Papill- 
oma) description  of        . .     613 

pain  in  penis  during  mic- 
turition due  to  . .     612 

renal     enlan/ement    and 

profuse  h.'ematuria  from    395 

pedunculated,     retention 

of  urine  from  . .         . .     441 

sudden  stoppage  of  urine 

by         ..  ..        439,  612 

-  ulceration  of  (see  Ulceration 

of  Bladder) 

-  yeasts  in,  pneumaturia  caused 

by  676 

Blanching,  tucmorrhages  caus- 
ing severe  . .  . .     139 
Bleaching-powder  test  for  indican 

348,  821 
Bleb  (see  BulliB) 

Bleadino  from  oar  in  otitis  . .    468 

diagnosis  of  cause  of      . .     468 

from  erosion  of  internal 

carotid  artery         . .     468 

of  lateral  sinus  . .     468 

fractured  base      138,  467,  468 

injury       . .  . .        467,  468 

malignant  disease  . .     468 

testing  of  hearing  in       . .     468 

BLEEOINQ    BUMS    ..  86 

in  alveolar  abscess  86,  87 

asthenia       . .  . .         86,  87 

dermititis  herpetifoimis  86,  88 

dys|)epsia  . .  86,  87 

erj'themi  bullo<»um  86,  88 

gangrenous  stomatitis      86,  88 

lupmophilia  . .  . .       85 

llodgkin's  duease  . .     302 

infantile  scurvy  . .  . .     116 

phaged^ena  oris        . .       86,  88 

pyorrhtra  alveolaris  86,  87 

tartar        . .  . .  86,  87 

variola  maligna  . .  . .     301 

yellow  fever        ..        301,  373 

-  nose  (see  Kpistaxia) 

-  oc«'ult(see  H«?morrhage,  occult) 

-  front  slight  causes  in  hsemo- 

philia         699 

-  uterine    (see    Menorrhagia  ; 

Metrorrhagia ;  and  Metro- 
staxis) 

-  vulval  from  uretliral  prolapse  770 

from  urethral  caruncle  . .  770 

Blepharitis,  ectropion  from..  250 

-  epiphora  in  . .  . .  250 

-  in  Mongolian  idiocy  . .  263 

-  from  nuclear  facial  i)aralysis  636 
Blindness  (see  virion.  Defects 

of;  Niurht-blindness;  and 
Word-bliminess) 

-  with    hysterical    hemiana?s- 

thesia         . .  . .  . .     666 

-  monocular,  in  migraine    836,  84(» 

-  nystagmus  with      . .  . .     452 

-  optic  nerve,  in  idiocy         ..     657 

-  strabismus  due  to  . .  . .     709 

-  sudden,  various  causes  of. .     839 

-  totAl,  causes  of       . .        839,  840 

-  transient  in  unemia  . .     839 

-  word,  with  word  deafness        684 
Blinking  tic     . .  . .  . .     159 

Blistering  by  malingerers      . .     Ill 
Blisters  (see  Bullee) 
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BLOOD     PER     ASUM  -BOXES,     SECROSIS     OF 


BLOOD  PER  ANUM..  89 

in  licuUs   yellow   atroi>hj 

of  livtT  ..        3<)2,  370 

adlu-sive  pylcphlebitra    . .     3(il 

aiuL'iui.i  with       . .  36,  IKJ 

,l,ip  to  Krwtric  ulcer  . .       40 

-  -  in  unkylot^tomiiisid         . .     670 
curciiioma  of  col<:m  01 

J4.">,  117,  150,  3<;7. 
3U3.  »'>JM),  731,  730 

root  urn  . .  . .        li>0,  iVM) 

i*tonn:ii'h  . .  . .     Sol 

cirrliosiis  of  IIvjt 

300,  3«8,  410,  «>yG 

with   rolic  . .  . .      134 

colitis        ..  ..  ly7, 001 

colour    due   to  action   of 

diu'c^tive       juices      on 
lui>nu>t;lobin      . .  . .     4*28 

from  iluoilenul  ulcer     300,  500 

<lysfnt<ry  ..Hi,  OOl,  7i;7 

in  <-nt«Tilw  . .  . .     444 

from  (.'all-iitones  . .  . .     300 

-  -  i;;«stri««  ulcer        . .  . .     298 
fromhii'morrlioiils  in  ulco- 

holixm  . .  . .  . .     213 

llonoili's  puri>ura  380,  GOO 

intusr>U!k>(*ption 

14S,  152,  I9rt,  r>3«,  727,  730 
inva;.'iiiittion  of  rnctum  . .     150 

-  -  nies»Mileric  eml»olirtrn      ..     153 

mui;r)nieml>ranou!»  colitis       727 

polypus     . .  . .  . .     035 

purpura  hivmorrhauicu  ..     O0(t 

tul)«>rculou.s  peritouititi  ..     71y 

Ki::m(»i«l  colon   ..  ..     731 

ulci'rativu  colitis..         ..     727 

-  -  variobi  malitniu    . .  . .     301 

-  in  carbon  monoxide  poisoning  138 

-  caiit^,  renal  . .  . .  . .         7 

-  chani,'»-s     common     to     all 

wvf-n*  aiuemiaA  . .  . .       27 

-  Chan-ot-l^'vdcn  crystals   in 

117,  118 

-  coaLHilat ion-time  of  . .     43U 

-  deliciciit    coatntlability    of, 

nionorrhiuria  from        428,  430 

-  dcstructi«.>n     in     toluylenc- 

diamine  polionini;  . .     37 1 

-  dischanrc  from  nipplo,  catiseM   202 
Blood-clot  in  bladder.  diQiculty 

in     startini;     micturition 
with  .'.         . .  . .     43U 

-  in  un-ter,  colic  from  305,  395 

-  urine  . .  . .        130,  305 
IUooil-<Tescents  (Plati  X/J,  p. 

090)  . .  . .  . .     373 

Bloo<i -culture  in  dias.'nosis  of 

cauiic  of  ol«i:uro  pjTexia 

009,  020 

fun^'atins;    end<K*arditis    013 

Heptiiu'uu.i        . .        59«,  098 

septic  eonditions        ..     018 

-  -  various    onrani^nw    re- 

co\  erable  from  . .     050 

-  dISMMS  20  et  8er|. 

carhexii  in  . .  . .      114 

caiLsini;     pleurisy     with 

elTusion  ', .  ..     122 

peripheral  neuritis  in     . .        75 

tenilernesrf   in    the   cho«t 

from      . .  . .  . .     770 

-  distribution    of,    medullary 

centre  for  n'trul  ition  of     019 

-  examination  in  unkyiosto- 

nili-i-*        570 

carcinoma  of  stom  teh  . .     351 

-  -  j.'t!n«T.»lized  lymphatic  irlanil 

••lllan/enieiit       ..        410,419 

IlodirkinV  di>ea.se  ..     017 

in.>«triini«'nts  for  ..  ..       27 

in  lympliatic  leuktemla..     r.93 

-  -  m'»laria(;'/fi/r  A7/,  p.  090) 

371,  015,  693,  698 


I  BUmmI  iiamination,  nmltl. 

in  pernicious  nmvraia    . .     616 

relapsinir  fever  riVa/^-A'//)  098 

splenom-dullary      leuke- 
mia       . .  . .  . .     693 

I  -  in  fa.ix*«  in  carcinoma  of  colon 

147,  393 
I  -  loe«5  of  (<ee  H  eraorrhage) 

-  otvult     (fi.'ii     H.emorriwge, 
I  Occult* 

;  -  parasites  in  . .  . .  . .       33 

Blood  per  rectum  (see  Hlooil 
p<T  Anum) 

-  gpeciljc  firruvity  increased  in 

collai>sje     . .  . .  . .     680 

I of,  in  dial>etes  insipidus    58 1 

-  T  -  method  of  measuring        6nO 

-  Bpiroclueta  obermeieri  in  . .     373 
I  -  in  sputum  of  i>hthisis  (a:id 

s<*e  H.emoptysis)             ..     170 
'  -  in  the  stools  (see  Blood  per 
I           Anum; 
BLOOD-PRESSURE,  ABNOR- 
MAL   95 

I  -  hloh,  ab<lonunal  angina  with    480 

act.NTituateti  heart  sounds 

witli       ..  ..        1,  3,  252 

' albununuria  witli  18,  520 

alcohol  causing   . .  . .     238 

amenorrhcea  with  . .       24 

ancina  pe<"t«ris  with     350,  582 

arl«'riosclerosis  with  01, 

180,  239,  210,  251.  329, 
::31,  433,  404,  582,   639 

-  -  a.'tphyxia  . .  . .  . .       04 

ifrebral  lui'morrhave  with 

9'..  98,   138,   173.  337,  503 

Cheyne-."?tokes    respiration 

with       . .  . .  . .     125 

in  chroni(^  lead  poisoning    507 

cirrhotsb*  of  the  liver      . .    -251 

enlaru'od  heart  with        . .     620 

eplsuixis  from     . .         251,  252 

errors  of  ilidLd  estimation  of  95 

in  jjiistric  crisis  of  tabes. .     485 

gout  . .  . .  . .     251 

granular  kidney 

122,  186,  251,  464 

heiidache  in  . .  320,  329 

in  heart  disease  . .  . .     251 

failure  from    ..     18,  01,  180 

sounds  in  estimation  of      90 

intlui-nee  of  rest  in  t>ud  on       90 

insonniia  in         . .        356,  359 

larj'ugeal  paralysis  with        539 

U*ad  colic  . .  . .     485 

masw:iur»',  hot  baths,  higii- 

fn.'quency  currents  in       359 

meiluUary  .softening  with     343 

m..'ii<»rrliai.'ii  from  . .     430 

methotls  of  lowering     . .     359 

metrorrhaid  t   from         . .     433 

mitral  n.'gun^'itation  from 

239,  210 

htenosls  ..  ..        01 

in  nephritis  14,  48, 

50,   90,  102,  240,  303,  451 
chronic  nephritis      64,  90.  122, 

172,180,239,251.331,461 

nois«'S  in  the  e^irs  with  . .     794 

ptj'alorrlura  with  . .     692 

reduplicated  heiirt  sound 

with 039 

renal  tulx'  c.ists  witli     . .     520 

-  -  n'tinitls  with       ..  ..     620 
spliyi.'mom:inometer     in 

di  luMiosis  of     . .  . .     620 
in  unemia            . .  . .     350 

-  low    with    acute  abdominal 

pains  except  leail  colic 
and  talH'tic  crisis       ..     485 

-  -  Addison's  di»ei.se 

38,  329,  843,  819 
aiuemiu     . .  . .         . .     329 


lUtuHl-umsiirf,  lotr,  fcnld, 

-  -  }tstli<*nia    ..  ..         ..      S< 

heart   disease        . .         . .    5i:> 

-  normal    in   luuotioa^  alt^j- 

uuiiiiriu     ..  ..        ..    ;*i 

-  in  renal  and  arterinl  s^'lero^     U 

-  talK-s  dcirsjilis  . .         . .    *>j 
Bloutly  effik^ioQ  in  rtt(»c  i«* 

t.'hesi,  Itloodr  Eflu!4cii<  ii) 
Blou-hes,  in  s«con<iAr>-  -yj-luLis  i;* 
Blows  causinc:  deafutwi        . .    I;*l 

-  puri>ura  from  . .        5W.  --'' 
Blubber   lii>rt    ..  ..         ..    '^. 

Blue  line  on  giiiuii  in  lead  poisio- 

ing     o?>,  77,  15C.  13y.  111.  :-. 
rK.17,  651,  C-45,  T.-» 

-  pill,  polyuria  uft<tT. .         ..    **: 

-  vision  from  cataract  . .  M ' 
Blushint;,  dt-tiidtion  trf  ..    r^i? 

-  absence  of,  in  cerrical  sym- 

pathetic paralysis  '  ..  il' 
Bockliart,  follicular  impetiso  of  «■! 
Boeck,     re    multiple     beoi^ 

sarcoitl       . .  . .         . .    4j; 

Boiler-makers,  deafneiv  in  .,  iJl 
BoiUng  te>t  for  albununuri*  ' 

Belli  fund  !»ee  inistulA^) 

-  in  ankylor-itoiuiaas  . .         . .    5"'" 

-  enlargtnl  ^land  dneoudarr  w    '"* 

-  septic  artliritis  from       '  ..    -'* 

-  still  neck  from         . .         . .    T-*? 

-  swelling  of  s*.TOtiun  from  ..  '^'» 
Bone  in  embryoma  of  kidiM>y    5JJ 

-  enlargement     t»f    end*    of, 

in     hyp«-troi»bio     crtt-o- 
arthropnthy  ..         ..    J>' 

-  tumours,  albumosuria  in  ..  -1 
Bones,  al-sciss  of  i^so-  AIbsc** 

of  Bone; 

-  in  acltomiroplai^ia   . .         . .    t\K 

-  acroin»>raly  . .  . .         tit,  5»>» 

-  acute  twteo-myelitis  751    4 

-  atrophy      of,       in      general  " 

paralysis  of  the  insan*..  2*3 
in  talH?tic  urtliritis        ..    5** 

-  carciiutmn  of  . .         . .    757 

-  caries  of  (set*  Caries  of  Bone » 

-  in  <'ongenitul  s<vphills  (fij. 

78)  ..  '      ..        ..    2y 

-  cranial  and  facial,  in  leou- 

titisis  OHsea  . .  . .     733 

h3-per(istaset«  of.  ib  kon- 

tiasis  oissea   ..         ..71* 

-  enchomiromjk  of      ..  ..7^4 

-  enlarged  locally  (see  Swelling 

on  a  1k>ne)' 

-  fracturv  of  (sec  Fracture) 

.  gumma  of  (sec   Gumma  «>f 
lione) 

-  hyperj^lasia  A,  in  acromnrilT  i*3 
in     hy]»ertrophic     twteo-' 

arthropathr      ..  ..     3>^ 

-  -  rickets       ..  '       ..         17S.:U 

-  injury  of,  swelHiu;  due  to  . .    7>J 

-  innocent  tiunour^i  of  ..    7M 

-  invaded  by  •>pit)ieIiomA    ..    SU 

-  malicrnant  iliseau)  of  ..  3'*'^ 
ulbumoauria  in  ..    i'» 

-  necrosis  off 75i 

alwcesrt  in  heart  from     . .    6W 

-  ana>ml'i  wiiii       ..         ..      J* 

-  -  anosmia  from      . .         . .    6*!' 

diagn (Mis  from  S;iri*oma  751,7fij 

earache  from        . .         . .     -•"'• 

foul  breath  due  to  ..      '*i 

-  lichen  si^rofulosonim  witli  *>;j 

-  ol>struction  t4>  nose  by  . .  "^'^ 
pericarditis  from             ..  ^^' 

-  from  phosphorus..         ..  _^' 

popliteal  at>scess  duo  to. .  7<3 

ptyalism  due  to  . .  •  •  **' 

stomatitis  due  to  . .  5>' 

from  syphilis       . .         . .  -{'^ 

-  t.'»li|Wfrom         . .         . .  I*'- 
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liunm,  contd. 

-  node  on        . .          . .          . .  750 

-  in  oritoitis  deformans         . .  753 

-  ostoojjenesis  imperfecta     ..  213 

-  otsU'omalacia  . .         213, 214 

-  pain  in,  in  syphilis  (and  <)ee 

I'ain  in  Bone)    . .         . .  503 

-  in  rickety  dwarfism           . .  214 

-  sarcoma   fsee   Sarcoma    of 

Hone) 

-  sinus  in  connection  witti    . .  751 

-  spontaneous  fracture  of,  la 

scurvy-ricketa      . .         . .  753 

in  new  growth  of       26D,  757 

tuberculous  disease  of  269 

-  subperioeiteal   extravasatioa 

on,  node  after     . .         . .  750 

-  syriny;omyelia          . .         . .  285 

-  swelling    on    Csee    Swelliog 

on  a  Bone) 

-  syphilis  of,  diagnosis  from 

tuberculous  periostitis  . .  752 

-  tendernc«»  of,  in  scurvy  and 

rickets  . .  . .  44,  115 
in  secondary  syphilis     . .  672 

-  thicktning  of,  from  cluronic 

osteomyelitis  . .  . .  751 
chronic    periostitis   (Fig. 

191,') 751 

due  to  gumma    . .         . .  762 

in  osteitis  deformans     . .  753 

x-ravs    in    diat^nosis    of 

(Figs.  196. 198,  199)  . .  751 

-  tran-sparcncy   to   x-rays   In 

rheumatoid  arthritis  (Fig. 

lUi)          380 

-  tul^en^'ulous  disease  of       . .  751 

iiia^'nosis  from  gumma  752 

s«itos  of  commencement  751 

-  unatTocted  by  lupus  vulgaris  808 
Bono-mtuTOW  affections,  Bence- 

Jones'  albumosuria  in  . .  21 
eoHinophilia  in     . .         . .  248 

-  splenomegalic  polycythemia 

a  disease  of         . .          . .  581 
Bony    out-growtlis   in   osteo- 
arthritis and  gout        383,  384 
Boots,  bullic  due  to    . .          . .  110 

-  relation  to  Morton's  disease  4"J8 

-  ti{?ht.     causing     metatarsal 

neurali^ia  . .          . .          . .  488 

talipes    . .         . .          . .  132 

whitlow . .          . .          . ,  445 

BORBORYGMI 96 

-  absent    with    general   peri- 

tonitis 97,  431,  644,  645 

-  in  intestinal  colic    ..         473,645 

-  -  obstruction  . .  153,  431 
Borini?  epithelioma  of  jaw  ..  749 
Boning  of  skull  in  rickets    . .  753 

•  BoHsy  "  nodules  in  tuberca- 

loais  of  testis  . .  . .  519 
Dothriocephalus     infection, 

albuminuria  in   . .         . .  17 

•  -  auaMnia  in           33,  37,  459,  568 
■  -  cachexia  in          ..          ..  115 

•  -  e<>*inophilia  In     . .         . .  249 

-  cedema  of  legs  in  459,461 
(see  also  Tape-worm)C/'v.l51)  568 

lottijer'a  test  for  glycosuria  290 

tottle-nose  in  cirrhosis  of  liver  300 
tougie  in  diagnosis  of  calculus 

in  urethra            . .         . .  439 

-  a-sopliageal  pouch         . .  842 

-  urethral  stricture           . .  439 
dansjtT  of  passing   in   dys- 

phairia      . .          . .         . .  222 

olive-|»ointed     flexible,     in 

urethral  stricture  ..  440 
ovine    cough    in    laryngeal 

paralysb  . .  . .        538,  539 

heart             233 

owed  legs  in  achondroplasia  212 

-  from  rickets        . .         . .  212 


Bowel,  casts  of,  in  membranous 

colitis        . .  . .         . .     444 

Boxint?,  enlarged  heart  from      244 

Boys,  excessive  fatness  of,  in 

hypernephroma  . .         . .     454 

Brachial  artery,  unequal  pulses 

from  atheroma  of         . .     593 

-  nerves,    table    of    muscles 

innervated  by  550,  556 

-  neuralgia    (see     Neuralgia, 

Bracliial) 

-  ncuritu^  (sec  Neuritis',  Brachial) 

-  palsy  (and  see  Paralysis  of 

Extremity,  Upper;  see 
also  Erb's,  Duchenne's 
and    Klumpke's    Palsies) 

545,  552 

paraly8i*of,  from  pressure 

of  cervical  rib  on      . .     593 

-  plOXUS     disease,     diagnosis 

from  progressive  muscu- 
lar atrophy         . .         . .       73 

Interference  with  by  thyroid 

gland  tumour..  ..     792 

lesions,  muscular  atrophy  in   74 

table    of    innervation   of 

muscles  by      . .         . .     650 

Brachialls  anticus  muscle,  nerve 

supply  of  . .         S,^,  556 

Brachycephaly   in   Mongolian 

idiocv        . .         . .  . .     263 

BRADYCARDIA  97 

-  in  aortic  stenosis    . .         . .     235 

-  cerebellar  abscess   . .  . .     644 

-  fatty  heart  . .  . .  . .     241 

-  jaundice        ..         ..98,  361,  365 

-  Stokes-Adams*  disease       . .     173 
Brain,  coma  due  to  compres- 
sion of      . .         . .  . .     137 

-  concussion  (see  Concussion 

of   Mrain) 

-  cystic,  congenital   . .         . .     558 

-  fatigue  in  neurasthenia      . .     606 

-  injury,  testis  atrophy  after        79 
Cheyne-Stokes'     respira- 
tion after         . .         . .     125 

coma  after  . .         . .     137 

diagnostic  importance  of 

aura  in  lo(!aliztng        . .       80 

-  not  coloured  in  jaundice  . .     361 

-  syphilis  of  (see  Syphilis,  Cerebral) 

-  tuberculous  nodule  in       . .     341 

-  tumour      (see      Cerebrum, 

Tumour  of) 
Bram well's  test  of  pancreatic 

infantilism  . .         . .     216 

Brassy    coui;h    in    laryngeal 

p'aralvsis  . .  . .        538,  539 

Braun's  sign  in  pregnancy  . .  437 
Brazil,  ankylostomiasis  in  . .  570 
Bread-crumbling    movements 

in  paralysis  agitans       . .     796 
Braast;  abscess  of,  (see  Abscess, 

iiiimmary) 

-  atrophy  of,  carcinomatous        745 

-  carcinoma  of  (see  Carcinoma 

of  Breast) 

-  changes  in,  in  lactation     . .     743 

the  new-born       . .  . .     743 

in  pregnancy        . .  . .     743 

of  puberty  . .  . .     743 

-  cyst  of  (see  Cysts  of  Breast) 

-  cystic  disease  of      . .         . .     744 

-  enchondroma  of    . .  . .       744 

-  flbro-ailenoma  of,  absence  of 

enlartred  axillary  glands  in    744 

aire  incidence  of  . .  . .     744 

characters  of         743,  744,  745 

cystic  change  in..  ..     744 

diairujjsis  from  carcinoma 

744,  745 

chronic  mastitis  . .     744 

cyst  . .  . .  . .     744 

early  sarcoma      . .         . .     746 


Breast,  fibro-adenoma  of^  contd. 

free  mobility  of  . .         . .  744 

the  only  common  innocent 

tumour  of  breast        . .  744 

-  tibroma,  rarity  of  . .         . .  744 

-  fullness  and  pigmentation  of, 

in  pregnancy       . .         . .  350 

-  hydatid  cyst  of       . .         . .  202 

-  hyiK-nesthesic  patches  in,  in 

hysteria    . .         . .         . .  667 

-  linete  albicantes  on             . .  403 

-  lipoma  of,  rarity  of            . .  744 

-  male,  milk  in           . .         . .  202 

-  motie  of  examination  of    . .  742 

-  multiple  cystic  disease  of. .  744 

-  myoma  cutis  of       . .         . .  805 

-  pain   in  (see   Pain   in   Uie 

Breast) 

-  redness  of,  in  mastitis       . .  743 

in  tuberculosis  . .         . ,  744 

swelling  and  tenderness  in 

mastodynia     « .         . .  479 

-  sarcoma  of  (seo  Sarcoma  of 

Breast) 

-  sinus  of,  tuberculous          . .  744 
Broast  iwellinot,  general  dis- 
cussion of     742,  743,  744,  745 

-  tuljerculosis  of        . .         . .  744 

-  unilateral    hypertrophy   of, 

from  tibro-adenoma       . .  743 

from  putting  cliildren 

to  the  breast            . .  74S 

-  veins  ol,  dilated  in  pregnancy 

and  lactation  . .  . .  743 
Breath,    characteristic    catcli 

in  gall-bladder  affections  499 

BREATH.  FOULNESS  OF      ..  98 

with  catarrhal  jaundice..  365 

gangrene  of  lung            . .  321 

gastritis    . .          . .         . .  297 

pyorrhoea  alveolaris       . .  87 

stomatitii)            . .         . .  88 

Vincent's  angina            . .  672 

BREATH,    SHORTNESS    OF 

(and  see  Dyspnoea,  Ortho- 

pnu>a,    etc.)        . .         . .  100 

in  ankylostomiasis          ..  670 

with  bronchiectJisis        . .  579 

bronchitis    and     emphy- 
sema    . .         . .         . .  679 

-  -  cachexia   ..          ..          ..  115 

fibroid  lung          . .          . .  679 

goitre        793 

( Jraves'  disea.se    . .          . .  792 

mitral  regurgitation       . .  103 

st<'tic»*is             . .          . .  679 

pericarditis          . .          . .  480 

polycythapmia  in           100,  679 

re:uil  diseiise  13,  14,  679 

8i»asmo<lic  asthma           . .  679 

subphrenic  abscess         . .  721 

-  smell  of.  in  alcoholic  coma  138 
in  unumii            . .         . .  350 

-  souikLs  (see  Vesicular  Murmur) 
Breathing,  Cheyne-Stokes  (see 

Cheyjie-.Stokes  Bespiration) 

-  difficulty  in  (see  Dyspncca, 

etc.) 

-  laboured,  in  convulsions  . .  169 

-  painful,  with  gall-stones    . .  486 

in  intercostal  neuralgia  478 

phrenic  neuralgia            . .  478 

with  plciuisy       . .          . .  479 

pneumothorax     . .          . .  480 

-  rapid  shallow,  in  pneumo- 

thorax      . .          . .         . .  677 

-  stertorous,  in  convulsions..  169 

-  tubular       (see       Bronchial 

bn-athing) 
Breathh^stu'ss    (see     Breath, 

Shortness  of) 

Bright  eye  in  Bright's  disease  256 
Bright 't  ditoato,  albuminuria  in 

11,  12,  466 
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Bright' s  disease,  contd. 

albumosuria  in    . .         . .       12 

araenorrhoea  in  . .         . .       23 

anrpmia  in  . .  . .       90 

anasarca  with      . .  48,  54 

aortic  regurgitation  in  . .     107 

ascites  in..  ..  ..       63 

—  backward  pressure  in     . .       48 

bacteriuria  in       . .  . .       83 

bullae  in    . .         . .         . .     y  0 

Cheyne-Stokes  respiration 

in         . .  . .  . .       124 

chlorides  in         . .         . .       12 

conjunctival  oedema  of. .     266 

—  contracted  granular  kidney 

in  . .         . .         . .       14 

convulsions  in     . .         . .     160 

diminution  of  total  solids 

in  urine  in       . .  . .     626 
distinguished  from  Infarc- 
tion of  kidney             . .     314 
physiological      albumi- 
nuria    . .         . .         . .       19 

epista-xis  in         . .  90,  251 

general  oedema  in  . .     466 

hap.matemesis  rare  in      . .     299 

hematuria  in      . .  12,  304,  314 

htemoglobinuria  in         . .     315 

hsemorrhage  in  . .  90,  698 

heart  failure  from  63,  4G1 

hypertrophy  of  heart  in  90,  245 

infantile  convulsions  in..     170 

mercury  injurious  in       . .     590 

mitral  regurgitation  from 

239,  240 

morning  Itcadache  in      . .     327 

multiple  serositis  in        ..     124 

nerve  deafness  in  . .     191 

nucleoproteid  in..  ..       12 

obesity  in  . .         453,  454 

oedema  in  . .  . .       12 

of  legs  in  . .         459,  401 

pericarditis  with . .  ..     122 

phosphates  in      . .  . .       12 

polyuria  in  . .  . .       90 

pu^mess  and    a?dema  of 

face  in  . .  . .  . .     746 

purpura  in  . .         596,  598 

renal  tube-casts  in  12,    90 

in  scarlet  fever  . .  . .     674 

simulated     by     Milroy's 

disease  . .  . .     460 

myxoedema      . .         . .       43 

oedema  of  convalescence  459 

stridor  in . .         . .         . .     709 

syphilitic  . .  . .  . .       86 

tube-casts  in  urine  in  . .     466 

ura?mia  with       . .  . .       48 

urea  in      . .  . .  . .       12 

urine  changes  in    12,  16  et  seq. 

varieties  of  (iscites  with . .       54 

pleural  effusion  in       . .     122 

various  forms  of . .  . .         8 

weakness  in         . .  . .       90 

acute,  anuria  hi  . .  . .       48 

bacteriuria  in  . .  . .       82 

cyanosis  in       . .  . .     185 

diagnosis  from  Henoch's 

purpura        . .         . .     600 

mitral  regurgitation  hi      239 

occasional    absence    of 

cedcma  in    . .  . .     311 

oedema  in        . .        311,  457 

of  face  and  of  labia  in  458 

larynx  in     . .         185,  709 

legs  in  . .         458,  461 

lungs  in         . .  . .     466 

penis  in        . .  . .     458 

scalp  in        . .  . .     458 

scrotum  in  . .  . .     458 

peritonitis  with  . .       55 

polvuria    in    recovery 

from  . .        &%2,  W^ 

scanty  urine  m         . .    sn 


BrigfU's  disease,  aatte,  contd. 

after  scarlet  fevef 

simulated  by  angioneu- 
rotic oedema  (Fifi.  128)  458 

by  excessive  drinking     458 

after  infusion 

transfusion  . . 

by  vena  cava  tlirom- 

bosis 

sudden  onset  in 

symptoms  of  . . 

universal  oedema  in  . . 

urinary  changes  in     . . 

chronic  (and  see  Granular 

Kidneys) 

albuminuria  in      13,  16,  454 

albuminuric  retinitis  in 

303,  454 

anaemia  in       . .  . .     303 

big  heart  in    . .  . .     454 

cardiac  hypertrophy  with 

303,  331 


671 


458 
458 

825 
311 
48 
460 
311 


58 
160 
179 


249 
295 
503 


chylous  ascites  in 

convulsions  in . . 

cramps  in 

eoslnophilia  in  diagnos- 
ing asthma  from     . . 

epistaxis  in 

general  pains  in  limbs  in 

hffimatemesis  in         294,  303 

high  blood-pressure  in 

90,  102,  239,  «40,  303,  454 

hypothermia  In  . .     345 

iiTitability  in  . .  . .     360 

micturition  frequent  in     437 

noises  in  the  ear  in  . .     794 

of  old  people    . .         . .     14 

parenchymatous,  obesity 

in       . .  . .         453,  454 

ansemia  due  to        . .       36 

polyuria  m         48,  102,  303, 

331,  437,  583 

prolonged    first    sound 

at  impulse  in  . .     454 

renal  tube-casts  in     . .     454 

retinal  changes  in 

102,  103,  240 

ringing    aortic    second 

sound  in      . .  . .     454 

systolic  bruit  over  mitral 

area  in         . .        102,  103 

thick  radial  artery  in . . 

tortuous  arteries  in . . 

trace  of  albumin  in    . . 

urinary  changes  in 

vertigo  due  to. . 

of  young  people 

-  subacute,  anemia  in 

cachexia  in 

chylous  ascites  with  . . 

chyluria  in 

Brightness  perception,  normal 
Brittleness  of  bones    . .        213, 

-  of  nails,  onychorrhexis 
Broca's    are^,    aphasia    from 

lesion  of  . .         . .        337, 

situation  of 

motor  speech  centre  in 

Brocq,  re  psoudo-pelade 

85,  780, 

-  re  vesicles  of  herpes 
Bromide  eruption,  cbaracters  of 

diagnosis  from  small-pox 

Bromides,  coma  due  to 

-  loss  of  tast«  due  to. . 

-  ptyalism  due  to 

-  vesicles  from 
Bromidrosi-*,  account  of 
Bromine  test  for  melanuria  . . 
Bronchial  breathing  ^ith  bron- 
chiectasis 193,  324, 

\ VxAaxcXVm  o\.\\nv^ 


240 
303 

..     331 
240,  331 

. .     828 

..       13 
39 

..  115 
126 
126 
835 
285  I 
445  I 

683  I 
683  I 
683  I 

782  I 

830  I 
603 
609  I 
137  I 
774 
590  I 

831  I 
714  ' 
821  i 

703  ' 
232  I 
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limncliial  hrfothitktj,  flssu". 

-  —  lobar  pneuznoma        l*f. 
in  luiisr  compresaoa 

-  —  phthisis     . , 

-  —  jdeuritic  effusion 

-  glands  (see  Lymphatic ''Ui:i 

Bronchiid) 
Brondliactasts.  albamiiTa-^iL 

-  albumosuria  in 

-  anaemia  in 

-  aneurysm  causinsr  . . 

-  causes  of 

-  cereb€41ar  abscess  frwa 

-  cerebral  abscess  from      i^ 

-  Gliarcot-Leyden  crrstas  a 

-  clubbed  fingers  in'  i»9,  la 

-  cyanosis  from 

-  diagnosis  from  gangr»«  d 

lung  ..  Sri 

-  from  epithelioma  <A  tTifflfta 

-  ^"ith  fibroid  lung.  diAciMxs<« 

-  foul  breath  in 
taste  in     . . 

-  gangrene  of  lung  in 

-  li%moptys(is  in 

-  heart  failure  from  , . 

-  indicanuria  in  .... 

-  inspi^iated  macns  in 

-  lardaceous  disease  in       H 

-  leucocy tosis  in 

-  from  mediiistinal  new  grvr 

-  monoplegia  due  to.. 

-  multiple  rigors  from 

-  no  elastic  fibres  in  sputma  i: 

-  orthopntva  in 

-  ostco-arthropathy  in 

-  part  afre<-t^i  by      .. 

-  periodical   return  of  sri^- 

toms  in      .  .  .... 

cyanosis  from 

-  physical  siaxus  of    .. 

-  polycythfemia  in    .. 

-  rigors  in 

-  septic  arthritis  from 

-  shortness  of  breath  »itb   . . 

-  simulating  gangrene  of  luu 

-  sputum  in     .  .  ..s»9,  K* 

631.  :• 

-  vomiting  from  . .       M: 
Bronchiolitis,       Curschnkuiii  = 

spirals  in 

Bronchitis,  albuminuria  in   .. 

-  ascites  in 

-  asthma  developing  into   IH 
mistaken  for 

-  blood  streaks  in  sputum  of 
-capillary 

extreme  dys|>ncea  from.. 

cyanosis  from 

retraction  of  the  head  frw 

sticky  sputiuu  in 

-  Charcot-I^eyden  crystals  in 

-  chronic,  clubbed   lingers  in 
albuminuria  in    . . 

ascites  in  . . 

enlargcHl  liver  in         .... 

right  ventricle  in       ?*' 

frH?num  linguic  abrad<^i  ii 

heart  failure  in   61,lsi6,4^ 

oedema  of  legs  in 

pains  in  limlis  in. .       5«»; 

palpitation  in 

polycvthaBmia  in  579 

systolic  murmur  in 

tricuspid  regurgitation  in 

-  complicating  asthma 

-  cough  from. .  . .        1::. 

-  cyanosfc*  in  severe  .  . 

-  distinction  from  astluna    . . 

-  and  emphysema  (see  Emphr 

-  epi^taxis  in . . 

-  fibrinous  or  plastic. . 

.  -  «i!ttv!&ji  l\ing  and  broochiec^ 
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Bronchitis,  contd. 

-  fCBtid  99,  703 

abnntlant  foul  sputum  in      703 

foul  breath  in      . .         . .       99 

taste  in  . .         . .     774 

frequeutiv     a     mistaken 

diac^osis  . .         . .     703 

-  -  indicanuria  in      . .         . .     349 

leucocytosis  in     . .         . .     400 

simulating    ganifrene     of 

lung      ..         ..        287,  288 

-  haemoptysis  ia  317,  318,  320,  3*2  4 

-  in  influenza . .  . .  . .     505 

-  insomnia  in  . .        356,  350 

-  in  Malta  fever         . .         . .     507 

-  orrhopncea  in  1S6,  404,  465 

-  pain  in  the  chest  in  . .     480 

-  periodic  cranosis  from       . .     579 

-  physical  signs  due  to         . .     192 

-  plastic,  easts  In  sputum  in      704 

-  secondary  to  abscess  of  liver    409 

-  abscess  of  the  lungs       . .     649 

-  shortneas  of  breath  from  101,  579 

-  simulated  by  pertussis      . .     705 

-  simulating  asthma..        249,  407 

-  sputum  in    ..  176,  700,  704 

-  tenderness  in  the  chest  from  778 

-  in  typhoid   fever    . .         . .     697 

-  venous  congestion  of  Uver  in    407 
Bronchophony  in  bronchiectasis  703 

-  in  fibroid  lung         . .         . .     246 

-  with  fibroid  lung  and  bron- 

cliiectiisis  . .  . .     324 

-  in  lobar  pneumonia         186,  701 

phthisis     . .         . .         . .     319 

Bronchopntumonia,  albumin- 
uria in      . .         . .         . .       17 

-  ai)ical,  diagnosis  from  phthisis  321 

-  caseous,  lividity  in  . .     185 

-  chief  incidence  in  children    321 

-  cough  from..         ..         ..     176 

-  cyanosis  from  . .  . .     186 

-  diagnosis      from      general 

pulmo.'mry  tuberculosis. .     615 

-  diminished  knee-jerks  in  398,  557 

-  empyema  with         . .  39,  119,  186 

-  extreme  dysj>n<ea  from      . .     642 

-  fibroid  lunj;  and  bronchiec- 

t  i-ii^  from  . .  . .     324 

-  eanirrone  of  lung  in  287,  712 

-  h.-rmoptysis  in        . .         317,  321 

-  liypory»yrexia  in      . .  . .     343 

-  iulliu-nzal      . .  . .         321,  505 

asthenia  in  . .  . .     321 

relatively  low  fever  in    . .     321 

sticky  rales  at  bases  in. .     321 

-  and    larj'ngeal    obstruction     180 

-  after  mouth  operations      . .     321 

-  orthopncifa  in  . .  . .     405 

-  with  otitis  media    . .  . .     321 

-  pleurisy  with  . .  . .     122 

-  pneumococcal  . .  . .     015 

-  prolonged  pyrexia  in       609,  615 

-  retraction  of  the  head  in    . .     641 

-  septic,  diagnosis  of  . .     321 

srangrene  of  lung  from    . .     578 

from  lateral  sinus  throm- 
bosis     ..  ..         321,  578 

pneumothorax  from      578,  712 

from  tongue  carcinoma  321,578 

-  shortness  of  breath  in        . .     101 

-  streptococcal  . .  . .     615 
Bronchorrlnea,  lia*moptysis  in 

318,321 

-  identity  with  bronchitis    . .     32 1 
Bronchus,  aueurvsm  of  aorta 

rupturing  into  140.318,322,482 

-  carcinoma  of  (see  Carcinoma 

of  Bronchus) 

-  emi>j'*>ma    ruf)turiiur     into, 

<•  ni^irii;  pneuniotliorax      578 

-  foreiL'u  body,  in        . .  . .     400 
fibroid  lung  and  bron- 
chiectasis from        . .     324 


Bronchtu^,  rotitd, 

-  irruption  of  caseous  gland 

into  . .         . .         . .     466 

-  parasitic  infection  of        318,  325 

-  pressure      of      mediastinal 

growth  on  . .  . .     483 

-  stenosis  of  bv  aneurysm 

230.  296.  322,  324,  474,  482 

bronchiectasis  from        . .     324 

carcinoma..         ..         ..     324 

fibroid  lunsr  from  . .     324 

foreign  body        . .         . .     324 

gangrene  of  lung  from  288,  712 

-  Hodgkin's  disease  ..     324 

inspissated  mucus  . .     324 

list  of  causes  of    . .  . .     324 

mediastinal  new  growth  324,343 

with  mitral  stenosis       . .     324 

-  -  new  growth  118, 185,  322 

orthopnnea  from  . .         . .     465 

pyopneumotliorax     from    712 

-  -  in  syphilis  . .        288, 582 
syphilitic  disease,  diagnosed 

from  phthi^  . .         . .     325 

tuberculous   bronchial 

glands  ..  321,422,773 

-  ulceration  of,  liscmoptysis  in     325 
Bronze<i  diabetes  (see  Diabetes, 

Bronzed) 
Broom  tops,  polyuria  from  . .     583 
Brown-S6quard  paraly^s     . .       68 

character  of        . .         . .     540 

crossed      aneestiiesia     in 

(Fig.  181)        . .         . .     664 

diagram  of  physical  signs 

of,  (Fig.  142)   . .         . .     540 

Brows,    prominence   in   acro- 
megaly    . .         . .         . .     263 

Bruising  of  skin  in  jaundice  361 ,  598 
multiple  in  epilepsy,  simu- 
lating purpura  . .     597 

in  some  normal  people  . .     697 

Bruit  in  aneurysm  of  coeliac 

axis  . .         . .         . .     368 

-  d'airain  with  pneimio- 

thorax      . .  . .         193,  577 

simulated    by     drips    in 

thorax  ..  ..      711 

-  de  diabit  . .  41, 105, 100 

associated  with  congenital 

systolic  bruit    10 1,  105,  100 
in  chlorosis          . .          . .  333 

-  over  enlarged  *-pleen  . .  089 

-  exophthalmic  goitre  . .  24  1 

-  Fhut's,  in  dilatation  of  left 

ventricle  . .  108,  I09,  234 

-  functiomU     41,  102,  101, 105,  100 

-  -  systolic     pulmonary,     in 

chlorosis    . .  . .  . .     333 

-  in  fungating  endocarditis 

9.  10,  38,  240,  598,  649 

-  ha*nuc,  in  chlorosis  ..       41 

-  with  high  blood-pressure  . .     252 

-  mid-diiistolic  . .  . .     107 

-  in  mitral  stenosis 

107.  245,320,580 

-  myocardial  degeneration    . .     333 

-  over      eye      with      orbital 

aneurysm  . .  . .     255 

-  with  patent  duotus  arteriosus  184 
septum    ventriculorum 

184,  579 

-  presystolic  107,  320,  580 
in  tricuspid  stenosis      . .     110 

-  pulmonary  incompetence  . .     247 

-  -  stenosw"    . .  .  .129,  181,  247 
s>-stolic,  in  chlorosis       . .     105 

-  ruiublini;    systolic,    in   con- 

genital pulmonary  stenosis   579 

-  sometimes    al>sent   in    con- 

ponitiil  heart  disease      . .     579 

-  of  stenosed  superior  vena  cava  236 

-  sudden  changes  in,  in  funga- 

ting endocarditis  . .      ^% 


239 


Bruit,  coiUd. 

-  of  tricuspid  regurgitation  . . 

-  in  undue  abdominal  aortic 

pulsation  . .         . .     592 
BRUITS,  CARDIAC     ..      101,613 
with  acute  cardiac  dilata- 
tion      . .         . .         . .     243 

endocarditis 

76.  102,  103,  239,  613,  671 

in  adherent  pericardium      243 

with  albuminuria  . .       18 

aortic  disease 

138, 233, 234, 235, 236, 237, 240 
aortic  and  mitral  distin- 
guished . .         . .         . .     234 

in  arterio-scleroais        102,  103 

cerebral  embolism         138,  663 

clwonic    bronchitis     and 

emphysema     . .         . .     246 

nephritis  . .  14,  102,  103 

chlorosis    . .         . .  41,  333 

congenital  heart  disease 

129,  184,  244,  247,  679 

in  mitral  regurgitation  102, 238 

witli  pleural  efTusion      . .     121 

rumbling    or    blattering, 

in  congenital  pulmonary 
stenosis  . .  . .     679 

-  diastolic       IOC 

-  systolic         . .         . .         . .     101 

Bryant,  re  spinal  cord  centres    566 
Buboes  fand   see  Lymphatic 

Glands,  Inguinal")         675,  738 
Buccal  nerve,  distribution  of       659 
Bug-bites,  pruritus  from       . .     688 
Bulb  (see  Medulla  Oblongata) 
Bulbar  paralysis  (see  Paralysis, 

Bulbar) 
Bulging  of  chest  (see  (Thest, 

Bulging  of) 

Bulimia  49 

BULLiE 110 

-  affecting  mucous  membranes    88 

-  in  anthrax   . .  . .         . .     603 

-  artificially  produced,  value 

of  eosinophiiia  in  detecting  249 

-  caused  by  malingerers       . .     Ill 

-  in  chciropompholyx         651,  832 

-  congenital  syphilis  . .  . .     446 

-  crust.s  in       . .  . .  . .     829 

-  dermatitl*  hen>ctiformis  781,  831 

-  eortinophilia  with    . .         114,  249 

-  in  epidermolysis  bullosa 

110,  113,  266,  445 

-  erj'sipelas     . .  . .  . .     746 

-  erytliema  multiforme         . .     531 

-  extreme  oedema  110,  112 

-  gantaene     and     Raynaud's 

disease      ..  110,  112,  283 

-  glanders       . .         . .         . .     603 

-  herpes  iris 833 

-  impetigo       . .         . .        602,  608 

-  leprosy         651 

-  pemphigus  . .  . .         602,  664 
neonatorum         . .  . .     446 

-  relation  of  vesicles  to         . .     829 

-  in  scabies    . .         . .        654,  882 

-  urticaria       . .         . .         . .     850 

Bullet  wound  of  cord . .         . .     664 

Burnlno  sensation  in  anthrax    603 

drug  rashes  . .         . .     426 

eczema 831 

eyes  from  error  of  refraction  828 

herjjes  genitalis  . .         . .     8S0 

-  of  lii)s  in  Fordyce's  disease   408 

-  in  pustular  eczema        . .     (WS 

urticaria 880 

witli  vesicular  eruptions      9S9 

Burns,  contracture  after      . .    If8 

-  ectropion  and  epiphora  from  990 

-  haemoglobinuria  after       . .    819 

-  hyperpyrexia  after 
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Bums,  amid. 

-  talipes  equjnus  following  . .     13*2 

-  ulceration  of  the  leg  from. .  810 
Burrows  in  skin  in  scabies  608,  831 
Bum  over  exostosis  . .  754 

-  hyoid,  simulating  enlarged 

thyroid  gland      . .         . .     791 

-  ilM-pSOas,  femoral  swelling 

from  . . 

simulated     by     hip-joint 

disease  . . 
simulating  psoa.«<   abscess 

-  psoas  (see  Psoas  Bursa) 

-  sodium  urate  in,  in  gout   . . 

-  spinal,  in  porters    . . 
Butchers'  boys,  scoliosis  in  . . 
Butchers,  epidemic  jaundice  in 

-  Weil's  disease  in     . . 
Buttocks   affected  by  eczema 

marginatum 

-  bedsore  over 

-  condyloma  of 

-  eruptions  on 

-  Jacquet's  erythema  of 

-  lymphatic  drainage  of 

-  pemphigus   neonatorum   of 

-  prurigo  ferox  on 

-  scabies  affecting     . . 

Butyl  chloral  hydrate  poison- 
ing, Cheyue-Stokes  res- 
piration in 

purpura  from  . . 

Butyric  acid  in  gastric  juice. . 
Buzzing     in    tlic    ears    (sec 
Tinnitus) 

PACHEXIA 

w    -  ocetonuria  in   . . 

-  albuminuria  in 

-  anosmia  with 

-  aquosa,  perverted  appetite  in 

-  atrophy  of  muscles  in 

-  bleeding  gums  in    . . 

-  from  carcinoma 

57,  459,  575,  731, 

-  congenital  syphilis 

-  constipation  with 

-  functional     . . 
bruits  in  . . 

-  impotence  from 

-  from  leprosy 

-  malaria 

-  mediastinal  growth 

-  neuritis  in    . . 

-  Gpdema  of  legs  in 

-  pains  in  limt»  from 

-  pigrmentation  of  skin  in    . . 
in  uterine  lesions 

-  with  pyopneumothorax    . . 

-  sarcoma       . .         . .        459, 

-  from  RtarA'ation 

-  in  stomach  disease  of  negroes 

-  syphilis  459,  575,  604, 

-  tropical  diseases     . . 

-  tuberculosis  . .         459, 
Cacogeustia 
Cncum  actinomycosis  of 

-  carcinoma  of  (see  Carcinoma 

of  Ca?cura) 

-  dilatation     of,     snccussion 

sounds  in 

-  fsecal  accumulations  in 

-  fistula  of,  causing  pneuma- 

turia         

-  l<»ion8  of,  causing  surgical 

emphysema 

-  normal  situation  of 

-  sarcoma  of  (sec  Sarcoma  of 

Ceecura) 

-  tuberculosis  of 

simulating  appendicitis 

swelling    in     right    iliac 

fossa  from 
'^fline,  diuretic  effect  ot  . . 


459, 


459, 
fever  in 


734 

734 
734 

380 
183 
181 
372 
372 

275 
285 
769 
446 
446 
738 
446 
531 
609 


125 
596 
333 


114 

4 

17 

37 

115 

634 

85 

745 
44G 
14.*^ 
508 
106 
347 
575 
575 
48? 
508 
461 
508 
575 
114 
712 
756 
459 
115 
658 
459 
731 
774 
736 


711 
393 

576 

231 
722 


736 
736 

73fi 


Caisson  disoase,  bilateral  par- 
alysis in  . .         . .  . .     342 

Che3me-Stokes  respiration  in  125 

deafness  in  . .  . .     191 

epistaxis  in         . .         . .     251 

hemiplegia  in      . .        340,  342 

shortness  of  breath  in    . .     101 

Calcanodynia   . .         . .         . .     488 

Calcification  of  anterior  com- 
mon ligament  in  spondyli- 
tis deformans      . .         . .     787 

Calcium  cliloride  and  physio- 
logical albuminuria       . .       19 

-  deficiency  at  the  menopause    433 
metrorrhagia  from         . .     433 

-  hypochlorite  test  for  indican    349 

-  oxalate         816 

-  crystals  in  pancreatitis  . .     116 

in  intestinal  sand  . .     652 

sources  of  in  body        . .     817 

and   uric   acid,   relation- 
ships between  816, 817 

in  urine  (and  see  Oxaluria)   470 

-  phosphates,  acid  and  alka- 

line reactions  of  . .     573 
in  intestinal  sand           . .     652 

-  salts  in  diagnoi^is  of  tetany     179 

-  effects     on     coagulation 

time  of  blood  . .  430 
Calculus,  biliary,  colic  in  ..  135 
rigors  in   . .          . .  . .     647 

-  impacted,  blood  per  urethram 

in  . .  . .  . .         . .     441 

-  infantile  convulsions  ari:^ing 

from         . .         . .         . .     170 

-  pancreatic,  colic,  etc.,  due  to   135 

epigastric  pain  with      . .     486 

symptoms  of       . .         . .     725 

-  penilp  (see  Calculus,  Uretiiral) 

-  prostatic,  absence  of  fixation 

of  prostate  on  rectal  ex- 
amination in       . .         . .     512 

diagnosis   from  prostatic 

carcinoma        ..         ..     512 

effects  of 512 

grating   felt  on    passing 

catheter  in      . .         512,  515 

of     calculi     felt     per 

rectum  in     . .         512,  615 
pain  in  penis  after  mic- 
turition in       . .         513,  515 

perineum  in     . .         . .     616 

prostatic  abscess  due  to        632 

ulceration  into  uretlura..     515 

-  ronal,  aching  in  loin  in      . .     308 
agglomeration  of  crystals 

in  urine  in       . .         . .     471 

albumiimria  with  . .       16 

anuria  from . .      . .         . .       46 

blood  in  urine  in  . .     627 

causing  anuria    . .  45,  46 

pleuritic  effusion        . .     123 

Cheyne-Stokes  breathing  in  124 

colic  due  to        .  .308,  627,  846 

-  crj-staLs  in  urine  in     306,  818 

-  cystin  causing     . .         . .     187 

diagnosis  from  growth  . .     396 

from    oxaluria  . .     311 

renal  tuberculosis      310,  626 

enlargement  of  kidney  in     500 

frequent  mictiuition  in  308,  438 

-  -  lia?maturia  in  16,  46,  304,  308 

after  movement         305,  395 

hydronephrosis  from 

309,  581,583 

impaction  in  ureter       . .     627 

lumbar  aching  from        . ,     627 

pain  from         . .         . .       46 

nephritis  from     . .  . .         8 

pain  in  the  left  hjrpochon- 

drium  in  . .  . .     499 

right     hypochondrium 

cixvd  ViflLct  iiv  . .     600 


'  CaiculuM.  renal,  contd. 

I pleuritic  ^EfuMcm  from  ..  - 

I polyiiriA  due  to  hrdnar- 

I  phroets  from    .'.      i6\,<f. 

I pricking  pain  on  biiOTWul 

I  examination  in         ..It 

j pyelitis  from       ..       43i,»i 

I pyonephrosis  frtnn 

309,  39«,  f»,  f 

pyrexia  due  to  ..        ..  C 

I pyuria  from 

I  16,  46,  308,  312,  623.  «*,C 

, renal  abscess  from        3(.9> 

rigors  u-ith  ..       «T.m 

s^ex  incidence  of  . .        ..SI 

simulating  pnlArsjed  spkn  lij 

ski&^raphv  In  (Fif.  97) 

S09.5(<,X 

tendezncss  of  kidney  in     if* 

ultimate  fate  of..        ..  >? 

without  urinary  signs    . .  i» 

variation     in    symptcMW 

\%-itli  fKisiticQ  in  kidoiej  c: 

-  Hllivary,  ptyalism  due  to.,  a 

-  ureteral         «:' 

anuria  from  . .  45.  ► 

colic  in       .  .  . .        155,  iT 

dia^mosis    from   appemb- 

citis        . .  . .        311, 6:: 

vesical        calculus     or 

tuberculoeia  . .  C 

villous  papilloma       ..   «^ 

felt  per  rectum  . .       6?7,  fc* 

vasyinam        ..         ..   C 

frequent  micturition  with 

311.  C 

-  -  ha3maturiafrom304.311,51K' 
history  of   renal  cakTila§ 

in  dia^no^Ls  of  ..   C- 

-  -  impactwl         47,  514, 515,*^ 

c^'stoscop  ic  appearantns  j"l 

examination  of  ureter  bv 

wax-tipped  boosicA  m 
cases  of  . .    ~     . .    i^4 

liydroncpbrosi*  from  13i.  S* 

iA 

iU 


i.i 


51 
61 


\ 


micturition  frequent  m 

palpation  per  rectum  . . 

pyoneplux»is  from     . . 

renal    pain    from   dsb- 

t'ltiou  of  pelvis  in  .. 
symptoms  like  those  of 

vesical     calculus    or 

tuberculosis 

usual  »it«5  of    . . 

pain   in  course   of  ureter 

from 

after  micturition  in  442.  C 

in  penis  from 

442,  513,  614,  C; 
tsticle  from    ..         ..it 

-  -  pyuria  from  614,  6iJ,  « 
-- sacra Itria  from     ..  ..    Jl 

-  -  a-ray  diapnosis  of  311,  514.  «i 

-  urotliral        m 

acute  pain  in  penis  from    SI 

behind   uretlu-al  strictuR 

bougie  in  diagnosing      . . 

common  sites  of . . 

discharge  due   to 

-  -  frequent  micturition  from 
ha>maturia  in      . .         304,  31 

-  -  impacted  ..         2IL  43 
pain  in  the  penis  during 

micturition  in. .  ..51 

perineum  in     . .  . .    ;i 

at  tip  of  female  urethra 

from  . ,  . .     44 

-  -  palpation  of  stonein     313,  51 

-  -  pass;»gc  of  . .  . .    51 
priapism  from     . .          . .    M 

-  retention  from  313.  41 

-  -  sudden  urethral  pain  from  '  51 
stoppage  of  micturitioa 

""^      -  ..         313.51 


«7 
41 

i\ 
?■' 
4: 
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B  URSS—CA  LCUL  US,     URETHRA  L 


Bum*,  conld. 

"  talipcB  equiniiit  foUowinj?  ..  132 

-  olceration  of  the  leg  from. .  810 
Barrows  iu  skin  in  scabies  608,  831 
■urw  over  t'xoAtosis  . .  754 

-  byoid,  simulating  enlarged 

thyroid  gland      . .         . .  791 

-  iltO-pioai,  femoral  swelling 

from  . .         . .         •  •     •  •  734 

8imulat<Ki     by     hip-joint 

disooso  . .         . .         . .  734 

simulating  pdon.**   abscess  734 

-  psoas  (S(«  1*8008  lluraa) 

-  sodium  urate  in,  in  gout    . .  380 

-  spinal,  in  i)ort<»rs  . .  . .  183 
Batchers'  boys,  scoliosis  in  . .  181 
Butchers,  epidemic  jaundice  in  372 

-  WeU's  dl-wase  in  . .  . .  372 
Buttocks   affected  by  eczema 

marginatum        . .         . .  275 

-  bedsore  over           . .         . .  285 

-  condyloma  of          . .         . .  769 

-  eruptions  on           . .         . .  4 16 

-  Jacquet's  erytlicma  of      . .  446 

-  lymphatic  drainage  of       . .  738 

-  pemphigus   neoimtorum   of  446 

-  prurigo  ferox  on     . .         . .  631 
>  scabies  affecting     . .         . .  609 
Botyl  chloral  hydrate  poison- 
ing,   Choyne-Stokcs   res- 
piration in           . .         . .  125 

])urpura  fn)m  . .         . .  596 

Butyric  acid  in  gastric  juice. .  333 
Buzzing     in    the    ears    (see 
Tinnitus) 

CACHEXIA 114 

-  jicetonuria  in   . .         . .  4 

-  albuminuria  iu       ..         ..  17 

-  antemia  with          . .         . .  37 

-  aquosa,  perverted  appetite  in  115 

-  atrophy  of  miLscles  in       . .  63 1 

-  bleeding  gums  in    . .         . .  85 

-  from  carcinoma 

57,  159,  575,  731,  745 

-  congenital  sypliilis             ..  416 

-  constipation  with  ..         ..  143 

-  functional 508 

bruits  in  . .         . .         . .  106 

-  Impotence  from      . .         . .  347 

-  from  leprosy           . .         . .  675 

-  malaria        . .         . .        459,  575 

-  mediastinal  growtli           . .  48? 

-  neuritis  in 508 

-  GPdema  of  legs  In    . .         459,  461 

-  pains  in  limbs  from  fever  in  608 

-  pigmentation  of  skin  in  . .  675 
in  uterine  lesions        ..  114 

-  with  pyopneumothorax    . .  712 

-  sarcoma  . .        459,  756 

-  from  KtHrA'fltion      . .         . .  459 

-  in  stomach  discsise  of  negroes  115 

-  sjrpiiilis             459,  575,  604,  658 

-  tropical  diseuseu     . .         . .  459 

-  tubtrculoKis  . .         459, 731 

Oacogeantia 774 

Cacum  actinomycosis  of     . .  736 

-  carcinom.i  of  (see  Carcinoma 

of  (.atMim) 

-  dilatdtion     of,     succussion 

sounds  in  . .         ..711 

-  fsH'al  accumulations  hi      . .  393 

-  fistula  uf,  causing  ]>neuma- 

turia         676 

-  lesions  of,  causing  siuigical 

cmpliysema          ..          ..  231 

-  normal  situation  of           . .  722 

-  sarcoma  of  (sw  Sarcoma  of 

CiKcum ) 

-  tubercul(»*is  of        . .          . .  736 

simulating  appendicitis  736 

swelling     in     right     iliac 

fosrttt  fr(»m       . .         . .  736 

Caffeine,  diuretic  effect  of  ..  681  | 


Caisson  disoaso,  bilateral  par- 
alysis in  . .         . .         . .  342 

Cheyne-Stokea  respiration  in  125 

deafness  in          . .          . .  191 

eplstaxis  in          . .         . .  251 

hemiplewa  in      . .        340,  3 12 

shortness  of  breath  in    . .  101 

Calcanodynlu   . .         . .         . .  488 

Calcification  of  anterior  com- 
mon li-jrament  in  spondyli- 
tis deformans      . .          . .  787 

Calcium  chloride  and  physio- 
logical albuminuria        ..  19 

-  deficiency  at  the  menopause  433 
metrorrhagia  from         . .  433 

-  hypochlorite  test  for  Indican  319 

-  oxalate          816 

cry^tals  in  pancreatitis  ..  116 

in  intestinal  sand           . .  652 

soun*es  of  in  body        . .  817 

ami    uri«'    acid,   relation- 
ships l>etween  816,817 

in  urine  (and  see  Oxaluria)  470 

-  phosphates,  acid  and  alka- 

line reactions  of              . .  673 
in  ihtt'stinal  sand           . .  652 

-  salts  in  diagnosis  of  tetany  179 
effects     on     coagulation 

time  of  blood             . .  430 

Caleulus,  biliary,  colic  in    ..    135 

rigors  in 647 

-  impacted,  blood  per  urethram 

in  . .         . .         . .         . .     441 

-  infantile  convulsions  arising 

from  1 70 

-  pancroatic.  colic,  etc.,  due  to   135 

epigastric  pain  with      . .     486 

symptoms  of       . .         . .     725 

-  penil"  (see  Calculus,  I'rethral) 

-  prostatic,  absence  of  fixation 

of  prosuitc  on  rectal  ex- 
amination in       . .         . .     612 

diagn(X»is   from  prostatic 

carcinoma        . .         . .     612 

effects*  of 612 

grating   felt  on    passing 

catheter  in      . .         512,  615 

of      calculi     felt     i»er 

re«'tum  iu     . .         512,  615 

pain  in  penis  after  mic- 

tiu-ition  in       . .         513,  515 

perineum  in     . .  ..     616 

priwtatic  abst^ess  due  to        632 

ulceration  into  urethra..     615 

-  ronal,  ac^hlng  In  loin  iu      . .     308 
atrglomeration  of  crystals 

in  urine  in       . .         . .     471 

albuminuria  with  . .       16 

anuria  from ....         . .       46 

bloo<l  in  urine  in  . .     627 

caa<inif  anuria    . .  46,  46 

lileuritic  effusion         ..     12.*) 

-  Chevne-Stokt^  breathing  in  121 
colic  due  to        .  .308,  627,  846 

-  -  crystals  in  urine  in     306,  818 

cystin  causing      . .  . .     187 

diai;nosis  from  i?rowth  . .     395 

from    oxaliuii  . .     311 

renal  tuberculo«il8      310,  626 

enlanrement  of  kidney  in     600 

fre<|ucnt  micturition  in  308,  438 

-  -  lurmaturia  h»  16,  46,  304,  308 

after  movement         305,  395 

hvdronephrosis  from 

309,581.583 

-  impaction  in  ureter       . .     627 

-  limibar  achUig  from       ..     627 

pain  from         . .         . .       46 

nei»hritls  from     . .         . .         8 

-  pain  in  the  left  hypochon- 

drium  in           . .          . .  499 

rij-'lil     hypochondrium 

and  back  in            . .  600 
testicle  in        . .         . .  624 


Calculus,  TfnnI,   mntd. 

phniritic  effusion  from  ..     123 

polyuria  due  to  hydrone- 
phrosis from    .  I        5<il,  5?C 

prickinc  pain  on  bimanual 

examination  iu  . .     >.< 

pyelitis  from        . .         43S.  ^t^ 

pyonephroBLS   from 

3<»9.  396,  f.2«.  €•:: 

pyrexia  due  to   . .  . .     C21 

pvuria  from 

16,  46.  30S.  312.  623,  fi2fi.  Ct: 

renal  abs4?ess  from  3^»9.  *"•' 

rigow  w  ith  . .        64T,  4^i 

sex  inciden<'e  of  . .  . .     312 

slmulat  ink?  enl.-inrej  spleen  Vl'f 

skiagraphy  iu  (-Fw.  97) 

3<J9,  5<i0,  5S3 

tenderness  of  kidney  m       5«"' 

ultimate  fate  of..  ..     S««> 

without  urinary  Aigns    ..    5»V 

variation     in     symptonu 

with  position  in  kitlney    6^7 

-  salivary,  ptyalism  due  to.'.    5»I 

-  uretoral       c.r 


anuria  from 

colic  in 

diaL'nosis    from 

ciiU 
-  -  -  vesical       caUnilus 
tuberculosis 

villous  papillora.'i 

felt  i»er  rcftuni   . . 

vairinam 

frtKpient  micturition 


45.  If 
135,  'hi' 
appendi- 

311.  «i 
or 


514 

511 


511 

6s: 


..   Ml 

627,  «J5S 
rith 

sii.  ci: 

ha»maturiafrom30l,311..'il4.fiir 

history  of   r<>ual   caKnilus 

in  diai^nosis  of  . .    6J7 

—  -  impacted        4  7,  51 4,  515.  ^: 

cysto>4?-opio  appefir.inces    511 

e\:tminat:ou  of  ureter  ty 

wax-tip|>ed  bouuri*!*  in 

cases  of  . .  . .     511 

hydrom  phr€>5is  from  135,  Si*^ 

mict'irition  fre<-|ueiit  m     5U 

palliation  per  rectum  . . 

pjonejil mws  from 

renal    pain    from    dila- 

tition  of  pelvis  in  .. 
syniptonm  like  tLoe»«  of 

vesical     Calculus    or 

tMberculosis 
usual  feitt*  of    . . 

—  pain  in  course  of  ureter 

from ci: 

after  micturition  in  442.  617 

in  penis  from 

412.  513,314,6;: 

t  »sticle  from    . .  ..    htK 

pyuria  from  514,  623,  627 

hacraL'ia  from     .,  ..     51" 

T-ray  diagnosis  of  311,  514,627 

—  urothral       51<) 

acute  pain  iu  penis  from     513 

behind  urethral  stricture    677 

iwugie  in  diagnoHini* 

—  -  common  sites  of . . 
dischurce  ilue  to 

—  £ret|uent  micturition  from 

ha^nuituria  in 

impacted 

jiain  in  the  penis  during 

micturition  in.. 

perinetmi  in     . . 

at  tip  of  female  urethnt 

fnnu 

palpation  of  stone  in     313, 

pass  ige  of 

priapism  from     . . 

—  retention  frtmi  313,  44l 

—  sudden  urethral  pain  from    511 
stopi>age  of  micturition 

in  ..        313.511 


4S9 
511 
^^ 
4> 
3u»,  5U 
211,  43> 

51"' 

5Ih 

Ait 

511 
511 

5S.'» 


CALCULUS,     URETHRAL— CARCINOMA     OF    BREAST 


873 


678 
766 


G28 
627 

438 

629 
638 


CaJculu/t,  urHhral,  eontd. 
from  urethral  fistula 

-  uretliritid  due  to 
visible    by    means    of 

urethroscope  ..  611 
-vesical..  304,313,511 
atjs'uce     of    CTStitis     in 

iMrliest  stages. .         ..     513 

-  —  f refiucncy  of  micturition 

duriDg  complete  rest    513 

aije  incidence  of  . .        513,  628 

behind  prostate  . .         . .     629 

-  concealment  in  a  diverti- 

culum . .         . .         . .     629 

crystals  in  urine  in        . .     629 

cystitw  from       ..        613,  629 

cystortcopy  in  (PtcUes    V, 

17,  p.  308)  312,  439, 

442,  512,  513,  629 

-  diagnosis   from    tubercu- 

lous cystitis    . . 
ureteral    calculus    Im- 
pacted 
effect  of  exercise  on  mic- 
turition with  . . 

fallacies  in  sounding  the 

bladder  in 

felt  per  rectum  . . 

frequency  of  micturition  in 

312,  438,  513.  628,  629 

during    exercise     or 

jolting       ..         ..     513 

hematuria  in 

304,  312,  513,  513,  629 

-  -  history  of  renal  colic  in    513 
pain  after  micturition  in 

441,  511,  512,  513 

in  the  bladder  from  . .     818 

penis  from      . .         441,  628 

-  -  -  juTineum  in     . .         . .     516 
priapism  from     . .         . .     585 

-  -  pyrexia  due  to    . .  . .     621 

-  -  pyuria  with  512,613,623,626,629 

skiagraphy  in  (/"v.  98)  312,629 

stoppiige  of  stream  during 

n)ioturition  by 

312,  439,  512,  513 

the  sound  in  diagnosis  of 

312,  512,  629 

urinary  changes  due  to. .     512 

Calf  muscles,  paralysis  of    . .     513 

talipe^i  from  tibnMis  and 

contracture  of 
Callus,  diatmosis  from  sarcoma 

-  involvement  of  nerves  in  . . 

-  swelling  on  a  bone  due  to  . . 

-  x-rayt»  in  diagnosis  of 
Caimetta't  rMCtion    . . 
in  dia^mosing  latent  tuber- 
culosis ..         ..        621,  847 

negative     in     anorexia 

nervosa 

rusks  and  fallacies  of     . . 

in  tuberculous  peritonitis 

Calomel,  ciu'c  of  indicanuria  by 

-  j»olyuria  after 
Calves,  Jacquet's  crytliema  of 

-  seborrhoeic  dermatitis  of  . . 
CAMMIDGE'8   PANCREATIC 

REACTION..  115,117 
in  affections  of  pancreas    486 

-  -  -  in  cannnoma  of  liver  60,  690 

of  pancreas  . .  59,  60 

pancreatic  cysts 

pancreatitis       135.  280, 

Campbell,  Uarry,  re  flushing 
Camphor,  eosinophilia  from.. 

-  priapism  causetl  by 

-  reducing  body  in  urine  due  to  290 
Canaliculi,   lachrymal,  conge- 
nital absence  of  . . 

obstructed,  epiphora  from 

Canal  of  Niick,  hydrocele  of  (see 
Hydrocele  of  Canal  of  Nuck) 


132 
757 

75 
750 
757 

38 


850 
621 
691 
821 
582 
446 
447 


,2b 
uiM 
268 
218 
586 


250 
250 


Cancrum  oris  (Fig.  li)       88.  282 

bleeding  gums  in  86,  88 

ptyalism  due  to  . .         . .     590 

Cannabis  indica,  micropsia  from  840 

poisoning,  xanthopsia  in      840 

priapism  causeii  by        . .     586 

Canter  rnythm  in  cardiac  dila- 
tation . .         . .     639 
dia4?nosi9  from  reduplica- 
tion of  heart  sound     . .     639 

in  fatty  heart      . .         . .     639 

pericarditis     . .        242,  639 

Cantharldes  causing  bulls  110 

-  htematuria  caused  by         . .     304 

-  priapism  caused  by  . .     586 

-  ptyali»m  due  to       . .  . .     590 

-  used  by  malingerers  . .     Ill 
Capillary  oozing  in  jaundice. .     361 

-  pulsation  in  aortic  disease 

106,  233 
Capsicum  used  by  malingerers  112 
Caimt  meilusee  in  cirrhosis  51,  826 
Carbol-fuchsin  stain  . .  . .  700 
Carbolic  acid,  coma  due  to   137,  346 

diazo-reaction  in . .         ..     198 

ferric  chloride  reaction  in 

urine  from        . .         . .     196 

in  gastric  contents         . .     844 

ha^maturia  from..  ..     301 

in  hypopyon  ulcer         . .     807 

hypothermia  from  . .     346 

ochronosis  from  . .        575,  822 

reducing    body   in    urine 

due  to 290 

scaly  eruption  due  to     . .     655 

used  by  malingerers      . .     112 

CarbOluria,  general  account  of    822 
Carbon   bisulphide,  luemoglo- 

binuria  from        ..         ..     314 
p«*ripheral  neuritis  from        77 

-  dioxi'le.  headaches  from    . .     328 

-  monoxide,  coma  due  to     . .     137 

headache  from    . .         . .     328 

luenionlobinuria  from    . .     314 

poliioning,  cherry  colour  in    138 

Carbonate  of  calcium  in  boiling 

test  for  albumin  . .         . .         6 
Carboxyha^moglobin,  spectral 

absorption  band  of         . .       95 

-  test  for         . .  . .         . .     138 

Carbuncle,     diagnosis      from 

anthrax     . .  . .  . .     603 

cellulitis 603 

furuncle    . .  . .  . .     603 

ringworm  of  beard         . .     274 

-  enlartfed  gland  secondary  to     708 

-  of     face,     cavernous    sinus 

thrombosis  due  to  . .     253 

-  on  neck,  stitT  neck  from     . .     708 

-  several  suppuration  points  in   603 
Carcinoma,  albumosuria  in  . .       20 

-  an.emia  in    . .  . .   27,  37.  459 

-  cachexia  from  114,  459,  461,  575 

-  causinu'  portal  obstruction, 

as4it».'S  with  . .  . .        59 

-  diaziH reaction  in     . .  . .     198 

-  e:»ra<-ho  from  . .  . .     230 

-  cnlarir»'d  liver  from. .  ..       55 

-  etv^inophilia  in  some  cases  of     249 

-  fatty  htart  in  . .  . .     241 

-  fell  in  t  piu'ii-Htrium  . .  ..     723 

-  kyphosis  from         . .  . .     182 

-  leucoi-ytosis  in         . .  . .     4<)0 

-  loss  ot  weight  from. .  . .     817 

-  (fdenia  of  l«irs  in  . .         459,  461 

-  prolonirtd  pyrexia  due  to  . .     609 

-  i)yr«*xia  from  ..  ..     617 

-  sallow  piiTuientation  of  skin 

in  cachexia  of      . .  . .     575 

-  secondary,  spontaneous  frac- 

ture fn»ni  . .  . .     269 

-  sin\'ilat»'d  by  chancre  of  vulva  769 

-  -  rliinust'h'romi      . .  . .     805 
tuberculous  ulcer  ..     814 


CareiTMma,  eontd, 

-  starting  in  lupus  vulgaris. .  803 

a  mole      . .         . .         . .  803 

a  wart      . .                     . .  803 

from  an  x-ray  scar       . .  803 

-  with  thoracic  duct  obstruc- 

tion, chyluria  in. .         ..  126 

-  wasting  with           . .         . .  69 

-  Of  antrum  Of  Hlghmore    ..    205 

-  anus 423 

enlarged  inguinal   glands 

from      . .  . .        423,  739 

-  pain  in  perineum  from  . .     516 
penis  from        . .         . .     515 

-  Of  bile-ducts  . .        361,  725 
diatniosis    from    enlarged 

gall-bladder     ..         ..278 

infective  cholangitis  from    362 

jaundice  in  . .         . .     361 

-  Of  bladder 613 

age  incidence  of 

311,  514,  628,  630 

anuria  in..  ..  46,  47 

cjTstitU  due  to     . .  . .     627 

cystoscopy  in  diagnosis  of 

(Plate  VI.,  Figt.  F,  G, 
p. 310)   439,442,512,514,630 
diagnosis    from    tubercu- 
lous cystitis     . .         . .     628 

enlarged  glands  from 

307,  514,  628.  630 

pelvic  lymph  glands  felt. 

on  rectal  examination 

628,  630 

-  fffices  passed  per  urethram     633 

felt  per  rectum    . .         . .     628 

fragments  in  urine  . .     306 

frefjuency  of  micturition 

in      311,  438,  512,  514,  630 

-  -  hematuria  in         47,  304,  305, 

311.  512,  514,628,630 

-  hydronephrosis  in  . .     311 
infiltration     of     base     of 

bladder  in    311,512,513,630 

micturition  frequent  from 

311,  438,  630 

pain  aft<T  micturition     47,  4  41 

in  penis  from  312,  441, 

442,  .312,513,  514.  630 

in  pi'rineuni,  anus,  and 

vulva  in        . .         442,  516 

pelvic  swelling  due  to    . .     757 

pyelitis,  from       . .  . .     625 

pvonepiiro.^is  from  . .     626 

-  -  p^-uriiin   47.311,512.623,630 
rectal  examination  in  307,  311, 

312.  512,  5M,  628,  630,  638 

renal  growth  simuUiting        311 

pain  from  311,  514,  630 

su  Ideti,  |>rofusc,  painless 

Jueinorrhago  in  . .     306 

ulceration  of        . .  . .     629 

ureter  ol'Structed  by     ..     311 

UH'thra  obstructed  by    . .     514 

urethral  passage  of  fieces  in    264 

viurinal  detection  of       . .     512 

-  -  varieties        ..  ..     ."506,  630 

-  -  vilhus-covfTed      . .        513,  630 

-  of  breast  *'-^ 

-  -  absence  of  anjemia  with . .       37 

-  -  u«"cidental  discovery  in  lirst 

in-*tance  in  most  cases       745 

ivjv  inriilence  of..  ..     745 

atrophic    . .  . .  . .     745 

axillary  irlands  in  121,  745 

bloody     du»charge     from 

nipple  in  . .         . .     202 

ca<>he.\ia  in  advanced     . .     745 

diagiujrtls    from    cyst    of 

bro.-ist   . .  . .         . .     744 

libro-adenoma. .        744,  745 

mastitis  ..         743,  745 

tuberculous  abscess   . .     744 

earlv  lixiUion  of  ..        T4i."V5» 
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Carcinoma  i»f  hrtti.tt,  fonUi. 

en  cuirasse  . .  . .     802 

tixutiuii  of  tumour  in     . .     745 

Hat  liund  in  palputinif   . .      745 

funu'ating  tlirouirh  skin  . .     745 

pintTvue  of  hami  from  . .     287 

^lamls  in  axilla  with       . .     742 

importance  of  early  dia- 

enoHis  in  . .         . .     745 

imletiiiite  outline  in        . .     745 

invHiling  lunR      . .  . .     322 

larL'e  hard  tumour  in     . .     745 

roalitrnant  peritonitis  from   718 

mammary  swelling  due  to    746 

in  married  women  . .     745 

mobility  of  tumour  in  very 

early  stages      . .  . .     745 
]>sendo-elepimntiasi0    fol- 

lowiui:  opt'ration  for  . .     456 

pui'kcriii^   the  akin  over 

•       743,  745 

retraction  of  nipple  in    . .     745 

Mx'ondarv  depotiits  in  bones 

ls2,*2Cy,  5G4,  757,  782,  780 

liviT  . .  . .  . .     743 

tliorax  . .  . .     743 

8ex  incidence  of  . .  . .     745 

stony  )iardn(!HS  of  743,  745 

^supraclavicular  glandfi  421,743 

b\^ellin(f  notshariily  (li^Aned  745 

-  Of  brondiut  . .       322.  324 
fibroid  luntr  and  bronchi- 

ectajiLs  from     . .  . .     324 

-  Of  bundle  of  His  ..  »8 

-  of  CSBCUm,  t>lood  per  unum 

in  . .  . .  . .     736 

coMhtipation  from  ..     720 

fewneKS  of  symptoms  with    736 

iiit4*ritinal  obijtruction  from  736 

involvement  of  bladder  by    632 

laparotomy  in  diiufnosis  of    736 

los"*  of  w«'ivrht  from       . .     736 

pain  in  the  riyht  iliac  fo^«4a 

from 729 

pyrcvi  I  from       . .  . .     720 

swHllinir     in     rii?ht    iliac 

fttssu  from        . .  . .     736 

tumour  of  riffht  iliac  fo-isa     152 

urethral  i)atwai,'e  of  fanres 

from 264 

vomit  ins,'    and    constipa- 
tion from         . .  . .     729 

-  of  Cauda  equina,  muscular 

atrophy  in  . .  . .       74 

-  of  cervix    uteri  (a^ee  Carci- 

uomii  of  I  ■  terns ) 

-  of  Cheelc.  enlar;;«*d  u'lands  in     419 

-  *' chimnf>y-s}W«'<'p*s?  "  ..     671) 

-  of   clitoris,    enlareement   of 

inuuinal  (;lan<i8  in  . .     423 

-  of  colon,  abdominal  swelling 

^^^th  ..  yl,  367,  499,  524 
al>s<'nce  of  palpable  lump 

in  many  cased  . .     501 

tumour  with    ..  ..     152 

achiutr  pain  in  loin  In  . .     393 

adhesion  to  liver  in        . .     367 

atrc  incidence  of  146,  150 

albumitniria  from  invatdou 

of  ki.iney  by    . .  . .     393 

ana'mia  fnmi       . .  . .     147 

a!*cit«}  with  . .  59,  366 

bile-duct  ol>struction  from    367 

bladd«'r  iiivadeil  by       624,  632 

blood  per  amun  in         91,  147, 

1.".0.   1.-.2,  367,  393,   731 

cachexia  due  to  . .  ..      731 

i-olic  fmm  . .  91,  147 

colhiid  (let'i^neration  in  . .     735 

conunon  Ht^-s  of  . .  . .     147 

communii-ation  witlr  renal 

pelvis 577 

consti|»ation  with  91,  367 

and  diarrhtea  in         . .     146 


tu- 


393 


from 
dinrrh'i'a  in 


501 
348 

394 

152 

723 
367 


735 
150 
393 
t(»6 


CarchhuiHi  of  atlmt,  o>nt(i, 

dia'.Miosis  from  renal 

mour     . . 

of  Hpafitic  constipation 

..145 

146,  196,  393 

disorders  of  defecation  in     501 

dyschezia  from    . .  . .     150 

enemata  in  «iiagnosis  of       735 

enlaru'ed   m«'.sent<*ric   and 

retroperitoneal  clinds  in  422 

examination  under  anas- 

thetic     in      suspicious 

t  iWr^Tf*  •  •  •   •  •  • 

explosive  diarrluea  in    . . 

fte«.'al  distention  of  ciecum 

in  

great    abdominal    disten- 
tion from 

hepatic  llexure  allected  by 

5<H». 

intestinal  distention  from 

obstruction  from         92,  151, 

152.  393.  500,  54M,  645.  731,  735 

jaundice  in  . .  362,  366 

laparotomy  in  diairn<*is  of 

501, 

loss  of  weight  from       147, 

mobility  of 

movement  with  respiration 

mucus  m  stools  in       150.  152. 

393,  443,  6'M),  736 

pain  with  . .  . .     153 

in  left  iliac  foewa  in      . .     501 

hypochondrium  from  499, 600 

umbilical  rei^ion  in    . .     524 

perinephric  intiltration  in     393 

peritonitis  fnmi  . . 

pneumoperitoneuntdueto 

pus  in  stools  from 

l»yuria  fnrni         . .         624, 

rectal  examination  in     . . 

n'sonance    l«twet.'n   liver 

and  tiunour     . . 

<tver  tumour  in 

sand  with 

8«t<*ondary  in  liver 

sense  of  rectal  fullness  in 

sitriuni  I  nlT«'«"ted  by        731, 

hiijmoidcns-ope  in  detecting 

147.  501,  735 
simulated  by  «Uverticulitis 

146,  162 

hn-al  intlammatory  lesions727 

omental      timiour      of 

chroni."  peritonitis. . 

sp;istic  constipation  . . 

tubereulou^^  ])eritonitis 

^imulatiii!*  enlarged  liver 

spleen 

movable  kidney 

tuberculous  infiltration 

sfiastic  constipation  with 

splenic  llexure  a(Te*ted  by 

499, 

stricture  due  to  (Fi^.  38^ 

Mjbcofital  puciiiun  of 

subphrenii*  al>soess  from 

swellinjr     in        umbilical 

reinon  in 

tenesmus  due  to 

transverse  i-olon  affected 

by 

tumour  with  91,  146,  147, 

391,  499 

vcsico-colic  fistula  from. .     146 

visible  peristdsis  witli    91,  147 

vomiting  with     . .        153.  367 

weakness  and  wa>ting  with    91 

-  en    cuirasse,    secondary    to 

breast  cancer       . .  . .     802 

-  Of  duodenum  ..    421 

anicmia  fr(»m       . .  . .     725 

ascites  witli         . .         . .       59 


472 
145 
724 
406 
729 
727 
146 
145 

690 
146 
393 

578 

524 
731 

406 


645 
711 
601 
632 
501 

406 
393 
653 
279 
150 
735 


Carcinonifi  «//  dutHitnum,  rr-n-'J. 

bile-duct  t»J«tniction  from  »*• 

copioiuj  voniitiuf;  from  ..     '-v 

diairmwis  from  car^-iuomi 

of   ptinin-eas      . .        iC*?.  T>; 
distended        gall-Uaddtr 

from       . .  . .         . .    7:5 

enl.irge-i     siipnicljvicul'ir 

eland   in  . .  . .    4:1 

fatty  stools  in      . .         . .    >»  J 

gastn-vta>»is  from  ..     T:'- 

iia?matein«->is  from  . .    ':'• 

jaumliiH*  from         362.  3*>i,  T:*' 

loss  of  weight  from  7./ 

second.'irv    in  liver 

simulatiiii*   bile-duct   car- 
cinoma 

eidan^ed  guII-bladder. . 

gjistric  carcinoma 

I)ortal  fissure  carciDoou 

Rubpbrenii*  al>S'*e!4)  from.. 

suppurative     chc4.<in^iti5 

from       . .  . .     "    . . 
swell inc  in  c-pisastric  aoi 

umbilical  are:is  fmm.. 
visible   gastric   (xfristalsJs 

from 

-  of  external  auditory  meatm 

similurity    to  rodeut 

ulcer 

-  of    face,    allt-ction   of   lym- 

phatic L'l.'in^ls  from       '  . . 

-  di.'llrTu>^is  from  lupus  vul- 

if;«ris 

-  —  syphilitic  ulcvr 
pain  from  . .  . .    r** 

-  Of  fauces     . .  aj*\  ♦ip».  €72 

enlarged  submaxilK'try  lym- 
phatic glands  in         . .  4?' 

-  Of  eyelids 4i? 

-  of  fingers ^ 

-  of  qall-bladder  ..  4:1 

bdiary  colic  in     , .  ..  i'* 

catch    in   brenith  on  drrp 

inspiratit»n  during;  pn*^ 

Mire  over  gall-bUdder  m  4^ 

cholunL'itis  in       . .  , .    >> 

di:u:noe>is     from     enl»rj«- 

ment  of  e.ili-ldadltT  ..    i> 
enlan;i^i    suiiracl.ivicuUr 

f-'luniis  in  . .        iTs,  it\ 

gall-stout's  in 

jaimdicc  in 

ni»dulur  outline  in 

pain   in   the   riglit  hypo- 

chon4lrium  in..      *    .. 

-  -  pyrexia  in 

rapid  enlanjement  in    .. 

r»ict«l  shelf  in 

setx)ndary  depotsits  in  left 

supniclavicular     gland  :'7* 

in  liver  . .         ..  t'9 

t<Midt>rne&s  over  gall-blad- 
der in  . .  . .         . .  4,"? 

-  Of  oum        4i^ 

86.  ;iS 


4«^ 

Ui 
4«» 


-:-• 


4J? 
27? 


Of 


-  Of  01 

-  -  bl. 


with 


|iH.><lin^  girnis  in 

-  Of    Jaw,     connection 

decayed  tooth 

microftt'opic    cxaminatio& 

in  diacnosn  of 
oriuin  as  an  nicer  on  gum 

-  of  kidney 

aching  pain  in  loin  in    . . 

Clieyne-^tokea    respira- 
tion in  . . 

di:u.'nosis  from  renal  cakiua*  3?^ 

tuber<.'uU>*is      ..         ..    i*J 

early  nietastascs  m         . .    >^"' 

enl'»rs?cd     supnurlavicular 

glands  in  ..         ..    4;i 

extreme  maliinmnoy  of  ..    3?5 

h.'pmaturia  in     ..304,  307.  3»-^ 

iucreastHl  htematuria  altrr 

movement  in  . .         ..    9fi 


74j 

74? 

74SP 

in 
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Caret nomn  of  kidney,  contd. 

inferior  vena  cava  obstruc- 
tion from     -     . .  . .     826 

liability    to    spread    into 

reual  vein?  and  inferior 
vena  cava        . .  . .     826 

-  -  nodular    enlargement    of 

kidney  in  . .         . .     395 

orijjin  from  adrenal  rest-i      395 

polypus  of  heart  due  to. .     826 

-  -  rarity  of 395 

renal  colic  in       . .         . .     395 

enlargement  in  391,  394,  395 

symptom^*  of       . .         . .     307 

-  of  large  fntwtine  (see  Carci- 

noma of  Colon) 

-  of  labium  majus              . .  423 

-  of  larynx 420 

cyanosis  from      . .         . .  185 

difi^osis  from  83rphilitic 

laryngitis         .'.          . .  674 

tuberculous     laryoj^tis  673 

dysphajfia  from  . .         . .  226 

ulceration  unilateral  in..  325 

haemoptysis  in     . .        318,  325 

microscopic    examination 

in  diagnosis  of            . .  674 

oedema  of  larynx  in       . .  466 

sore  throat  from             . .  670 

stridor  from         . .         . .  710 

-  -  ulceration  of,  described . .  226 
unilateral  occurrence  of  325,  673 

-  of  leg          812 

-  of  lip  403.  419 

-  Of  liver 58,  60 

absence  of  symptoms  in 

50  per  cent  of  cases    . .     412 

age  incidence  of  . .         . .     412 

ascites  in  . .       56,  60,  279,  413 

albumosuria  in    . .         . .       20 

angioma  simulating       . .     414 

from  carcinoma  of  breast     743 

colon 690 

gall-bladder      . .         . .     278 

(I'sophagus        . .  . .     223 

roctum  . .  . .  . .     636 

stomach  ..  351,691 

-  -  common  sites  of  primary 

growth 279 

commonest  liver  tumour       412 

compression  of  lung  by. .     667 

death  in  coma  in. .  . .     413 

diagnosis    from    cirrhosis 

409,  410,  413,  722 

gumma  . .  . .     370 

hydatid  disoa.«ie         413,  415 

impacted  gall-stono  ..     413 

syphilis  of  liver        411,  413 

enUirgement  of  the  liver 

often  great  and  rapid  in     412 

extreme  wasting  in         . .     413 

frequent  absence  of  sym- 
ptoms of  primary  disease  412 

impalpability  of  nodules     412 

general  account  of         . .     368 

gradual  exhaustion  in    . .     413 

greatenlargeraentof  liver  in  279 

green  jaundice  character- 
istic   of  . .        368,  413 

hard  irregular  edge  of  liver    412 

nodules  on  liver  in     . .     412 

hardness  of  liver  in         . .     279 

jaundice  in  CO,  279,  362, 

366,  368,  412,  413 

leucocytosis  in    . .  ..     413 

liver  enlarged  in      60,  363,  368 

movement  witli  respiration  412 

-  -  nocturnal  rise  of  tempera- 

ture in 362 

occasional    semi-fluctuant 

feeling  from  softening  in  412 

pain  in  the  epigastrium  in  486 

hepatic  region  in  about 

half  tlje  cases  ..  412 


499 
412 
413 

413 

412 
413 

413 

868 


412 

278 
413 
667 


Carcinoma  of  lirer,  contd. 

pain    in  right  hjrpochon- 

drium  in 

slioulder  in  . . 

primary,  extreme  rarity  of 

difficulty    of    dixigno9i3 

from  secondary 

growth  in  portal  area 

in  90  per  cent 

rapid  course  of 

symptoms    similar    to 

those    of    aecondnnr 

progressive   wasting   and 

weakness  in     . . 

pyrexia  m  362,  618,  623 

rub  from  peritonitis  over      412 

sense  of  dragging  in  right 

hypochondrium 
simulating  large  gall- 
bladder 

skin  dry  and  shrivelled  in 

skodaic  resonance  due  to 

sudden  enlargement  from 

haemorrhage  into      409,  412 

umbilication  of  nodules  in 

279,  368,  409,  412 
urinary  changes  in         . .     413 

-  mamma}  (see  Carcinoma  of 

Breast) 

-  melanotic     . .         . .         . .     802 

-  Of  nose  204,  420 

-  epistaxis  from     . . 

-  of  OBiophaout  affecting  lung 
diagnosis     from      aortic 

aneurysm 

dysphagia  from  222 

enlarged  cervical  glands  in 

223 

the  first  sign  in  . . 

erosion  of  aorta  by 

-  gangrene  of  lung  in 

hsematemesis  in . . 

hjemoptysLs  from 

invasion  of  bronchus  by 

laryngeal  paralysis  in    296,  538 

obstruction  to  trachea  by    710 

opening  into  pericardium 

pain  in     . . 

paralysis  of    vocal    cord 

from 

pneumothorax  from 

progressive  dysphagia  in 

emaciation  in . . 

rapid  wasting  in. . 

right  supraclavicular  gland 

enlarged  in 

-  -  secondary  in  liver 
simulated  by  gastric  car- 
cinoma.. 

stridor  from 

z-rays  in  diagnosis  of    . . 

-  of    ovary,    enlarged   supra- 

clavicuhu-  glands  in 

peritonitis  with  . . 

secondary  deposits  in  ribs 

-  Fimulating  sciatica 


250 
322 

296 
484 


296 
. .  '  421 
..  295 
..  288 
294,  296 
..  318 

318 


711 
296 

538 
577 
295 
484 
295 

421 
223 

299 
710 
296 

421 
57 

776 
74 

-  of  palate  '..  420, 640 
palpable  in  inguinal  region  731 
of  pancreas 421 

-  abs3nce  of  cholangitis  with  725 
stcrcobilin  in  f«?ceri  with    116 

-  Cammidge's  reaction  with 
59.  60,  116,  690 

-  diagnosis  from  duodenal 
carcinoma        . .         266,  725 

pancreatitis      . .  . .     265 

-  epigiistric  pain  with       . .     486 
tumour  from  .  .360,  500,  724 

-  ftccal  fat  in         . .         . .     116 

-  fatty  stools  with      59,  364,  306 

-  gall-bladder   enlargement  1 
with    69,  265,  280,  363,  366,  | 

-  glycosuria  witU  ..  ^9,'i<i^ 


Carcinoma  of  pancreas,  contd. 

inflation    of   stomach    in 

diagnosis  . .         59,  366 

jaundice  due  to    280,  362,  363, 

366,  600,  690.  724,  725 

occult  blood  in  fa?ces  in. .     117 

pain    in    right   hypochon- 
drium in  . .         . .     600 

in  left  hypochondrium       726 

pancreatitis  secondary  to    116 

peritonitis  with  . .         . .       67 

portal  glands  affected  in     366 

position  and  characters  of    366 

secondary  in  liver  60,  279 

supraclavicular  fjlands  en- 
larged in  . .         . .     421 
transmitted  pulsation  in      59 

-  wasting,      anfcmia     and 

jaundice  with  ..     724 

-  of  penis        . .  423,  677.  803 

age  incidence  of. .        676,  677 

deposits  in  femoral  glands  734 

description  of     . .         . .     676 

diagnosis  from  chancre  676,  677 

gumma  . .         . .     677 

inguinal  glands  enlarged 

in  423,  676,  677 

-  -  liability  to  bleed  . .     677 
microscopic   diagnosis  of 

676,  677 

obscured     by     phimosis, 

slitting  up  of  prepuce 

in  dinsnosi'i  of  ..     676 

occurrence    on    sito    of 

previous  ulceration  . .  677 
pain  due  to         . .         . .     616 

-  site  of  origin  of  . .         . .     676 
sore  due  to         . .         . .     674 

-  of  perineum  423,  677,  678 

development  from  scar. .     678 

direct     extension     from 

anal  or  vulval  growth  678 
inguinal  glands  enlarged 

from      ..         ..        423,  678 

haemorhagc  from  . .     678 

microscopic  diagnosis  of       678 

ulcerated  . .         . .         . .     678 

-  of  peritoneum,  ascites  in  . .       57 
colloid       . .  . .  . .       57 

-  Of  pharynx,    enlarged   sub- 

maxillarj'  lymphatic  glands 


in 


420 


of    cervical 


420 
670 

118 
423 
307 
512 
307 


512 
440 
307 


enlrr^'ement 

glands  in 
sore  thioat  in 

-  of  pleura,    bloody   effusion 

111     ••  ••  ••  •• 

-  of  prepuce 

-  of  prostate 

characters  of  441, 

enlarged  pelvic  glands  in 

hiematuria  in      . .         304,  311 

infiltration     of     urethral 

mucous  membrane  in 

micturition  frequent  w  ith 

nodulation  and  fixity  of 

pain  in  penis  during  mic- 
turition in       . .        511,  512 

perineum  in     . .         . .     516 

primarv     ..         ..  .-     207 

rectal  examination  in  diag- 
nosis of  . .         612, 638 

relative  frequency  of 

secondary     deposits      in 

cranial  bones  from     . . 

-  -  -  -  ribs   . . 

vertebraj 

similar  in  many  ways  to 

adenoma 

-  of  rectum  . . 

absence     of     satisfaction 

after  stool  la    . . 


612 

782 
776 
786 

512 
473 


876      CARCINOMA    OF    RECTUM—CARCINOMA    OF    THYROID    GLAND 


Carcinoma  of  rectum,  contd. 

—  bladder  infiltrated  by 

313,  624,  632 

—  cachexia  from     . .         . .       93 

characters  of       . .         . .     C36 

constipation  due  to      147,  036 

—  diagnosis    from    polypus 

035,  C36 

—  diarrhoea  in  . .         . .     630 
dyschezia  from  . .         . .     150 

—  enlarged    supraclavicular 

glandA  in  ..  ..     421 

—  explosive  diarrhoea  in    . .     636 
fsBcal  urethral  discharge  in 

264,  313,  633 

hematuria  in      . .        305,  313 

hsemcKThage  in    . .  92,  636 

incontinence  of  fa>ce8  in . .     347 

infection  of  inguinal,  pel- 
vic, or  lumbar  glands  in    636 

with  internal  piles         . .     635 

jaundice  first  symptom  in    363 

malignant  portal  glands  in    366 

microscope  in  diagnosis  of   636 

—  micturition  frequent  in . .     438 
mucus  in  the  stools  in    . .     636 

—  pain  in  penis  after  mic- 

turition in       . .         . .     513 

—  -  rectum  and  bottom  of 

back  in         . .  . .     636 

—  peritonitlH  with  . .         . .       57 
pyuria  from        . .        624,  632 

—  rapid  emaciation  in       . .     036 

—  rectal  examination  in    . .     636 
sciatica  simulated  by     . .       74 

—  secondary  deposits  in  liver 

from      . .         . .  60,  279,  036 

—  simulating  acute  Jlright's 

situation  of  . .  . .     636 

—  stricture  of  rectum  from      636 

—  symptoms  of       . .         . .       93 

talipes  from       . .         131,  132 

ulceration  of  rectum  due  to  635 

—  vesical  irritability  in      ..     313 

—  villous,  hA^morrhage  in  . .       93 

—  Of  ribt         776 

—  of  scrotum  . .  423,  679 

—  absence  of  testicular  en- 


..     681 

679,  681 

..     679 


679 


r 


largement  with 
characters  of  ulcer 

—  in  coal  miners     . . 

—  commencement  as  small 

nodule  or  wart 

—  diagnosis  from  hernia  t«stis  681 

—  enlarged  glands  in  groin  in 

423,  679,  765 

—  extenpion  to  testicles      . .     679 
gas- workers         . .         . .     679 

—  -  occupation  incidence  of  679,765 

—  simulated  by  suppurating 

sebaceoiM  cyst  . .     681 
in  sweeps               079,  765,  803 

—  Of  siomoid  colon  (and  see 

Carcinoma  of  Colon)  blood 
per  annm  in        . .  . .     731 

cachexia  from..  ..     731 

intestinal      obstruction 

from. .  501,  731,  735 

involvement  of  bladder    632 

sigmoidoscopy    in   dia- 
gnosis of       . .        501,  735 

urethral     passage      of 

faeces  from   . .         . .     264 

—  of  tho   Skin,   cliaractcrs   of 

(Fig.  210)  ..         803,811 

—  description  of     . .         . .     449 

—  distinction  from  ayphilide    803 

—  liaemorrhacre  from  . .     803 

—  of  Wino,  atrophic  palsy  of  one 

leg  from 543 

—  pain  In  arm  in  491,492,4\)3,49\ 

—  mistaken  for  malu^erins    50S 

—  simulating  brachial  nouritta  492 


Carcinoma,  contd. 

—  of  splonic  flexuro  (and  see 

Carcinoma      of      Colon) 
absence  of  definite  tumour 
in  many  cases  of 

alternating  constipation 

and  diarrhoea  in     . . 

blood   and   mucus  per 

rectum  in    . . 

diagnosis    of    enlarged 

8[)leen  from . . 

intestinal     obstruction 

from  . . 
local  perforation  of    . . 

—  —  growth  usually  annular 

re<*onance  of  tumour  in 

secondary   deposits    in 

left     supraclavicular 

glands  in 

in  liver  in 

tumour   in   left  hypo- 

chondrium  in 

—  of    stomach,    abdominal 

tumour  from 

299.  351,  485,  713, 

acetonuria  in 

age  incidence  of         .299, 

ansemia  in         27,  3/,  351, 

anorexia  in  . .         299, 

nervo*.!  confused  with 

—  appetite  in  diminished  . . 

—  ascites  with         . .  59, 

—  -  band  of  resonance  between 

liver  and  tumour 

—  bile-duct    obstruction 

from      . .  . .  . . 

blood  count  in    . . 

in  vomit  in 

cachexia  in 

—  cardiac  end,  interscapular 

pain  in. . 

tenderness    of    lowo- 

dorsal  spines  in  . . 

chemical  analysis  in 

"  cotfee-grounds  "  vomit  in 

copious  vomiting  in 

diai^nosis    from    cirrhosis 

of  liver 

enlarged  gall-bladder. . 

spleen  690,  726, 

gastric  ulcer    . . 

from  dyspepsia 

pernicious  amcmia     . . 

spleno-medullary   leuk- 

{emia 

—  -  diffuse  type  123.  270, 

—  dilatation  of  stomach  in 

299,  351,  712, 

distaste  for  meat  in 

dysphagia  from  . .         222, 

—  epigastric  tumour  from 
gastroscope  in 

glands  above  left  clavicle 

enlargeil  in         351,  421, 

hflpmatemesis  in    294,  298, 

HCl   al)sent  from    vomit 

111  •  •  •  •  •  • 

diminished  in 

253,  351.  485.  691,  845, 

hj'sterical  vomiting  con- 
fused with 

"  indigestion  "  in 

iaundice  from      . .         362, 

lactic     acid     in     gastric 

contents  in        351,  353, 

laparotomy  in  diagnosis  of 

352,  713, 

leaking 

leiicocytosis  in     . . 

loss  of  weight  in , . 

—  maliisrixant  portal  gland  in 
vaclaewa  in. 

m«»\\\«itvc  v^\acav3k&  «vCyax%^^ 

\  \u  


690 

690 

690 

690 

690 
690 
690 
690 


690 
690 

690 


723 
4 

713 
691 
351 
508 
50 
366 

406 

366 
351 
691 
299 

474 

474 
299 
299 
737 

301 
280 
729 
846 
848 
351 

691 
299 

846 
50 
351 
723 
299 

691 
351 

485 

846 

508 
351 
360 

846 

848 
577 
691 
351 
366 
351 


4?3 


575 

5>1 


iiX 


^ll 


CareinonuM  of  tttomach,  contd. 

movement  witii  resptratJisi  *>' 

multiple  serositis  in      ..    lii 

naui^ea,      vomiting,     and 

pain    in . . 

early  symptoms  in 

obstructing  cedophagos 

portal  vein 

occult  blood  in  roxnit  in 

origin  from  simple  ulcer  351,7  lii 

Oppler-Boas      bacilli     m 

stomach  in 

351,  353,  355.  84S.  •4- 

pain  agf^rarated  by  food  ia 

4»5.  ^1 

in  epigastrium  in      4*4,  ivi 

an  early  symptom  in    r^ 

left  hypochondrinm  in 

and   tenderness   in  the 

back   from  . . 
umbilical  re«?k>n  in    .. 

-  palpable     in     left    liypo- 

chondriuni        . . 

-  -  peritonitis  with  . . 

physical  signs  of 

pneumotliorax  from     577 

ptyalism  in 

-  pyloric   obstruction  from 
pyrexia  witli 

-  rectal  shelf  in 
retroperitoneal      gland* 

enlarged  in 
sarcinse  in  vomit  in  (Fif. 

92,  p.  2G7)        ..         01*1.  ^« 
seconaary       deposits      iu 

cervical    eland  from  ..     2-3 

at    umbilicus  frtmi 

351,  526,  716,  71? 

growtlis  in  bone  in     . .     'Jif 

in  liver 

lung   . . 

simulated     by 

cnrcinonia 

dyspepsia 

enlanred  spleen 

epithelioma  of  oesopha- 
gus      

gastritis 

phantom   tumour 

simulatmg  enlarged  liver 

omental       tumour      of 

chronic  pcritonitlA  . . 

subphrenic    absce^   from 

577 
swelling     in     right     iliac 

fossa  due  to      . . 

umbilical  region  in    . . 

vomiting  iu 

351.  485,  691,  737,  ^l'^ 

nature  and  time  of     . .     ^J 

wastmg  in  . .  299,  737 

-  of  tuprarenal,   ascites    y^ith      59 
diagnosis    from    enlarged 

gall-bladder      . .  . .     2Sa» 

-  of  tOStiS         .  .  . .  4S1,  5:f<i 

age  incidence  of,.  ..     76ti 

commoner  than  sarcoma      70i' 

dissemination  via  lym- 
phatics . .  . .  , .     TtV. 

duration  of 

lumbar  glands  iufectfHl  in 

malkrnant         peritonitis 

from 

mesenteric  and  retroperi- 
toneal glands,  enlarged. 
hi  

secondary     deposits      in 

cranial  bones  from     . , 

vertebne  from 

supraclavicular    glands 

cnlarj^d  in 

thickening  of  cord  in 

-  ^\  \i»HrQ(d  qlaad,   aga    inci- 


279,  351,  ^\ 
duodenal 

29f 

:ti 

4«.«n. 
47i 
57s 

524 


76C 
76C 

715 


7!h; 

520 
791 


CARCINOMA    OF    THYROID    GLAND— CARIES    OF    SPINE 


877 


792 


782 
776 
786 


t 


79 


792 


Carcinoma  of  thyroid  gland,  contd. 
cervical  glands  enlarged 

from  . .   '      . . 
paralysis  of  vocal  cords 

from  ..        638,  792 
secondary    deposits   in 

cranial  bones  from 

In  ribs  from 

vertebrae  from     . . 

sex  incidence  of 

ulceration    of    trachea 

from  . . 

-  Of  tonoue  419,  812 
a::e  incidence  of..         ..     812 

-  -  from  leucoplakia(P/a/<?.Yr)  814 

t>ronclio-pneumonia  in  321,578 

cervical  glands  enlarged  in  420 

diagnosis    from    gumma, 

therapeutic  test  in     . . 
Waiisermann's  reaction 

-  distinction  from  syphilis 
dysphagia  due  to 

-  -  earache  from 

-  -  foul  breatli  from 

taste  from 

limited  protrusion  with 

-  -  origin     from     superficial 

glossitis 

-  position  usually  not  median  420 
positive  Wasaermann's  re- 
action with 

-  relation  to  chronic  glossitis 

sex  incidence  of  . . 

simulated  by  tuberculous 

ulcer      

situation  of  . .  .  ^ 

-  -  subniuxillary     lymphatic 

glands  enlarged  in     . . 
trismus  simulated  by 

-  of  tonsil      

not  common 

-  -  s(iuamous-celled  . . 

-  -  submaxillary     lymphatic 

Inlands  enlarged  in 
ulceration  of 

-  -  unilateral 


420 

420 
813 
225 
230 
99 
774 
812 

813 


of 

Of 


-  of 


trachea,  stridor  from  . . 
urethra 

great  pain  due  to 
painful  nructurition  from 
urethral  obstruction  re- 
sulting from  . . 
Uterus,  affei'ting  body  of, 
pregnancy  almost  impos- 
sible with 

size  of  uterus  with 

vagiual  dis<.'hargefrom 

anuria  in  . .         . .  45, 

arising  from  fibromyoma 
bladder  infiltrated  by 

313",  624, 
diagnosis  from  sloughing 

fibroid  . . 
dysto<'ia  from 
foul  discharge  in  211, 

freciuent  micturition  with 
friable  hardness  of 
ha^maturia  in      . .         305, 
liist-ological  diagnosis     . . 
niftrorrhagia   from        433, 
metrostaxis  from 
micturition  frequent  from 
pain  in  inguinal  regions  in 

-  ovarian  recions  in 

-  radiating  down  legs  in 
pelvic  swelling  due  to    . . 
prcssjire    on    rectum    of, 

causing  dyschczia 
pyeUtis  from 
pyonejjlirosis  from 
pyuria  from         . .         f/Jl, 
sacralgia  in 
sciatica  simulated  by 


813 
812 
812 

814 
812 

419 
801 
420 
672 
670 

420 
672 
672 
710 
209 
767 
209 


76; 


4.36 
434 
211 
47 
434 

632 

759 
229 
435 
438 
435 
313 
481 
435 
436 
43S 
510 
510 
510 
757 

150 
6-J5 
<5-J6 
632 
510 
74 


Carcinoma  of  uteru*,  eonbL 

simulating  prolapse       . .     587 

simulating  renal  tumour      393 

sterility  due  to  . .        705,  706 

ureter  involved  in        626,  626 

urethral  passage  of  fseces 

from 264 

urinousvaginaldischargein  313 

vesical  irritibility  in     ..     313 

vesico- vaginal  fistula  in . .     632 

-  of  vaolna 423 

hcematuria  in      ..        306,  313 

infiltration  of  bladder  in       313 

inguinal  lymphatic  glands 

enlxurged  in    . .  . .     423 
pain  in  perineum  in       . .     516 

-  urine  per  vaginam  in     . .     313 
vesical  irritability  in      . .     313 

-  of    VOrtObns,    paralysis   of 

upper  extremity  from    . .     656 
lumbar,  pain  in  testicle  in    524 

-  Of  vulva  768,  771 

difficulty  of  micturition. .     440 

leukoplakia  preceding  . .     770 

swelling  due  to    . .         . .     768 

Cardiac  asthma  from  fatty  heart  241 

-  branches  of  vagus,  relation 

to  cough 176 

-  bruits  (see  Bruits,  Cardiac) 

-  disease  (see  Heart) 

-  displacement  (see  Heart  Im- 

pulse, Displaced) 

-  dullness  (see  Heart  Dullness) 

-  dyspnoea,  asthma  mistaken 

for  682 

-  failure  (see  Heart  failure) 

-  hypertrophy  (see  Heart  En- 

larged) 

-  impulse  (see  Heart  Impulse) 

-  irregularity  (see  Heart,  Irregular) 

-  malformaUon     (see    Heart, 

Disease,  Congenital) 

-  thrills  (see  Thrills,  Precordial) 
Caries  of  bone,  spontaneous 

fracture  in  . .         . .     269 
tuberculous          . .         . .     751 

-  cervical  (see  Caries  of  Spine, 

Cervical) 

-  dentil  (and    see    Neuralgia 

Minor)  ..  419,  496,  497 
abscess  of  antrum  of  High- 
more  from        . .  . .     502 

alveolar  abscess  from     . .     747 

bleeding  gums  from  86,  87 

canine,  pain  and  tender- 
ness in  naso-labial  area 
in  (Fi(f.  132)  ..  ..     497 
earache  caused  by          . .     230 

-  -  empyema   of   antrum   of 

Highmore  from         204,  205 

enlarged  glands  from    419,  708 

submaxillary  lymphatic 

glands  from. .  . .     419 
fibrous  epulis  in  associa- 
tion with          . .         . .     748 

foul  breath  due  to  . .       99 

taste  due  to     . .  . .      774 

headache  from     . .  . .     327 

loss  of  weight  due  to      . .     848 

mercurial  ism  from  . .       86 

neuralgia  from    . .        330,  4iM5 

trigeminal  from  . .     495 

pain  in  tlie  lower  jaw  in 

501,  502 

tooth  in  . .  , .     496 

the  upper  jaw  from    . .     502 

ptyalism  due  to  . .  . .     591 

referrc'l  pain  in  . .  . .     496 

s<*<rmental    areas    in 

face  in       .  .  . .      497 

relation  to  carcinoma  of 

jaw        . .  . .  . .      749 

rctract('d  irums  from     . .     641 

-  still  neck  from    . .         . .     "Vi% 


Caries,  denial,  eontd, 

stomatitis  from  . .         . .  815 

swelling  of  the  face  from  746 

ulceration  of  the  tongue 

from     . .         . .        813,  814 

—  sicca             786 

—  Of  spine       474 

—  age  incidence  of  . .         . .  785 
atrophic  palsy  of  one  leg 

from      . .         . .          . .  643 

—  atrophy  of  one  leg  from  643 

—  cervical 477 

age  incidence  of . .     . .  708 

characteristic  attitude  in  708 

diagnosis     from     post- 
pharyngeal abscess . .  673 

occipital  pain  in        . .  477 

pain  increased  on  move- 
ment 477,  494,  673 

radicular  pain  in  arm  in  493 

scoliosis  from  . .         . .  708 

severe  pain  in  cervical 

spine  in        . .         . .  673 

sore  throat  in  . .         . .  673 

stiff  neck  from            . .  708 

ar-rays  in  diagnosis  of  477,  708 

colicky  pains  in  . .         . .  134 

compression  of  cord  by. .  661 

without  deformity         . .  664 

diagnosis  of  pachymenin- 
gitis from        . .         . .  663 

occipital  headache     . .  477 

from  scoliosis  . .         . .  477 

dwarfism  from    . .         . .  214 

gait  in      . .         . .         181,  786 

hypersBstliesia  from        . .  667 

iliac  abscess  from           . .  632 

intercostal  nerve  pain  in  478 

interscapular  pain  from  474 

knee-jerk  exaggerated  in 

parapli^ia  from          . .  558 

kyphosis  from     . .         . .  181 

lardaceous  disease  in      10,  696 

—  lordosis  from       . .         . .  183 

loss  of  sphincter  control  in  658 

mistaken  for  hysteria    . .  777 

intercostal  neuralgia  777 

new  growth  sinmlating  664 

pain  in  back  from  476,  785 

witli   prominence   of 

spines  in   . .          . .  475 

epigastrium  from       . .  485 

umbilical  region  in     . .  525 

paralysis    of    bowel    and 

t3'mpanites  from   com- 
])ressioii  ui       . .          . .  432 
upper  extremity  from  655 

—  -  paraplegia   due    to 

131,  181,  557,  561 

Pott's  curvatiu-e  in         . .  564 

psoas  abscess  from  632, 739,  785 

reflexes  in            . .         . .  658 

relative  freqtiency  of     . .  385 

rigidity  over  painful  area 

in       . .          . .          . .  477 

of  the  spine  from      474,  785 

sacralgia  in          . .         . .  51i) 

signs  of  tuberculosis  in  . .  564 

simulated  by  aneurysm  780 

«•  -  -  uidigestion        ..         ..  351 
malignant     disease     of 

vertobm?       . .          . .  780 

phrenic  neuralgia       . .  479 

rickets  . .          . .          . .  78'> 

simulating  torticollis      . .  167 

spontaneous    fracture    in  270 

stooping  gait  in  . .          . .  181 

sudden,  paraplegia  in     . .  270 

swelling  in  right  iliac  fossa 

due  to  . .          . .          . .  737 

over  spine  from         194,  171 

tenderness    hi     spine    in 
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CARIES     OF     S  PISE— CEREBRAL      VOMITING 
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385 
474  I 
269 
746  i 

230  ' 
817  . 


Caries  of  spine,  contd. 
tuberculous,  relative  fre- 
quency of 

-  x-rays  in  diafjnosis  of   181, 

-  spontaucoud  fracture  from 

-  swelling  of  the  face  from  . . 

-  of  temporal  bone,  earache 

from  . .  • .  •  • 
Cumin  bases,  uric  acid  from  . . 
Carotid  aneurysm  (*ee  Aneu-  ^  - 

rysm,  Carotid;  1  - 

-  artery,  internal,  erosion  from  ,  - 

chronic  tympanic  suppur- 
ation        . .  . .         . .     468  j  - 

-  pulsation    in    exophthalmic 

(goitre        244  ! 

-  pu^es,  unequal,  with  aortic  - 

aneurysm..         ..  ..     236 

Carpal    joints,     h3rpertrophic 

OBteo-arthropatliy  in      . .     390 
Carpo-pedal  spasm  (see  .Spasm, 

Carpo-podal) 
Carriers,  tyi)hoid,  infected  bile  in  281 
Cartllage/blackoning  in  ochron- 
osis ..         ..         575,822 


-  in  embryoma  of  kidney    . .     395  ,  - 

-  erosion   of  (see   Erosion  of  ' 

Cartilage)  I  - 

Carunculte    myrtiformes,    red  1  - 

and  swollen  in  gonorrhnca  769  1  - 
Caruncle,     urethral,     dyspar- 

eunia  from  . .         . .     221 

-  vulval  swelling  due  to  . .  768 
Casteilani.  re  dhobie's  itch  . .  275 
Castor  oil,  taste  in  mouth  from  774 
Castration,  obesity  after,  453,  454 
Casts,     intestinal,    simulating 

tapeworm  (Fig.  123)     444,  568 

-  rflntl,  in  acute  nephritis,   12,  311 

albuminuria  with  . .         8 

without  . .  15,  16 

in  arteriosclerosis  . .       15 

bacilluria  . .         . .         . .     015 

and  cells,  test  for  m  cedema   457 

with  chyluria 

-  h(emoglobinuria  . . 

-  high  blood-pressure    con- 

ditions . . 

-  importance  in  diagnosis  of 

cause  of  albuminuria . . 

-  with  infarction  of  kidnoj' 

-  in  kidney  lesions  causing 

hsematuria 
lardaceous 

-  mitral  regurgitation 

to  Itrigiit's  disease 

nephritis   . . 

chronic  . . 

of  old  people 

parenchymatous 

with  i)leuritic  etfusion  . . 

in  polyiu-ia  with  albu- 
minuria 

pyelitis  and  i)yclonephritis 

uni^mia      . .  . .        329, 

in  urine  from  inferior  vena 

cava  tlironiboals 

siimulat«>d  by  muca-4  . . 

varieties  of  (Plate  1) 

-  in  sputum    . . 

-  vaginal 
Cttslipsy 

-  dementia  with 

-  melancholia  with    . . 

-  pupils  in 

-  retraction  of  the  head  in    . . 

-  ri»us  sardonicus  in . . 

-  trismus  in 

Cataract,  anterior  polar  from 

corneal  ulceration  . .     80G 
from  ophthalmia  neo- 
natorum 

-  biindneaB  never  total 


Cataract,  eontd. 

-  extraction,  blue  vision  from 

-  ery  thropsia  from . . 

-  monocular  diplopia  in 
Catarrh  of  bile-ducts  (see  Bile- 
duct*; 

-  buccal      and      pharyngeal, 
cheilitis  glandularis  from 

-  duodenal,  jaundice  from  . . 
pancreatitis  secondary  to 

-  gastric  (see  GtistriUs) 

-  nasal,  epii^taxis  in  . . 
-  epiphora  in 
of  pancreas  (see  Pancreatitis) 

-  gmAll   bowel,   chronic  diar- 
rhoea from 

-  swelling   of   eyes   and   face 
causeil  by 

Catarrlial  jamidice  (see  Jaun- 
dice. Catarrhal; 

-  laryngitis 

Catasfrophe,  abdominal,  causes 
Catclung  cold,  liability  to  in 

rickets 
Catheter  broken  off  in  urethra 

coud^.  in  prostatic  enlarge- 
ment        . .         . .        440, 

in  diagnosing  cause  of  pyuria 

-  distended  bladder 

-  neurones  of  bladder 

-  uretliral  stricture 

-  retained       

Catheterization,   acute  epidi- 

dymo-orcliitis  after      517, 

-  anuria  from 

-  in  distention,  care  needed  in 


840 
840 
198 


403 
361 
116 

251 

250 


197 
459 


due 
466, 


126 
314 

526 

61 
314 

306 
10 

240 
646 
303 
14 
451 
122 

581 
628 
4C4 

826 
. .  444 
t 
. .  704 
211,220 
..  140 
. .  651 
..  651 
..  594 
..  641 
. .   651 

801 


Cattle,  anthrax  from  . .         . .  603 
Cauda  equina,  affections  of, 

diagnosis  from  sciatica..  487 

incontinence  of  fa»ces  from  348 

talipes  in 131 

tumour  on,  mode  of  onset 

of  symptoms    . .         . .  563 

muscular  atrophy  in   . .  74 

paraplegia  from          . .  561 

Caustic  soda  test  for  elastic 

fibres         701 


trom 
-  coogenital,  nystagmua  in. . 


836 
4b^ 


Cauterization  in  hypopyon  ulcer  807 
Cautley's  anosteopla^ia  . .     213 

Cavernitis,  gouty       . .        . .    516  j 

-  due  to  ha'matoma  . .         . .     516  ' 

-  pain  in  the  pouia  in. .         . .     516 

-  syphilitic 516  ' 

Cavernous  sinus,  carotid  aneur-  1 

ysm  comnmnicating  with     764 

thrombosis   (see    Throm-  I 

bo^is  of  Cavernous  Sinus)         | 
Cayenne  i)epper  deposit  in  the 

urin(!         816  ' 

'Cellist's  cramp  . .         . .     177  | 

Cellulitis,    acutely      inflamed 

lymphatics  in     . .  . .     455 

-  asymmetrical  oedema  from    455  i 

-  baoteriolosry  in  diagnosis..     459  , 
of  calf  nuisK-'les,  talipes  from    132 

-  diagnosis  from  carbuncle . .     60S  I 

-  gout  »'imulatlng      . .         . .     455  , 

-  local  iufoctiou  caa<«ing       . .     455 

-  lymphatic  obstruction  from    456  1 

-  of  neck  from  actinomycosis     748  , 

-  a>dema  of  face,  n<!t:k,  and  | 
arms  from           . .        459,  461 

-  orbital,      cavernous      sinus  ' 
thrombosis  due  to       253,  254  i 

-  of  pelvis  (see  Pelvis  Cellulitis  of)       , 
Central  neiTusis  of  bone  (see 

Hones.  Necrosis  ot)  I 

-  retinal  artery,  embolism  of,  1 
ophthalmoscopic  appear- 
ance of  (Platf  VIII)       . .     463  ' 

vein,  thrombosis  of,  oph-  I 


Cephalalf^  C^ee  HecwLicbe) 
Cerebellar  artery  thrombow, 
ataxj  in <• 

-  artieulatioa  ..to 

-  ataxia  of  childrCTi,  acut<..fi3.f? 
intention  trenKK-  in       . .   »-•' 

-  tuemorrluftgc,  Tcouiting  vitb   *i' 

-  lesions,  ataxy  in  . .     »" 

deviation  of  eyes  in      . .     (.• 

njrBtagrnius  vi  ith  - .        . .     ^ 

occipital  head;iche  in    . .    i.** 

reelinfir  gait  in       ..       «.;r 

trenuM*  in  . .        . .    ■  S 

vcrtiiyro  witli        . .         €».  *:' 

-  peiluncic,  jcuperior,  intenbua 

tremor  from  legion  oC    . .    ^  •' 
CerelMllum,    ab«ccM   of  (mk 
Abaoesss,  Cerebellar) 

-  tumour  of,  ataxr  from      &^  *-^ 

Babinski'rs  skgn  in         ..     < 

bladder  and  rectal  troobloi  Kv 

exaf^^i^eration     of    tenddfi 

retlexea  from  ..        ..<■»: 

gait  in       . .  . .        543.  tn: 

lieadaclie  with      . .        5«i.  •.  ■- 

head  retract icm  from  641.  ■?«• 

hjrpotliermia  in  . .         ..    i^f 

knee-jerks  increased  in..    >-' 

ny-Hta^gmus  with  4«.  '.^ 

optic  atrophy  and  nenrits 

from      . .  . .         ..    '\'. 

paraplejEria  from  . .         ..    >-' 

p>^udo-ujstaf?mus  in     . .    ♦-"- 

rectal  trouble  in..         ..    >' 

vertigo  due  to      . .         ..*:"* 

vomitinjT  ^-jtu     ..        Zf^A.i'- 

Cerebral  abscess  /see  Abs'tsi*, 
Cerebral) 

-  anaemia.  arterio«oleroRS  pre- 

venting    . .  . .         . .    ;'■: 

-  aneurysm    fsee    Aneurrsn, 

Cerebral^ 

-  congmtion,  epistaxis  in     . .    1^1 

-  cysts,  lieadache  in . .         . .    :;' 
-diplegia         ..  .  .154,  ai^.tw; 

-  diseascK,  hypen»yrexia  in..    « 

-  -  A'omitin^  in 

-  embdisim    ("see     £mboli»n. 

Cerebral) 

-  gumma.  hea<l:iche  in 

-  hiemorrtiacrc    (s«^    Hemor- 

rhage, Cerebral) 

-  hemisphere.        left,        «ilL 

speeoli    centres,    diagram 
oi(Fig.   185)        ..  ..    C^: 

-  inflammation,    (upaKtic   pxr- 

alysas  of  upper  extremiry 
from  . .  ^{' 

-Injuries,    at^^xy  in!*         V.     »• 

grave       i<iA,'nificance      of 

h3ri>en»yrexia    in         ..    6i: 

-  -  glycosuria  after   . .  . .    tr. 

hemiplegia  from . .         337,  5-'* 

hiccough  in  . .  . .    5i; 

-  monoplegia,  talipes  in       ..13: 

-  Wftenlnf,  laryngeid  paral\-»s 

^'»t*»  .•  ..  ..     5=? 

-  -  bilateral,    upoplexr    aith 

hemiplegia  from'         ..    K5 

sensory  disorders  in  . .     >;: 

or     ii»morrhage,   "  para- 

pl«?ia  from  "  . .  . ,    >;. 

-  -  hyperpyrexia  in..  ..     Jit 
increase  of  deep  reflexes 

with       . .  . .  , ,     7>j; 

paralysis     agitans    6imu- 

lated  by  . .  . .     7^^^:. 

-  projnwsive  mental  faflur« 

^th      ..  ..  ,,     :v, 
sphincter  trouble  with  . .     7i*: 

-  syphilis  (see  5?yphilis.  Cerebral  • 

-  thrombosis  (aee  Thromboeii 

Cerebral) 


S:^ 


CEREBKITIS—CHEIROPOMPHOLYX 

IK      Crnltnim,  lun«wr  i>/.  nmld.  |  Chanrrr,  t 


-  IrmifhocyloHkf  in  c?Fvbra- 
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CHEMICAL     WORKERS,     BVLLSE     IX — CHLOROSIS 


\i 


:. 


I': 


?! 

At 

I 


ii . 

1 


Chemicftl  workers,  bulls  in . .     1 10 
Chett,  ttcne  affecting  031,  604 

-  atymmttrical,    from    lung 

affection    . .  . .         •  •     331 

movement  of  in  fibroid  lung  324 

followed  by  scoliosis     . .     1 80 

vertebral  column  in      . .     19'-i 

CHEST,  BLOODY  EFFUSION  IN  118 
from  new  >n"owtJi  in  . .     322 

-  bulgino  of,  by  aneurj-sm  . .     235 
from  big  heart    . .         . .     232 

-  -  causes        . .  . .         193. 194 

hydatid  cyst  of  liver       ..     415 

precordial,    in     adherent 

porirardium     . .         . .     242 

in  aortic  diHcano         . .     233 

hoart   disease    of    chil- 
dren     . .  . .     102,  232 

mitral  refmrpitation  . .     238 

by  cyatic  n»nal  tumour. .     3y3 

-  cubical,  in  emphysema    186.  246 

-  deficient  movement  of,  in 

bronchiectasis      . .         . .     703 
in  pneumothorax      480,  677 

-  deformities    of,    depreaeion 

of  liver  in . .         . .  . .     405 

sliortnoss  of  breath    in..     101 

-  enlargement  of  affected  wdo 

in  pneumothorax  . .     480 

-  general  changes  in  the  form  of  191 

-  injuries,  ha-moptysis  in    317,  320 
"  myoma  cutis  of 
r  pain  in  (*ee  Pain  in  Chest) 
*j^  pityriasis  rosea  of  . . 

-  prurigo  ferox  of 
OHEST.  PUSIN 

-  §yphilitJc  roseola  on 
•  jeborrlicr.i 
tfksj,  SEROUS  EFFUSION 

i     IN 

-  small  wJjitish  scars  on,  after 

lierp<>s  zosfrr 

-  tendcrnc*H8  in  (st-c  Tenderness 

in  Chest) 

-  unilateral    enlargement    of, 

from  empyema    . . 
from  pneumothorax  . . 

-  shrinking  with  fibroid  lung 

193,  232, 
after  pleuritic  effusion 

-  varicose   veins   (see    Veins, 

Varicose,  U'horacic) 

-  wall,  al»sr«-8s  of  (sec  Al.iSC»Me 

of  Oies-t  Willi) 

retraction  of  from  various 

causes  . . 

-  tumour  of 

-  -  wounds  of,  i)neumothorax 

after      . .  . .         577,  678 

CHEYNE-STOKES'    RESPIR 
ATION  (Fig.  28) 

in  fatty  heart     . . 

tuberculous  mcninirftis  . 

Chicken-pox,  affecting  chest 

pharynx    . .  . .  . .     <!7(> 

-  date  of  r.Hsh  in        . .  . .     H."."J 


805 

058 
531 
119 
676 
656 

120 

479 


192 
193 

246 
193 


194 
193 


124 
211 
174 
833 


430 
810 

650 
588 
227 

707 
148 
322 
644 
466 


438 
357 
557 


504 
369 
134 
646 
169 


229 
466 
843 
229 

843 
247 
252 

451 

657 

344 

62 

196 
362 

398 
399 

682 

29 

447 

229 

659 


.H3:t 

8.-i3 
218 
282 


673  I  - 


diagnosis  from  sniall-pox  . . 

-  disUibution  of  r  ish  in 

-  eosinophilia  after   . . 

-  gangrene  in . . 

-  occurrence   of   eruption   on 

mucous  membra  ties 

-  papules  in    . .  . .  . .     8r>3 

-  parts  affe«*t«'d  by    . .  . .     833 

-  simulating  molluscuni  conta- 

giusuni 

I»ustular  syphilidu 

strojihulus 

-  sore  throat  in  . .        670, 

-  systemic  disturbiiiicc .-light  in 

-  vesicUsi  and  pu.stulcs  in     . . 

-  vjrsicular  fiui«l  uitliin  Mal- 

pigliian  <*''lls  in  . . 
Chicory,  oxaluriA  Irom 


805 
833 
833 
673 
833 
833 

41  \ 


Chilblains        253 

-  affecting  fingers      . .  . .     266 

-  association  witli  menorrhagia 

at  puberty 

-  from  cold 

-  lupus  erythematxwus  tdmulat- 

ing  

-  i)ruritus  in  . . 
Cluld,  dystocia  due  to  large  . . 
Cliild-bearing,     influence     of 

age  on 
Child-birth,  constipation  after 

-  infarction  of  lung  after 

-  infective  peritonitis  after.. 

-  thrombosis  after 
Children    (and    soo    infancy), 

absence  of  rcdnen  of  jomt 

in  pneumococcal  arthritis  in  375 

-  adherent  pericardium  in   . .       62 

-  appendiiitis  caiu^ing  vague 

abdominal  pains  in        . .     360 

-  athetosis  in  . .         . .         . .     15-i 

-  Babinski's  sign  in  . .         . .       82 

-  bacteriuria  in         . .  82,  84 

-  causes  of  frequent  micturi- 

tion in 

insomnia  in 

paraplegia  in       . .        556, 

-  Cheync-Stokes'    respiration 

nornuil  in. .         . .         . .     124 

-  chorea  as  rheumatic  mani- 

festation in 

-  cirrhosis  of  liver  in. . 

-  colicky  pi.ins  of 

-  coma  at  onst;t  of  fevers  in . . 

-  convulsions  of.  due  to  dmgs 

-  with  (H>ngenital  heart dis«asel69 

-  from  laryngisnms  stridulus   466 

-  otitis  media 

-  rickets      ..  169,  170, 
cyclical  vomiting  of 
delirium  from  otitis  media  in 
diacetic  acid  and  acetone  in 

urine  of    . . 
enuresis  in  . . 

epi-«ta.vls>  in  . .        251, 

excessive   fatness   of,   from 

hypernephroma  . . 
extensor  plantar  reflex  in  . . 
hyperi)yrexia  in 
incidence  of  heart  failure  in 
intUHSus<H^ption     in,     acute 

diarrhoea  from    . . 

I'aundice  of  . . 
Lnee  -  jerks     decreascti     in 

general  illness  in . . 
leucocytes  in 
loss  of  speech  in  (soo  also 

Sjteech,  Abnornuilities  of) 
lymphocytes  in 
iiiglit  terrors  in 
otitis  media  in 
paraplegia  from  Friedreich's 

ataxy  in    . . 

-  due  to  itliocy       . .  556,  557 

-  from  muscular  dystrophies 

560.  561 

perforation  of    acetabulum 

in  hip  di'-ea^e  in. . 
peri(>hrral  neuritis  in,  from 
I  diphtheria 

pneumoc-occal  arthritis  in. . 

position  of  heturt  impulse  in 

prolongeil  pyrexia  from  toxic 

aljHori»tion  Taliment'iry)  in 

in,  often  unexplainable 

-  pulmonary  systolic  bniit  in 
normal 

-  rarity  of  mitral  stenosw  in 

-  scurvy  in 

-  tabes  in 

-  tuborculou**  joints  in 


I 
I  _ 


I  _ 


739 

559 
375 
330 

618 
609 

105 

62 

85 

489 

385 


CHILLS  

-  acute  general  pkiw  te  Ux 
limbs  in 

-  athetotsift  aftcr 

-  in  bacilloria 

-  influenza       

-  malaria 

-  mjral^a  due  to 

-  painit  in  the  limb«  in 

-  in  relapviuig  fever  . . 

-  tremor  from 

-  in  tjrplius  fever 
Cliiinney--sweeii*s  cancrt  fxt. 

£«e  Cartunoma  of  ^imcjc 
Chin,  acne  vuliraris  of 

-  circinate  sjpliilodmn  of  . 

-  in  cretinism 

-  elTectis  of  blow  on.  on  ev . 

-  beavy  acromrfjalic.. 

-  receuinc  in  microcrplalj  . 

-  redex  hicccnurb  from 

-  sj-oosisi  vulfnuts  of  . . 
Chin-drop  in  my asthiau^  :Fh 

.83;  ..  ..        . 

China,  distoma  pulmo&^iit'  iL 

-  filariaais  in 

-  paratronimus  Wwterxoacit 
dlloasma,  macular 

-  pi^rmentatiou  of  the  skis  i 

-  uterinum      . .  1] 

-  varietiotf  and  caa-ies  of 
Chlonil  hydrate,  coma  d'je  t 

X' 
purpura  from 

-  Clieync-Siokc»*  re^i'irtttiiT: 
from  

-  hyi.»othermia  from  . . 

-  pifn»entatiou   of  skin  fr« 

-  reducing  body  in  urine  fru; 
Chlorate  of  pottunh,  roetliXiD 

grlobina^mia  Irxnix 

ptyaJism  due  to  . . 

Chiorliln    in    amite    Itiift: 

disease       . .  , .     ' 

-  diministie^l  in  urine  in  pr^ 
monia  ..         ]>«. : 

-  in  pliOKphorus  innsonin.: 
Chloroform,  coma  due  to 

-  headache  from 

-  poisonin;?,  delayed 

tetany  in 

-reducing  body  in  urine  dw 
Chl<n'oform-lK-iix«>n«*      mrtLi 

of    meaduriug    sp.  gr. 
blood 

Chloroma 

-  ans>mia  in    . . 

-  enlarged       lachrvmal     « 
salivary  glands  in 

-  green  colour  of  uei%-farnM 
tissue  in   . . 

-  lymphatic     gland     enLir,- 
ment  in     . . 

-  lymphocytosis    in    certrbr 
spinal  fluid  in       . . 

-  negative  blixnl  chongrs  in. 

-  occiuTen«-e  in  early  life 

-  pun^ura  in  . .  . .        5: 

-  relation  to  sarcoma 

-  slowly  fatal  cour»c  of 

-  si»outanooua  fraoturt>  from 

-  swellings  on  bonc-s  in 
Chlorotit  

-  amenorrhfi;a  in       . .   23,  1 

-  bloo^l  chan«*fjt  in      . . 

-  bruit  de  diable  in  n«'k  in 

-  cachexia  in    . . 

-  cardiiu"  bruits  iu  41,  1 

-  colour  ind«>x  in 

-  constipation  in 

-  displatHHl  cardisH*  impuLsip. 

-  dy^pna'a  in 
.  -  ept-(ta.\is  in  . . 


CHLOROSIS— CIRRHOSIS     OF    LI  VER 
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Chlorojnjt,  eontd, 

-  greenish  hae  of  akin  in       . .     303 
!     -  tuematemesis  in     . .        294,  303 

-  (edema  of  feet  and  legs  in 

41,  303,  459,  461 
:      -  palpitation  in         . .        303,  525 

-  predisposition     to     gastric 

ulcer  in 303 

-  rest  treatment  in    . .         . .       41 

-  symptoms  and  etiology  of . .  41 
Chocolate,  oxaluria  from  . .  471 
Cholsemia  in  cirrhosis  of  liver       368 

-  delirium,  conrulsions,  coma 

in..         ..         ..         ..     361 

-  headache  in  . .         . .     328 

-  stupor  in      . .         . .         . .     361 

Choltngitit,  albumosuria  in  . .      20 

-  from  carcinoma       . .         369, 725 

-  enlarged  gall-bladder  from  651 
liver  in 369 

-  from  gall-stones      . .        280,  369 

-  jaundice  from    362,  369,  650,  651 

-  leucocytosis  in        . .         . .     400 

-  multiple  abscesses  of  liver 

from  369 

-  pain  in  the  back  from  . .  789 
the  liver  region  from      .,     650 

-  pleuritic  effusion  from       . .     123 

-  pyrexia  with  . .         . .     650 

-  rigors  with    . .  362,  369,  650 

-  septicsemia  from     . .         . .     698 

-  tenderness  in  the  back  from    789 

-  -  of  liver  in  . .         . ,     369 

-  urobilinuria  in  . .  . .  116 
Chotocyititit    catch    in     the 

breath  during  deep  iDq)ir- 
ation  in  pressure  over  ^ill- 
bladder  in  . .         . .     499 

-  chronic,  hunger  pain  in  500 

-  diagnosis  of  indigestion  from    350 

-  gall-bladder  enlarged  in  280,  723 

-  from  gall-stones      . .         . .     280 

-  jaundice  with         . .         . .     650 

-  from  new  growths  . .         . .     280 

-  pain  in  the  liver  region  from  650 
right  hypochondrium  in    499 

-  pyrexia  with  . .        499,  650 

-  rigors  with  . .         . .         648,  650 

-  simulated       by      phantom 

tumours   . .         . .         . .     721 

-  tenderness  over  gall-bladder  499 
Cholelithiasis     (see    Calculus, 

Biliary) 
Choleperitoneum,  rarity  of    . .     718 
Cholera,  acute  gastro-intestinal 

symptoms  in       . .         . .     301 

-  albuminuria  in        . .         . .       17 

-  anuria  in      . .         . .         . .       49 

-  Cheyne-Stokes  respiration  in    125 

-  coma  in        . .         . .         . .     136 

-  cramps  after  . .  . .     179 

-  cyanosis  in  . .         . .         184, 187 

-  dia^osis  from  trichinosis. .     504 

-  gan4,Trene  in  . .         . .     282 

-  hfematemesis  in      . .        294,  301 

-  hyperpyrexia  in      . .         . .     344 

-  indicanuria  in  . .         . .     349 

-  inspissation  of  the  blood  in    187 

-  leucocytosis  in        . .         . .     400 

-  menorrhagia  in       . .         . .     428 

-  polycythaemia  in    . .        679,  580 

-  purpura  in 596 

-  pu"?  in  the  stools  in         . .     601 

-  rice-water  stools  in  . ,     301 

-  rigors  in       . .  . .         . .     647 

-  »»evere  diarrhoea  in. .  . .     679 

-  swelling  of  thyroid  gland  in     792 

-  uriirosls  in 715 

-  vibrio  in  motions  in  , ,     301 

-  Wivsting  witli  . .  . .       69 
Cholesterin  crystals  in  hydro- 
cele of  epididymis  (Fig.  94)  765 

in  ffall-bladder    . .         . .     281 

Choletelin         360 


Choline  in  cerebrospinal  fluid  339 
Cboluria,  general  account  of. .  819 
Chondroma,  commonly  multiple 

755 

-  deformity  due  to    . .         . .     755 

-  pain  due  to  . .         . .         . .     765 

-  of  pelvis 761 

-  -  fixity  of 737 

z-rays  in  diagnosing       . .     737 

-  phalanges  and  metacarpals 

affected  by  (Fig.  195)  . .     755 

-  ulceration  of  skin  over  . .  755 
Chorda  tympani,  paralysis  of    536 

loss  of  taste  due  to    774,  775 

CHORDEE 125 

-  in  acute  urethritis  516,  675 
Choroa,  aortic  disease  after  233,  237 

-  arsenical  neuritis  in  . .       77 

-  chronic  degenerative         . .     156 

-  contractions  of       . .         . .     159 

-  electrica,    causing    convul- 

sions          169 

-  -  Henoch's  . .  . .  157 
clonic  convulsions  of. .     161 

-  endocarditis  with      103,  236,  239 

-  habit  spasm  simulating     . .     156 

-  hand-grip  in  . .         . .     548 

-  hemiple^  in  . .         . .     341 

-  history  of,  in  cerebral  em- 

bolism     . .         . .         . .     338 

in  mitral  stenosis  . .     320 

-  hysterical     . .         . .         . .     157 

-  insaniens,   hyperpyrexia  in    344 

-  interference  with  speech  in    156 

-  jerl^  respuvtion  in  . .     156 

-  knee-jerk  in 399 

-  major,  epidemic  manifesta- 

tions of 157 

-  mitral  disease  after  . .  240 
stenosis  with       . .         . .     773 

-  nigh(  terrors  in  children  with  448 

-  pandemic     . .         . .         . .     157 

-  m  pregnancy  . .         . .     156 

-  relationship  of  acute  rheuma- 

tism to     . .    121, 156,  504,  671 

-  simulating  cerebral  lesion . .     341 

-  spastica        800 

paralysis  of  arm  in        . .     548 

-  tongue  movements  in        . .     548 

-  tremor  in     . .         ..        795,  798 

-  valvular  disease  of  heart  from 

233,  237,  240,  320,  526,  773 

Choreiform  contractions  155 

-  in  Friedreich's  ataxy     . .     560 

infantile  paralysis         155,  156 

Little's  disease    . .         . .     154 

post  and   pre-hemiplegic    157 

Chorion-epithelioma  of  uterus, 

metrorrhagia  from    433,  434 

histology  in  diagnosing  434,  436 

from  hydatidiform  mole       434 

metrostaxis  from  . .     430 

pelvic  swelling  due  to    . .     757 

relation  to  pregnane/   . .     434 

Chorionic  villi  in  uterine  casts    220 
Choroid,  COlOboma  of,  ophthal- 
moscopic   appearance    of 
(Plate  VII)  ..  ..461 

-  tubercles   of    (Plate    VIII, 

Fig.  If,  p.  463)  341, 163,563,699 
with  Cheyne-Stokes'  res- 
piration . .         . .     125 
Choroiditit,  syphilitic,  ophthal- 
moscopic  appearance   of 
(Plate  VID          ..  . .     462 

-  amblyopia  with  nystagmus 

from  . .  . .         . .     836 

-  macular,  age  incidence  of . .     462 

preceded  by  haemorrhages    462 

Choroido-retinitit,  constriction 

of  field  cf  vision  in         . .     838 

-  nyctalopia  from      ..         ..     841 

-  ophthalmoscopic       appear- 

ances (Plaie  VII^  Fig.  G)     %^% 


Choroido-retinitii,  conUL 

-  optic  atr<^hy  in  . .  . .  838 
ChremMraiit  due  to  the  action 

of  cocci 714 

bacillus  pyocyaneus       . .     714 

-  blue,  red,  green,  yellow,  violet 

or  black  sweat  with       . .     714 

-  due  to  copper  . .  . .  714 
>  diagnosis  of  chloasma  from    575 

-  due  to  iron 714 

-  nerve  factor  in  . .  . .  714 
Chrysarobin,  bullae  from       . .     110 

-  poisoning,    diazo  -  reaction 

in  ..         ..         ..         ..     Xvo 

Chrytophanle  acid,  abnormal 

coloured  urine  from      819,  820 

in  rhubarb  . .         . .     819 

senna 819 

urine,  test  f or  . .         . .     820 

Chvostek's  sign  in  tetany     . .     178 
Chylous  ascites  (see  Ascites) 
CHYLURIA 126 

-  with  ascites  . .         . .       58 

-  from  filariasis  . .  . .  33 
Cider,  explosive  eructation  of 

gas  from 639 

dgarotte-roller's  cramp  . .  177 
Cigarette-rolling     movements 

in  paralysis  agitans  . .  796 
Ciliary  body,  inflammation  of 

(see    C^clitis) 

-  muscle  paresis  after  diphtheria 

224,  640 
Cinnamon  oil,  leucocytosis  from  400 
Circumcision,  death  from      . .     423 

-  by  Jewish  method,  tubercu- 

lous infection  in . .         ..     677 

-  priapism  after  . .  . .  586 
Circumflex     nerve,      muscles 

supplied  by  . .  *l(50 

paralysis  of  . .     552 

skin  distribution  of       . .     659 

spinal  roots  derived  from    560 

arrhotit  of  livor  . .    409 

abdominal    distention    in    134 

absence    of    umbilication 

in 409 

absorption  of  fat  in       . .     409 

acne  rosacea  in  69,  368 

age  incidence  of..         ..     410 

albuminuria  in   . .         . .       16 

albumosuria  in    . .         . .       20 

alcoholism  causing 

300,  368,  409,  599 

amenorrhcea  in  . .  . .       23 

anaemia  in  . .  40,  696 

-  -  ascites  in,  40,  51,  65,  69,  60, 

301.  368,  410,  696,  826 
diagnosis  from  tubercu- 
lous peritonitis       . .     618 

in  Banti's  disease        694,  696 

bottle-nose  in      . .         . .     300 

in  bronzed  diabetes     411,  575 

caput  medusie  in  61,  826 

cause  of  pyrexia  in         . .     618 

cholsemia  in        . .         . .     368 

-  clubbed  fingers  in         129,  369 

coma  in   . .         . .         368,  410 

congenital  syphilis  and  . .     365 

contraction     of     fibrous 

tissue  in  . .         . .     409 

-  cramps  in  l^^s  at  night  in 

69,  300,  368 

-  -  delh^um  in  359,  368,  410 

-  diagnosis  from  carcinoma 

400,  410,  413 

of  stomach. .         . .     301 

from     enlarged     liver 

due  to  obstruction  of 
common  duct         . .     410 

splenic  ansemia 

42,  64,  411,  694,  696 
syphilis  ot  lvv«!x        *kSSi^  ^^^^ 
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CIRRHOSIS     OF    LIVER— COAL     MIXER'S      EPITHELIOMA 
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(Urrh'.i'is  of  /ir+r,  ecntd. 

diarrha'a  in         . .  .  •     10" 

dilated  viJimles  on  checks 

In  . .  . .        3(K),  410 

diminiiilied  appetite  in  . .       49 

distended  abdominal  veins 

in        59,  301,  409,  410,  820 

dro^iidnesa  in      . .         . .     3r»8 

dry,  harsii  skin  in       ..     410 

dyspepsia  in        . .         . .     410 

enlargement  of  liver  from 

301,  368,  409 

spleen  in  301,  369,  409 

cnteritL**  in  . .         . .     410 

-  -  epistaxisiu  251,296,300,308,696 

-  firm  Irreffular  edge  in  368,  409 
frequent  total  absence  of 

symptomH  in  . .  . .  410 
furred      and      tremulous 

ton«ueln  ..69,368,410 
gall-bladder  in     . .  . .     410 

-  -  gastritis  in  . .        362,  410 

-  -  general  account  of         . .     300 

pains  in  tlie  limbs  in      . .     603 

generally  painless  . .     409 

-  -  Hanot*s 4io 

absence  of  symptoms  in  411 

age  incidence  of  . .  410 

ascites  rare  and  of  evil 

omen  in       . .         . .  411 

chronic  course  of        . .  410 

clubbin(?  of  fingers  in. .  411 

diagnosis  from  spleuo- 

niegalic  cirrhcrtis     . .  369 

enlargement  of  liver  in  410 

familial  character  of..  369 

firm,  smooth  liver  in. .  410 

ha>morrhm^»t«  in  . .  411 

jaundice  in       . .  .  •  369 

liver  firm  and  i*mooth  in  410 

loiar-Htanding  jaundice  in  410 

periods  of  illne^   with 

pyrexia  in   . .  . .  411 
prominence  of  abdomen 

in       ..  ..  ..411 

sex  incidence  of  . .  410 

smoothness  of  liver  in  410 

splenic  enlargement  hi  410 

stunting  of  growth  in 

children  witli  . .  410 

hflDmatemesis    due    to,  40,  60, 

294,  296,  300,  302,  368,  410,  696 

htemorrhages  in  . .  694 

haemorrhoids  hi  . .         . .  368 

hobnail    irregularities    in  409 

hypertrophic  biliary  (sec 

Cirrhosis  of  Liver,  Ilanot's) 

icteric  conjunctiva  in     . .       59 

impairment  of  strength  in  410 

infantilism  from  . .  215 

insomnia  in         . .         . .  359 

-  -  jaundice  in,  40,  60,  301,  362, 

363,  368,  410,  696 

liver  changes  in  . .  . .       69 

loss  of  appetite  in         59,  300 

weight  from     . .  . .     848 

in  malaria  .,        371,  410 

-  -  mela'iia  hi      3Cm»,  368,  410,  696 

nienorrhugia  in  . .  . .     428 

meteorism  in       . .  . .     432 

morning  sickness  in  300,368,410 

motions  in  . .  . .     409 

muscular  atrophy  in      . .       76 

—  nervous  symptoms  in     . .  410 

oedema  of  ankles  in      . .  410 

(esophageal  varix  in       . .  296 

pain  from  perihejiutitls  in  409 

pancreatitis  from  . .  1 16 

paflsive     h^iienfmia     of 

uterus  from  430 

perihepatitis  in   . .  409 

peripheral  neuritis  in  . .       76 

phtl)isls  complicating  . .     295 

—  pigmentation  in..  40,  69 


TOO 


Cirrhosis  of  lirer,  contd. 

polyuria  In  . .         . .     583 

prolonged  pyrexia  doe  to    609 

purpura  in  596,  599,  696 

pyrexia  due  to     . .         . .    40, 

362,  368.  410,  609,  623 
rapid   death   after   onset 

of  ascites  in     ..         ..     413 

red  nose  in  . .     410 

roughness    and    hardness 

of  liver  in  301,  368,  409 

sallow  complexion  in      . .     410 

sex  incidence  of  . .  . .     410 

simulating     malignant 

disease 
simulation  by  tuberculous 

peritonitis        ..  ..     719 
slow  diminisliing  of  liver 

dullness  in  late  stages    404 

—  smoothness  in  early  stages  409 
splenic    enlan?ement     in 

59,  302,  692,  696,  696 

—  -  iptenomegallc  . .    369 

age  incidence  of  . .     693 

ansmia  in        369,  693,  694 

ascites  in         . .  . .     693 

clubbed  fingers  in      369,  691 

diagnosis  from  Hanoi's 

cirrhosiR       . .  . .     369 

early  age  incidence  of    369 

enlargement  of  liver  in    369 

familial  character  of  . .     693 

Immatemosis  in         369,  694 

luemorrhagcs  in  . .     694 

jaundice  in      . .        369,  693 

lack  of  development  in    693 

long  course  of . .         . .     694 

relation  to  Ilanti's  disease  694 

splenic  anaemia      411,  694 

spleen  enlarged         302.  692, 

693, 696 

stunted  growUi  in       . .     369 

telangiectases  in..         ..       69 

in  terminal  stage  of  splenic 

ansemia  ..         ..     411 

tremulous  tongue  in    368,  410 

tympanites  in      . .         . .     410 

urinary  changes  in         . .     410 

urobilinuria  in     . .         . .     818 

uroerythrin    in   urine   in    819 

vari(*oe*o  abdominal  veins    826 

—  -  vomiting  in  300,368,  410,  843 
wasting  in  ..69,  410,  818 

—  weight  of  liver  in  . .     409 

—  Of  lunQ.  clubbed  fingers  in. .     129 
fibroid  lung  an«i  bronchi- 
ectasis from     . .  . .     324 

lisemoptysbi  in    . .        317,  319 

occupations  tending  to..     319 

tubercle  bacilli  in  sputum    319 

—  of     pancreas,     Cammidge's 

reaction  in  . .         . .     116 

fat  globul(«  in  faeces  in  . .     117 

arsoid  aneurysm  (Plalc  XI V)  764 
Citrates,  transient  polyuria . .  681 
Clark,  Andrew,  re  haemoptysis 

in  arthritic  subjei'ts        . .     318 
Claudication,      intermittont, 

age  incidence  of  . .  . .     489 

arterial  pulsation  in  lt»gs 

absent  in  . .  . .     489 
cerebral  atheroma  . .     340 

—  diagnosis  from  erythro- 
melslgiaand  Raynaud's 
disease  . .  . .     490 

—  excessive  smoking  in      . .     489 

—  tramrrene  in  . .  . .  489 
hemiplegia  from..         ..     310 

—  local  temporary  insufficient 
blood  supply  in  . .     489 

myokymia  in      . .         . .     490 

pain  in  legs  after  walking    489 

relief  by  rest  . .     489 

pallor  of  foot  in  . .         . .     489 


rf-?. 
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Ctavidt,  aAectioQ  in  yavs   ..  w 

-  myeloid  sarcoma  (d         ..  "» 

-  prominence  of  one  in  pktLw  '.> 

-  rudimentary 

-  Bwdilinir  on,  EvpMIitk      .     ^'. 
Oaviw  hystericus  166.  3^9.  Si*.  > 

CLAW-FOOT  ri^v-  ».) 

-  paralysis  of  internal  pof>ii?ai 

nerve  cauamr  *i- 

CLAW-HAND  (Fig.  SD)      ..    r 

-  from  cervical  rib  . .   4.: 

-  chronic    policnnyrtiiis       ..    \<- 

-  neuropathic  mitoci£v 

atrophy     ..  ..1^-' 

-  progressive  muacular  atrofiiir 

73. 11'.  i*'"'' 

-  syrinffomyelia  . .       JSm,  *^\ 

-  in  tr^insverse  myeUtis         •  •    *< 
deft  patalt*,  dy^khagia  doe  »  -'• 

liorelip  aafeKX'iited  wiib..    fv- 

regurgitation       of     food 

tlirouTh  the  nose  in  I^A.  ^ 
Cleido-orani-U  dyaostoais.  dwf* 

ism  uiih ;i- 

Clergymen,     cluronic    jiiisrrn- 

Kitis  in       . .  . .      '<:•'.  «*: 

Climuc^teric,  flushing  at  the  ..    :*' 
Qimblngr-up-lumsclf     poutar 

of     pseiido-hypertrophic 

paralysis  . ,    >■ 

ClltOrlt.  elongation  of  in  pseO'lo- 

hermaphrotUti^un  . .    '■■ 

-  epithelioma  of.  enlargemoit 

of  infjTuinal  qrlands  in      . .    uT 

-  hypertrophie*!  in  hvpenw!*!:- 

roma  . .  '.,        ..    +■•■ 

-  leiikoiilakia  of  .,    " 

-  priapism  of . . 
Clontc  contracttont  in  Bright  s 

(Usease 
myoclonoB  and  paramyo- 
clonus multiplex 
preimanoy  ..         ..    I-^ 

-  -  torticollis  . .         . .    1'^ 

-  convulRions    in    Jai^ksonua 

epilepsy    . .  . .  . .    1-1 

-  spasnis,    mild,    in    cases  of 

major  epilei>sr     . .         . .    1- 
Clonus,  account  of  . .    I* 

-  ankle  Csee  AnkIo>clonus) 

-  influence      of      paratiiyroid 

gUnds  on  . .         . .    h: 

-  patellar  ("see  Patellar  CIodwi 
Clots  in  urine  . .  . .         . .    5  "^ 

CLUBBED  FlNQEItS(/'i>.31i    I:* 

accompanrinjg     cyanosis     IM 

in  bronchiectasis  . .        1*.  ?? 

324,  ?•! 

cirrhoois    . .  . .  . .    3'.? 

congenital    heart    dist^ise 

1:?9,  57?.  "*• 
empyema  . .  Sf 

-  -  fibroid  lung     18.  IW.  2I<?.  3:4 

Ilanot's  cirrhofds  ..     411 

hypertrt^hic  osteoartl^:xy> 

pathy TfS 

with   patent    interventri- 
cular sefitum     . .         .,    V^ 

pulmonary  stc^oKiK       IW.  ir.- 

seldom  iiresent  in  penoji- 

tent  ductus  arteriosos     &7? 

-  splenomegalic      cirrhosis 

369.  <iiM 

and  toes  in  congenital  heart 

disease  . .  . .         244,  -I' 

CLUB-FOOT  (see  Talipm) 
Coachmen,   Dupuytren's  con- 
tracture in  . .  . .     1€T 
Coagulation    time    of    blood. 

effect  of  calcium  salts  on    43" 

-  of  urine,  spontaneous  \^ 
Coal  gas  poisoning,  coma  in  . .     IX^ 

-  miners,  anthracosis  in        . .     319 

-  epithelioma  of  scrotum  in    6r» 


COCA  IN  E— CO  LI  TIS,     M  UCO-MEMBRA  NO  US 
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Cocaine,  palpitation  from  525,  527 

-  in  diagnotiiB  of  aethma     . .  582 

-  spray  in  Iar3riigo8cop7       . .  226 

-  tremor  from  ..  796,  797 
Cocainlsm,  palpitations  worse 

when  drug  is  not  being 

taken        . .          . .          . .  527 

-  multiple  prick  marks  on  body  527 
CJocci  in  pustules  . .  . .  601 
Cocoa,  oxaluria  from             . .  471 

-  polyuria  from  . .  . .  581 
Coccydynia,     movements     of 

coccyx  painful  in            . .  638 

Coccyx,  bedsore  over             . .  286 

-  fracture  of,  felt  per  rectum  638 

-  rectal  examination  of  . .  635 
Cod-liver  oil,  taste  in  mouth 

from          . .         . .         . .  774 

Coeliac  axis,  aneuiysm  of  (see 

Aneurysm  of  Goeliac  Axis) 
CoffM-drlnkino,  pseudo-angina 

from          482 

-  gastritis  from          . .          . .  297 

-  insomnia  from        . .        356,  358 

-  oxaluria  from          . .          . .  471 

-  palpitation  from               525,  527 

-  transient  polyuria  from  . .  581 
Coilee-ground  vomit  in  gastric 

carcinoma            . .         . .  299 

ulcer 298 

(and  see  Hsematemesis)  293 

Coffin-lid    crystals    of    triple 

phosphate  (Fig.  155)      . .  573 

Cohnheim,  re  end-arteries    . .  286 

Coin,  (Esophagus  obstructed  by  222 

-  sound    on    percussion  over 

subphrenic  abscess         . .  501 

in    pneumothorax          . .  577 

Coitus,  causes  of  luemorrhage  in  434 

-  excessive,  menorrhagia  from  428 

-  fracture  of  penis  during     . .  125 

-  painful  (see  Byspareunia). .  221 
Colcott   Fox,   re   vacciniform 

ecthyma  of  infants  . .  446 
Cold  bath,  amenorrhoea  due  to  23 
menorrhagia  from           . .  428 

-  chilblains  from        . .          . .  810 

-  common  (and  see  Coryza; 

and  Discharge,  Nasal) 

-  -  acute  naKal  catarrh  in  . .  668 

anosmia  in           . .          . .  668 

inflammation  of  soft  palate, 

uvula,  and  fauces  in  . .  672 

loss  of  taste  due  to       . .  774 

micrococcus     catarrhalis 

causing . .          . .          . .  203 

a?dema  about  face,  neck, 

and  arms  from  459,  461 
simulated  by  measles    . .  203 

-  excessive,  coma  from       137,  139 

-  exposure  to,  liaemoglobinuria 

arising  from  . .  . .  315 
stiff  neck  from  . .          . .  708 

-  extreme,  gangrene  from    . .  282 

-  febrile,  spoken  of  as  influ- 

enzal           203 

rigors  in  . .          . .          . .  647 

-  and  heat,  effect  on  mictu- 

rition of  . .          . .          . .  581 

-  influence  on  myoma  cutis. .  805 

-  muscular  twitchings  from . .  157 

-  nephritis  from         ..          ..  13 

-  sense  of,  in  syringomyelia  . .  664 

-  sheets  at  bedtime  causing 

cough        ..          ..          ..  175 

-  stage  of  malaria     . .          . .  35 

-  tremor  from            . .        794,  795 

-  ulceration  of  the  leg  from. .  810 

Coli-bacilluria 16 

etiology  and  symptoms    82,  83 

little  obvious  pus  with  . .  576 

loss  of  weight  in            . .  848 

pus  corpuscles  in  the  urine 

from      . .         . .         . .  848 


Coli-bacilluria,  cotUd. 

rigidity  of  the  abdomen  in  646 

tra<»  of  albumin  with  576,  848 

COLIC               133 

-  abdominal  pain  ovor  colon  in  136 

referred  to  as  . .         . .  133 

rigidity  with         . .          . .  645 

-  -  waU  in       . .  133,  134,  645 

-  absence  of  leucocytoeis  in . .  645 

-  in  alcoholism-         ..         ..  136 

-  appendicular           . .          . .  134 

-  in  arsenical  poisoning        . .  75 

-  atonic  constipation            . .  143 

-  billtry  135,  509 

absence  of  jaundice  with  846 

in  acute  pancreatitis      . .  153 

areas  of  tendemesB  in  . .  779 

constipation  in    . .         . .  153 

with  gall-bladder  tumours  392 

from  gall-8tone0    152,  278,  363 

-  -  jaundice  with     . .        153,  846 

pain  in  the  chest  with    . .  846 

in  the  right  hypochon- 

drium  in      . .         . .  500 
upper  part  of  abdomen 

with 846 

patient  rolling  about  in  644 

radiation  of  pain  to  back 

and  right  shoulder  in  500 
shivering  in         . .         . .  135 

-  simulation  by  renal  coUc  500 

urates  after         . .         . .  500 

vomiting  with     . .         . .  846 

-  from  carcinoma  of  bowel   91,  147 

-  in  colitis      . .         . .         . .  501 

-  collapse  from                     . .  645 

-  diagnosis  of  cause  of        . .  136 

-  organic  disease  f^om      . .  133 

-  from  peritonitis  . .         . .  644 

-  in  dysentery           . .         . .  501 

-  facies  of 138 

-  intense  abdominal  pain  in  645 

-  Intettinal 472 

-  abdominal  distention  in . .  473 
in  children,   drawing   up 

of  legs  in         ..         ..  473 

cold  sweating  in. .         . .  472 

contraction  in      ..         ..  134 

all  degrees  of  pain  in      . .  472 

diagnosis  from  pain  due  to 

retained  testis            . .  740 

from  fsecal  accumulations  393 

due  to  flatulence             . .  267 

in  Henoch's  piurpura     90,  600 

due  to  indigestible  food  136,473 

infantile 367 

intestinal  obstruction   473,  571 

in  chronic  intussusception  148 

nausea,    eructations   and 

borborygmi  in  . .  473 
in     organic    stricture    of 

intestine           . .          . .  146 

-  pain       spreading      from 

umbilicus  in  . .  . .  473 
palpable  contracted  bowel 

witJi       . .         . .         . .  134 

paroxysmal  recurrent  pain 

in           472 

patient  rolling  about  in  644 

-  persistence  of  borborygmi 

with      . .          . .          . .  645 

pulse  in 472 

due  to  purgatives          . .  144 

relief  of  pain  by  pressure  473 

restlessness  in  '  . .          . .  473 

rigidity  of  abdomen  in  . .  473 

shrieking  from    . .          . .  472 

simulating  cramps          ..  177 

dysmenorrhoea            . .  220 

perforative  peritonitis  645 

spasmodic  pelvic  pain  in  509 

temperature  in    . .         . .  472 

visible  peri.«*talsis  in        . .  473 

vomiting  in          .            . .  645 


Colic,  contd. 

-  laparotomy  may  be  required 

in  diagnosis  of   . .         . .  645 

-  pancreatic 365 

signs      and      associated 

symptoms  of  . .  135 

-  in  plumbism  38,  77, 

144,  473,  500,  507,  798 

-  pulse  in        ..         ..        472,  645 

-  pyrexia  in   . .         . .         . .  645 

~  ronal . .  47 
causes     and      associated 

symptoms  of    . .         . .  135 

characteristic  tendency  to 

pass  down  into  groin . .  500 

constipation  in    . .         . .  153 

diagnosis     from     appen- 
dicitis     500 

lead  colic         . .          . .  500 

-  distribution  of  pain  in  . .  308 
due   to  passage  of  blood 

clots  down  ureter    305,  395 

gravel  in  urine  in          . .  600 

hsematuria  with 

153,  306,  396.  500 

-  -  in  hypernephroma          . .  395 

kidney  tumours             . .  307 

malignant  kidney  tumour  395 

micturition  frequency   of 

in       ..         ..            438,  516 

-  mode    of    production    in 

renal  calculus..  627 

from  movable  kidney    . .  310 

pain  in  the  groin  from  . .  846 

loin  from          . .         . .  846 

penis  in            . .          . .  516 

right  hypochondrium  in  500 

testicle  from    . .  846 

-  patient  rolling  about  in. .  644 

pyrexia  in            . .  500 

in  renal  calculus          308,  627 

tuberculosis  309,  626 

simulating  biliary  colic. .  600 

-  simulation  by  abdominal 

neuralgia          . .         . .  473 

biliary  colic     . .          . .  500 

twisting  of    pedicle  of 

ovarian  cyst            . .  392 
spasmodic  pelvic  pain  in  509 

-  -  vomiting  with       500,  844,  846 

-  in  spastic  constipation      . .  144 

-  sudden  onset  of      . .          . .  645 

-  use  of  term  by  patients    . .  133 
Colic-like  pains  in  dysmenor- 

rliGea          . .          . .          . .  219 

Colitis,  abdominal  tenderness  in  134 

-  acute,  diarrhoea  in..          ..  196 

symptoms  of       ..          ..  196 

tenesmus  in         . .          . .  196 

-  blood  and  mucus   in   stools 

from         . .          . .         197,  501 

-  catarrhal,   constipation    as- 

sociated with      ..          ..  144 

-  characteristics  of  faeces  in. .  134 

-  chronic,  anaemia  in            . .  39 

-  colicky  pains  in  abdomen  in  501 

-  diarrhoea  in . .           ..        134,  601 

-  indicanuria  in         . .          , .  349 

-  lora  of  weight  due  to        . .  848 

-  membranous,  indicanuria  in  349 
mucus  casts  in  (Fig.  123)  444 

-  muco-membranout,     blood 

per  rectum  in     . .          . .  727 

ca8t»ofbowelin(/'i<7. 123)  444 

constipation  in  (Fig.  37) 

145,  727 

-  enteroepasm  in  . .         . .  486 

mucous  colic  and           . .  133 

mucus  in  the  stools  from  727 

sex  incidence  of . .         . .  727 

simulated  by  plumbism  486 

simulating  tape-worm  . .  667 

tenderness  in  right  lum- 
bar region  from         . .  727 
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CdUis^  contd. 

-  mucous,    characteristics    of 

faeces  in 134 

intestinal  sand  in  . .     652 

-  mucus  in  stools  witli        . .     144 

-  pain  in  left  iliac  fossa  in    . .     501 

-  -  right  iliac  fossa  in  134, 135 
-r  -  and     tenderness    in    the 

back  from  789 

-  pus  in  tlie  stools  in        . .     601 

-  sigmoidoscope  in    9 1 ,  92 , 1 90 ,  501 

-  simple,  of  infants,  blood  per 

anum   and   otlier   symp- 
toms in    . .  . .       92 

-  tenesmus  in  . .         . .     501 

-  tetany  in     . .  . .         3 

-  ulCMHtivt,  abdominal    pain 

and  tenderness  in  . .       92 

albumosuria  in    . .  20 

blood  per  anum  in    91,  92,  727 

death  from  . .     727 

enlaif^  mesenteric  glands 

in  422 

indicanuria  in     . .         . .     349 

leucopenia  In  . .     401 

mucus  in  the  stools  from    727 

painful  diarrhoea  iivith  . .     727 

-  palpable  sigmoid  flexure 

in  735 

pneumoUiorax  from       . .     578  - 

pyrexia  with       . .  92,  727 

subphrenic  abscess  from      578 

-  tenderness   in    the   right 

lumbar  region  from  . .     727 

-  tenesmus  in  91 
ulceration  of  rectum  in  . .     635 

-  vomiting  in         . .         . .     727 

wasting  from      . .  69,  727 

Colltpw       from       abdominal 

injury       . .         . .         . .     645 

-  acute  intestinal  obstruction     153 

-  -  pancreatitis  . .        292,  724 

-  angina  pectoris       . .  . .     481 

-  anuria  with..         ..  45,  49 

-  in  arsenical  poisoning       . .       92 

-  colic  . .  133,  135.  645 

-  corrosive  poiaoning  . .     297 

-  gall-stone  colic       . .         . .     363 

-  gangrenous   appendicitis  . .     484 

-  hypothermia  in       . .         . .     346 

-  in  intestinal  obstruction  . .     346 

-  intussusception       . .         . .       92 

-  from  loss  of  fluid . .         . .     580 

-  in  pancreatic  hemorrhage      292 

-  from    perforated    duodenal 

ulcer         484 

-  -  gastric  ulcer  484,  721 

-  in  peritonitis  . .         . .     346 

-  phosphorus  poisoning        . .     373 

-  from     rupture     of     aortic 

aneurjrsm. .  . .     482 
extra-uterine  gestation  436,  760 

-  after  severe  disirrhcDa       . .     346 

haemorrhage         . .         . .     346 

vomiting  . .         . .         . .     346 

-  and  shock  in  acute  intestinal 

obstruction  . .         . .     1 53 

-  sudden,  in  myocarditis     . .     241 
Colliers,  verruca  nccrogenitui  in    266 
Colloid    carcinoma    of     peri- 
toneum      57 

of  colon    . .  . .  . .     735 

-  milium,  account  of  . .     805 
ColOboma     of     tlic     choroid. 

ophtlialmoscopio  appear- 
ance of  (Plate  VI I)        ..     461 

-  iris 462 

-  lens 402 

-  macular,  nystagmus  with        830 

-  of  Uie  optic  disc      . .  . .     462 
Colon,    aCTection    by    bullous 

eruptions 88 

-  ascending,  pal])able  . .     726 

-  atony  of H9 


Colon,  continued, 

-  bacillus  (see  Bacillus  Coli) 

-  carcinoma  of  (see  Carcinoma 

of  Colon) 

-  congenital   idiopathic   dila- 

tation   of    (see    Hirsch- 
sprung's Disease) 

-  dilated,    gastrectasis    simu- 

lated by 714 

in  acute  obstruction  of  . .     152 

-  diverticula  of  (see  Diverti- 

cula of  Colon) 

-  fascaX  accumulations  in  (^ee 

Ffecal  A.ccumulation) 

-  greedy,  as  cause  of  consti- 

pation      . .         . .         . .     143 

-  inflanmiatory    attacks    of, 

constipation  due  to       . .     727 
local  pain  and  tender- 
ness due  to  . .  . .     727 
vomiting  due  to        . .     727 

-  kink  of,  causing  constipation    147 

-  malignant    disease   of  (see 

Carcinoma  of  Colon) 

-  normal,  situation  of  . .     722 

-  obstruction,    character     of 

visible  peristalsis  in      ..     571 

-  pemphigus,  etc.,  of  . .     114 

-  post^dyscnteric   ataxy   and 

paresis  of,  diagram  of    . .     144 

-  pressure  on,  causing  dyschezia  150 

-  resonance    in     tumour    of 

kidney 367  | 

-  scybala  in  transverse        . .     724  j 

-  tiomold,      cachexia      from 

tuberculosis  of     . .         . .     731 
carcinoma  of  (see   Carci- 
noma of  Colon) 

dilatation  of,  in  congenital 

dilatation  of  colon      . .     735 

succussion  sounds  in. .     711 

fsDcal  accumulations  in..     393 

normal  situation  of        . .     722 

pain    in    left   iliac    fossa 

from  kinking  of         . .     501 

palpable   in  left  inguinal 

region 731 

normally  . .  . .     731 

sigmoid  flexure  in  con- 
genital dilatation  of    735 
in  ulcerative  coliUs    ..     735 

-  spasm  of,  constipation  due  to  145 

-  spasmodic    contraction    of 

transverse    (see    Entero- 
spasm) 

-  stricture  of,  due  to  cicatriza- 

tion   146 

-  transverse,  normal  situation  of  724 
rarity  of  tumours  in      . .     724 

-  tuborculoiis    of.    cause    of 

swelling  in  right  lumbar 
region 727 

-  stricture  from     . .         . .     146 

I tumour  from       . .        723,  724 

I  -  tumour  of  (see  Carcinoma 

I  of  Colon) 

1  -  ulceration    of    (see    Colitis, 

I  Ulcerative) 

,  Colour  bllndneu  . .    840 

. due  to  alcohol      . .         . .     837 

' con(?cnital  . .  . .     840 

nystagmus  in      . .  . .     453 

from  optic  atrophy        ..     810 

-  -  tobacco  836,  837,  840 
;  -  IndOX  of  blood,  varieties  of  26 

ankylostomiasLt  . .         . .     570 

\ aplastic  anaemia..  42,  64 

■ in  carcinoma  of  stomach      352 

' chlorosis  . .  . .       41 

I congenital  heart  disease       579 

, leukflcmia  . .         . .       32 

I pernicious  aiueniia  64,  302, 

I  352,  616 

polycyUuemia     . .         . .     580 


•«. 


CffloMT  Blindness,  etmtd. 

-  vltl^ll,  normal  charsctiT!  di  *^ 
COMA 

-  absent  in    Jacksonian  rfil- 

-  in  acute  diabetes 

encephalitis  ..  ^- 

yellom-  atrophy  of  Utw.  .   i^ 

-  from  alcohol  po^soDinf:    ..   ^' 
difficulties  in  diagnneifif;    '■>" 

-  anaesthetics  .■   !^ 

-  anuria  . .  !«.  f* 

-  i^ith  apoplexj         ..        ..   '-' 

-  Babinski*a  v\a;n  In  ..        ..    "^ 

-  from  carbolic  arid  . .        . .   3*- 

-  carcinoma  of  liver  . .        . .   41  ■ 

-  in  cerebral  condiriotbi.  di«- 

nosis  from  diabetic  itna  ^'• 

-  —  hsemorrha^         . .       IX*,  51- 

-  from  chloral  pofaKwing      ..   ^ 

-  in  chobemia  . .        . .    >. 

-  cirrhosis  of  liver    . .       Kp.  41 

-  diabetic         . .  4.  :^ 
preceded  by  vmrntin;  ..    *«: 

-  from  embolism        . .       iZ'.  <^ 

-  encephalitis  ..        ..    ''^ 

-  in  epilepsy  . .  . .       1*'.  '^ 

-  excess    of    urea   in  c«*l*o- 

spinal  fluid  in  unraiio   ..  ^ 

-  in  fatty  heart  . .  t< 

-  from,  fractured  spine         . .  J^ 

-  in   fseneral  poralvst^  oC  tbe 

insane  *    . .        . .    ** 

-  hysterical  trance     . .       U',  1* 

-  incontinence  of  fasces  in    ..    I* 

-  in  malaria     . .  . .     ^ 

-  Mdni^re's  disease    . .         . .    ^- 

-  meningitis -4 

-  at  onset  of  acute  f erer?  . .    • « 

-  in  opium  poisoning         Ui.  ^ 

-  from  oxalic  acid      . .         ..    ^ 

-  in  phosphorus  poiisonin?   ..    ^' 

-  from    pontine   haemorrhaee 

344,  ^^ 
-post-epileptic  ..         ..    1' 

-  stertor  in      . .  . .         ..    '' 

-  in  Stokes-Adams*  dismuie  »7. :: 

-  superior   lontrituiiinal  sinuf 

thrombosis  . .         . .    *< 

-  in  tuberculous  menineiti«..    1' 

-  unemic  .  .     48,  172,  3W.  *• 

-  after  urinary  c^ieratioos    . .     ^ 
Combined  degeneration  at  tbe 

cord,  subacute    ..         ..4! 

-  sclerosis  of  the  cord,  effect* 

of 161.  * 

paraple^ria  from         5«1.  * 

(and     see      I*araiilena. 

Ataxic) 
Comedones  in  acne     530,  «»4.  * 
Competitions,     physical    and 
mental,    transient    poly- 
uria caused    by   prepara- 
tion for S 

Comploxion,  florid   and  mot- 
tled, in  Monirolian  idiorr 

263.  S 

-  sallow  in  cirrhosi««  of  liver. .    4 

-  -  congenital  syphilis  . .    r 

-  -  general  congestion  of  liier  4 

-  myxcedema  . .         ..    i 

-  -  tabes         t 

tropical  abscew  of  li\-rr. .     3 

Compositor's  cramp  . .         . .     1 
Compreeseti-air  illnees  (see  Cais- 
son Disease) 

Compronion    of  brain,  coma 
due  to I 

-  of  cord,  causes  of    . .         ..    i 
partial,  simulating  prim- 
ary lateral  scleroeii   ..    i 

transverse   myelitu  from    .' 

-  of  lung  (see  Lun^,  Compres- 

sion oO 


CONCEPTION— CONTORTIONISTS 
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Conception,     prevention     of, 

effect  on  mensteuation  . .  431 

-  menorrhagia  from          . .  428 
Concussion  of  ttio  brtin,  Ba- 

binski's  sign  in  . .         . .  82 

coma  due  to        . .         . .  187 

headache  In         . .         . .  827 

-  jaundice  from         . .     S6S,  374 

-  pain  in  the  head  from    . .  782 

tenderness  of  scalp  in   781,  78S 

vomiting  from     . .         . .  844 

Condyloma,  characters  of     . .  769 

-  in  congenital  syphilis      427,  446 

-  developing     from    papular 

syphilide 532 

-  distinction  from  pemphigas 

vegetans 654 

wart          532 

-  di<;tribution  of         . .         . .  769 

-  of  external  auditory  meatofl  469 

-  mercury  in  diagnosis  of    . .  769 

-  pain  in  perineum  from       . .  516 

-  perineal  sores  from            . .  678 

-  on  Mcrotum  . .         . .         . .  681 

-  secondary  syphilitic            . .  769 

-  and  soft  sores,  occurrence 

together 769 

-  of  vulva       768 

Cone-hand 3 

Cone«,  poisoning  by  tobacco. .  841 

-  and    rods,    distribution    in 

retina        835 

Congonittl   abnormality,  with 

cervical  ribs         . .         . .  492 

-  absence  of  spinous  process  785 
of  vagina  . .          . .         . .  705 

-  alkaptonuria            . .          . .  822 

-  anophthalmoe         . .         . .  839 

-  cerebral  diplegia,  taremor  in 

154,  795,  800 

-  colour  blindness      . .          . .  840 

-  constipation             . .         . .  143 

-  crescents,    ophthalmoscopic 

appearances  of  (Plate  VII)  461 

-  cystic  hygroma  of  axilla    . .  732 

-  diaphracrmatic  hernia       711,  712 

-  dilatation  of  the  colon      718,  735 

-  diplegia  (see  Diplegia,  Con- 

genital) 

-  exophthalmos          . .          . .  247 

-  extroversion  of  bladder     . .  587 

-  eye  defects,  various            . .  836 

-  hoart    disease   (see   Heart 

Disease,  Congenital) 

-  hypertrophy  of  the  cervix 

uteri          586 

-  hypertrophic  stenosis  of  the 

pylorus 426 

-  hvpoplnsia  of  intestine      . .  143 

-  idiopathic      dilatation      of 

colon  (see  Hirschspmnir's 
Disease) 

-  intestinal  obstruction        . .  151 

-  lachrymal  obstruction       . .  250 

-  legions  of  trenital  organs,  list  of  705 
"  lymphangioma  circumscrip- 
tum            833 

-  malformations  of  heart  (see 

Heart  Disease,  Congenital) 
causing  intestinal  obstruc- 
tion      . .         . .         . .  151 

of  genital  organs,  dysme- 

norrha>a  from              . .  219 

hemiplegia  in      . .        337,  338 

paraplegia  from  . .          . .  557 

of     rectum,    etc.    (Fig*. 

170-173)  ..637 

-  narro\^-ne88  of  anal  canal  160 

-  nystagmus   . .          . .          . .  453 

-  obliteration  of  bile-duct  . .  361 

-  oedema         . .          . .          . .  455 

-  onychogryphosiM                 . .  445 

-  persistence  of   pupillary 

membrane            . .          . .  593 


Congenital,  contd. 

-  ptosis  590 

-  q)aittic  paraplegia,  talipes  in    131 
paralyses  of  infants       . .     156 

-  syphiUs  (see  Syphilis,  Con- 

genital) 

-  syphilitic  arthritis,  simulated 

by  tuberculous  joints    . .     386 

-  talipes  130 

-  tremor  795 

Congestion  of  face  and  lips  in 

mitral  regurgitation       . .     238 

-  liver,  active  (see  liver,  Ac- 

tive Congestion) 
venous  (see  Liver,  Con- 
gestion of  Venous) 

-  lungs,    passive,    in    mitral 

stenosis 245 

-  of  uterus  (see  Uterus,  Con- 

gestion of) 
Congestive  attacks  in  general 

paralysis  of  the  insane   . .     682 

-  dysmenorrhoea  deecrihied  . .     219 
Congo  red  paper  in  detecting 

free  HO 355 

Conjunctiva,  appearance  of,  in 
differentiating  conjuncti- 
vitis, iritis,  and  fflancoma    257 

-  blackening  of,  from  ochro- 

nosis   822 

-  discoloured  by  drugs  . .     575 

-  foamy    white    patches    on, 

from  keratomalacia        . .     807 

-  glistening  in  Graves'  disease    261 

-  herpes  saster  of       . .         . .     831 

-  ictolc,  in  drrhoeis  . .         . .       59 

-  icteroid    tinge    in    tropical 

abscess  of  liver    . .  369 

-  oedema  of,  in  glaucoma     . .     257 

-  white,  in  pernicious  ansBmia    361 

-  xerosis  of 807 

-  yellow  in  jaundice  . .     860 
Conjunctivitis  associated  with 

corneal  ulceration  . .     806 

-  (and  see  Eye,  Acute  Inflam- 

mation of) 

-  blinking  tic  foUowiog         . .     159 
"  in  cutaneous  diphtheria     . .     602 

-  differentiation  of  congenital 

duct  obstruction  from    . .     250 
from  iritis  and  glaucoma    257 

-  with  electric  blindness       . .     840 

-  epidemic  bilateral  . .  . .     256 

-  epiphora  in  . .  . .  . .     250 

-  follicular 256 

-  haemorrhages  in      . .         . .     255 

-  haloes  and  rainbow  appear- 

ances in    . .         . .         . .     257 

-  inflammations  causing       . .     256 

-  lachrymation  from. .         . .     255 

-  of  new-bom  . .         . .     255 

-  from  nuclear  facial  paralysis    536 

-  pain  in  the  eye  from  . .     255 
face  from . .          . .          . .     495 

-  photophobia  in       . .        255,  574 

-  ptosis  of  lids  in       . .  . .     590 

-  rainbow  vMon  from  257,  840 

-  with  snow  blindness  . .     840 
Connective  ti«ue  in  faeces  in 

defective  gastric  digestion     1 17 

pancreatic  disease       . .     117 

Consciousness,  loss  of  (see  Coma) 
CONSTIPATION  ..140 

-  abdominal   distention  from 

713,  715,  718 

-  absolute     in     strangulated 

hernia  . .  . .     741 

-  acute  . .         . .     151 
symptomatic       . .  . .     153 

-  in  acute  pancreatitis  646, 724, 846 
yellow  atrophy    . .  . .     370 

-  alternating   with    diarrhoea 

in  carcinoma  of  colon     . .     690 

-  anaemia  in    . .         . .         . .       36 


Constipation^  contd. 

-  in  anorexia  nervosa           . .  50 

-  appendicitis            . .        729,  736 

-  atonic                                143,  149 

-  in  carcinoma  oi  colon 

91,  367,  690,  729 
of  rectum            . .         . .  636 

-  catarrhal  jaundice  . .          . .  365 

-  chlorosis 41 

-  chronic,    with    vesico-colic 

fistula       146 

-  with  colic 134 

-  due  to  colon  inflammation  727 

-  congenital,     from    narrow- 

ness of  anal  canal          . .  150 
obliteration  of  bile-ducts  365 

-  in  congestion  of  liver        371,  407 

-  due     to     deficient     motor 

activity  of  intestines      . .  143 

-  definition  of            . .         . .  140 

-  in  diseases  of  female  genital 

organs      . .         . .  144 

-  enteric  fever            . .  648 

-  enterospasm  486 

-  enuresis  with  248 

-  due  to  excessive  force  re- 

quired         145 

-  foul  breath  with  99 
-fragmentary  142 

-  in  gastritis 297 

-  gradually  increasing          . .  350 

-  habitual,  diagram  showing 

bismuth  test  in   . .  141 

-  headache  in  . .         326,  328 

-  in  Henoch's  purpura         . .  90 

-  with  Hirschsprung's  disease 

433,  713,  718 

-  in  hypertrophic  stenosis  of 

the  pylorus          . .         . .  845 

-  indicanuria  in                     . .  349 

-  insonmia  in                         . .  356 

-  intestinal,  bismuth  test  in 

141.  142 

delayed  passage  of  fseces  in  141 

diagnosis  of  cause  of      . .  142 

from  dyschezia           . .  141 

-  with  intestinal  fermentation  267 

-  due  to  intestinal  hjrpoplasia  143 

-  -  obstruction           267,  431,  571, 

644,  645,  733,  846 

-  jaundice 361 

-  lead  poisoning 

38,  77, 186,  507,  798 

-  Malta  fever  . .          . .          . .  506 

-  mesenteric  embolism  or 

tlirombosis           . .          . .  90 

-  with       muco-membranous 

colitis        727 

-  mucus  in  stools  in  . .          . .  443 

-  in  organic  nervous  diseases  149 

-  pain  and  tenderness  in  the 

back  from            . .         . .  789 

-  in  pancreatic  apoplexy      . .  90 

-  passive  hypenemia  of  uterus 

from         ..          ..        428.  430 

-  with  peritonitis        644,  718.  719 

-  due  to  purgatives   . .         . .  848 

-  pyloric  ot    oesophageal  ob- 

struction    144 

-  pyrexia  from           . .         . .  618 

-  in  rickets 171 

-  spastic          . .          . .          . .  144 

-  tenderness  in  the  right  lilac 

fossa  from                        . .  780 

-  in  tuberculous  peritonitis. .  719 

-  undue  abdonunal  aortic  pul- 

sation         592 

-  visible  peristalsis  with       . .  724 

-  and  vomiting  from  intussus- 

ception               . .         . .  736 

-  x-ray  lUustration  of         141,  142 

-  in  yellow  fever  . .  . .  872 
Consumption  of  the  bowels  . .  56 
Contortionists,  lordosis  in     . .  188 
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CONTRACTED     PELVIS— COUGH 
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558 

153 
54G 
802 


161 
153 
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Contracted  pelvb,  paraplegia 

o£  infant  due  to. . 
CONTRACTIONS,  ATHETOTIC, 

etc.  (and  see  Atlietosis). . 

-  in  braohlal  monoplegia 

-  carpo-pedal,  in  tetany 

-  choreiform  (see  Choreiform 

Contractions) 

-  clonic  spasmodic     . .        160, 

-  definition  of 

-  distingnished   from  contrac- 

vUTcS  •  •  •  • 

-  fibrillar  (see  Fibrillar  Con- 

tractions) 

-  hysterical,  edmulating  tetanus  464 

-  involuntary 153 

-  q)asmodic    . .         . .        159,  162 

-  In  epilepsy  . .         . .     160 

-  a  minor  sign  in  various 

nervous  disorders 

-  of  sphincter  vcsicao 
in  tetanus 

-  tetanic 

interrupted 

resemble  cramp  . . 

CONTRACTURES 

-  in  acute  poliomyelitis     . . 

-  chronic  arthritis 

-  differentiation    of   contrac- 

tions from 

-  facial  (Fiffi.  136-9) 

-  of  hand 

-  with  hysterical  chorea 

-  in  monoplegia 

-  peripheral  neuritis 

-  talipes  from. . 

-  Volkmann's 

from  injury  to  forearm 

ConvaleteMOt,  anoDmla  in 

-  brisk  knee-jerks  in . . 

-  hypothermia  in 

-  irritable  cough  of    . . 

-  oedema  of  legs  in  . . 

-  polyuria  during 

-  priapism  in 

-  shortness  of  breath  in 

-  tachycardia  during 

-  tremor  in     . . 
CONVULSIONS 

-  in  acute  encephalitis 

-  cliildren    corresponding 
rigors  in  adults 


159 
443 
162 
161 
160 
163 
162 
555 
390 

153 

534.  537 

3 

..  157 

..  547 

..  890 

133,  133 

..  132 

552 

36 

..  397 

..  346 

..  175 

459,  461 

582, 583 

586 

101 

773 

795 

168 

139,  517 

to 

. .  646 

-  chokemia 361 

14 
161 
168 
172 
160 


-  chronic  nephritis     . . 

-  clonic,  in  focal  epilepsy 

-  definition  of 

-  effect  of  oxygen  in 

-  8pik|ptic 

with  coma  from  heemor- 

rhage     . .         . .         . .     140 

In  eclampsia       . .         . .     647 

in    gencnil    paralysis    of 

the  insane        . .         . .     340 

in  load  neuritis  . .  38,  77,  139 

not  often  unilateral       ..     174 

saturnine  cncephalopathv 

38,  139 

-  in     the     Stokes  -  Adams 

syndrome         . .  97,  527 

-  in  urspmia  . .        464,  647 

-  in  general  paralysis  of  tlie 

insane       . .         . .         139,  269 

-  from  hydrophobia  . .         . .     801 

-  in    hysteria   (see   Hysteria, 

Convulsions  in) 

-  infantile,  hyperpyrexia  in. .     344 

-  Jacksonian  epilepsy  . .     161 

-  local  (see  Contractions)     . .     168 

-  in  meningitis     139,  341,  612,  642 

-  non-obstructive  anuria 

-  organic  cerebral  disease 

-  otitis  media  in  cliildren 

-  phoRphorus  poisoning 

-  poliomyelitis 


Convidsion$,  contd, 

-  pyrexia  due  to       ..169,344, 

-  in  rickety  children . . 

-  simulated  by  malingerers.. 

-  in  sinus  thromboaiB  139, 

-  Stokes- Adams'  disease 

-  strychnine  poisoning 

-  subnormal  temperature  after 

-  tetanus 

-  unilateral,  discussion  of     . . 

-  unemic  14.  45,  48,  464, 

-  opisthotonos  in  . . 

-  after  urinary  operations    . . 

-  In  yellow  atrophy  . . 
Convulsive  tic,  chorea  simulating 

-  twitching  in  syncope  of  fatty 

heart         . .         . .         . . 

COfMlbt.  effect  on  urine 

-  eruption       

diagnosis  from  small-pox 

-  polyuria  after 

-  purpura  from 

Copper,  foul  taste  in  mouth 
from 

-  green  sweat  due  to . . 

-  salts,  ptyalism  due  to 
Coppery  areola  of  syphilides. . 

Cor  bovinum 

Coraco-bracliialis  muscle,  spi- 
nal nerve  root  supplying 

-  nerve  supply  of 

Cord,  combined  sclerosis  of 
(see  Combined  Sclerosis  of 
Cord) 

-  compression   of   (see    Com- 

pression of  C^otd) 

-  lesions    at    various    levels, 

effects  of 

-  spermatic    (see    Spermatic 

Cord) 

-  transverse   lesions   of,  con- 

tractures in        . .        162, 

-  umbilical     (see     Umbilical 

Cord) 

Corea,  paragonimus  Wester- 
mani  in    . . 

Com,  perforating  ulcer  origin- 
ating from 

-  suppurating,     distinction 

from  perforating  ulcer  . . 

-  pain  in  the  foot  from     . . 

Cornea,  appearance  of,  in  dif- 
ferentiation of  conjuncti- 
vitis, iritis,  and  glaucoma 

-  herpes  of 

-  insensitiveness  of.  from  para- 

lysis of  fifth  nerve 

-  opacities   of,    in  congenital 

syphilis 

from  interstitial  keratitis 

in  keratomalacia 

from  ophthalmia  neona- 
torum      . .  . .     836. 

paralysis  of  fifth  nerve  . . 

from  ulceration  . . 

-  perforation  of,  in  diphtheria 

infection  . . 

gonococcal  infection 

from  ophthalmia   neona- 
torum . .         . .         . . 

by  ulceration 

-  rodent  ulcer  of  (see  Mooren's 

Ulcer) 

-  steamy  in  glaucoma 

insensitive  in  glaucoma. . 

-  tuberculous  ulceration  of  . . 

-  ulceration  of  (see  I'lccration 

of  Cornea) 
Corneal  affections,  photopho- 
bia in 

-  reflex  in  facial  paralysis    . . 
CocueX.  \i\ak^*?t'*  crraxivv 
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Coronary  wiortes,  angina  iw- 
toris  due  toscleto^^of 

at-heroma       of.       Tiok«t 

thumpings  of  heart  viti: 

mistaken  for  rheumatCjD 

of  tlie  shoolder 

pain  and  tendemes  ia 

t^e  back  finnn 

Stokes- Adams' qrwIrosM 

from  . . 
Corpora  quadrignnina,  inten- 
tion tremor  from  lesioc  of 

tiunoar  of,  loss  ol  conrwe- 

ent  aooommodatkxi 

^-ith  retention  of  Ugfat 
reflex  In 
Corpus    caTemosum,    inflam- 
mation of 

-  luteom,   kuemorrtiage  froB, 
pelvic  hematocele  from 

tuemorrhagric     cy«t    ol, 

pHvic  pain  IroiB 

-  striatum,  hyperpyrexia  fron 
lesions  of. . 

CorpuaclOt,    red.    increase  of 
(see  P<djcvtiuenua') 

-  -  nucleated  C/'lo/^//.  /"v.  ^  i* 
variation    in   shapes  and 

aifies  of  (JPiate  11)      ..     » 

-  white  (see   Leucocytes) 
Corrigran's  pulse  . .    :•* 
Corrooivo  poisonint,  ipsopba- 

Creal  stenosia  from         ..    tit 

iuematemefiis  in  ?M.  ^" 

loss  of  tante  from  ''* 

sore  throat  from  «7l.  <:t 

symptoms  of       . .        »7,  *4i 

vomiting   from    . .        . .    *K 

-  sublimate   test    for  bile  is 
stools         i>- 

Coryzft,    acute,    pains  in    tbe 
limbs  in  (and  see  D^cfaarp. 
Nasal ;  and  Cold.  Commoe) 

503.  V" 

-  in  arsenical  poisoning       . . '    ''-> 

-  congenital  syphUis  ..         ..    A» 

-  e  feno,  or  hay  fever,  loss  of 
smell  in    . .  . .        «*.  r* 

-  impairment  of  taste  from..    TT'- 

-  in  influenza  . .         . .    S»'i 

-  from  iodides  . .  >: 

-  in  measles    . .  . .         . .    4S 

-  various  causes  of  *.  !  ^ 
Costermonf*er8,  chronic  phsrritf^ 

itis  in        . .  . .         s;o.  «:5 

Cotton,  relation  to  actinomyrcs 

88,  nv: 

-  sporotrichosis  from  ..    « 

-  wool  In  ears,  otorrhoea  frooi    40 

-  -  eczema  f^m  . .  4*> 
Coud^  catheter  44O  441 
COUGH  ..Ki 

-  in  asthma  not  the  essential 
symptom 

-  Charcot- T^yden   crpitals  in 

-  due  to  chronic  pleurisy     .. 

-  dry,  due  to  growths 

-  eariy  in  phthisia 

-  epistaxis  from 

-  in  fibroid  lung 

-  hflnnopt3rsis  from  violent  '. '. 

-  incessant,  in  phthisia 

-  in  influenza. . 

-  interference  with,  by  laryn- 
geal paralysis      . .         i38,i» 

-  in  mediastinal  growth        . .     4*3 

-  micrococcus  catarrh  alis   in. 
in  influenza  . .  si^ 

-  mitral  refmrgitation  ..     J$? 
I  -  morning,  in  l>ronchLil  cvtarrii  17* 
I  -  oedema  of   face,    neck   and 
,          anns  from            . .         459  4*;! 

^^^\-,««^^^    ^oeumothorax      ^^ 
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Cough,  contd. 

-  pain  in  the  chest  due  to    . .     480 

-  painful,  in  phrenic  neuralgia    478 

-  parox3r8mal,    in    whoophig 

cough        . .  . .         . .     467 

-  in  phtliisis 

101,176,186,319,677,620 
-pneumonia   ..  ..176,176,373 

-  relation  to  gastric  branches 

of  vagus  . .         . .         . .     1 76 

-  severe  epigastric  pain  from    486 

-  tenderness    in    the    epigas- 

trium from         . .         . .     779 

-  vomiting  from        . .         467,  844 
Coughing  in  diagnosis  of  in- 
guinal swell^gs  . .         . .     740 

Cousins,  marriage  of,  retinitis 

pigmentosa  from  . .     838 

Cracked  nipples,  mastitis  from    743 

Cracked-pot  sound  in  fibroid 

lung  . .         . .         . .     246 

CRACKLING,  EQQ-SHELL  ..     177 

-  over  myeloid  sarcoma      . .     766 
CRAMPS  177 

-  abdominal  (see  Colic) 

-  in  alcoholism  59,  78,  238,  300,  368 

-  diflEerentiation    of    contrac- 

tions firom  . .         . .     163 

-  -  from  contractures  . .     163 
peripheral  neuritis  78,  506 

-  dull,    aching     pain     after 

cessation  of  spasm  in    . .     494 

-  painful  spasm  in     . .  . .     494 

-  professional,     ill-health     a 

cause  of    . .  . .         . .     177 

from  local  injury  .,     177 

-  in  Sjrringomyelia     . .         . .     664 

-  typist's     (see     Occupation 

Neuroses) 

-  writer's,    (see    Occupation 

Neuroses) 

Cranial  nerve  paralyses,  mus- 
cular atrophy  in. .         . .       75 

ptosis  in  . .         . .     690 

syphilitic,  multiple 

asymmetrical  . .  . .     640 

Craniotubes     in     congenital 

syphiUs 782 

-  crepitus  with  . .  . .     179 

-  ogg-.sholl  crackling  in        . .     177 
Cranium  (see  Skull) 

Creatinine       4 

-  darkening  witli  picric  acid      290 

-  oxalates  derived  from        . .     471 

-  in  urine,  reduction  by      . .     290 
Cremaster  muscle,  spinal  nerve 

root  ^supplying    . .  . .     543 

Crenated  red  corpuscles  (PUUe 

//,  Fig.  D)  . .  . .       28 

Creosote,  foul  taste  from      . .     774 
CrepiUtions  in  pneumonia 

186,  701,  702 

-  mediastinal,  in  acute  medi- 

astinitis    . .  . .  . .     483 

CREPITUS        179 

-  in  endosteal  sarcoma         . .     756 

-  fractured  rib  . .  . .     776 

-  subcutaneous  (see  Emphy- 

sema, Surgi(»l) 

Crescents,  congenital  myopic 
jiigmented,  ophthalmos- 
coi»ic  appearances  of 
(Flatf  V!l)  ..         461,  462 

Cretinism,  amenorrhcea  in    . .       23 

-  delayed  walking  from       . .     557 

-  fades  of        258 

-  fatty  pads  on  shoulders  in    259 

-  hair  and  skin  in      . .  . .     259 

-  hypothermia  in      . .        259,  345 

-  illustrated  (Fig.  67)  . .     216 

-  lack     of    mental     develop- 

ment in    . .  . .  . .     259 

-  paraplegia  due  to    . .        556,  557 

-  pendulous  belly  in  . .     259 


Cretinism,   contd. 

-  relative  largeness  of  head  in    268 

-  slow  pulse  in  . .  . .  259 
~  stunted  growth  in  . .         . .     268 

-  thyroid  extract  in  216,  667 
Crick  in  the  neck  . .  . .  477 
Criiee,  QBttric  . .  134,  847 

periodicity  of     . .         . .     847 

in  tabes  doraalis  134,  360,  473, 

489,  662,  664,  666,  844,  847 
diagnosis  from  indigestion  360 

-  intestinal 134 

-  laryngeal 466 

-  in  lobar  pneumonia  . .     186 

-  pyrexial   in   meningococcal 

meningitis  . .         . .     642 

-  in  typhus  fever  . .  . .  371 
Crossed  hemiplegia    . .         . .     336 

-  paralysis  Tand  see  Hemiplegia)  536 

-  pyramidai  tracts,  Babinaki'e 

sign  in  lesions  of  . .      8S 

Cross-leg^  gait       ..         ..     164 

in  Little's  disease  . .     164 

Croton  oil  causing  bulls      . .     110 

-  used  by  malingerers  . .  112 
Crural  lesions  causing  ataxy. .       68 

-  monoplegia   (see    Paraljrsis 

of  one  extremily  (lower)  ) 

-  nerve    (anteri<»-),    isolated 

paralysis  of  (see  Anterior 

Crural  Nerve) 
Cms  penis  (see  Penis) 
Cniitt  (and  see  Scabe) 

-  in  atrophic  rhinitis. .         . .     S04 

-  cheiropomphidyz  664,  832 

-  eczema         . .  602,  839,  831 

-  favQS  . .        370, 663 

-  herpes  829 

-  impetigo       . .  113,  602,  831 

-  keratosis  follicolaris  . .     806 

-  lupus   vulgaris  448,  808 

-  mycosis  fungoides  ..         ..     803 

-  Paget's  disease       . .        803,  803 

-  pemphigus  vulgaris  . .     664 

-  pustular  eczema     . .         . .     602 

-  from  pustules  . .         . .     601 

-  in  scrofulodermia  . .         . .     603 

-  syphilides 604 

-  from  vesicles  . .         . .     829 

-  in  xerodermia  pigmentosum  804 
Crutch,  musculospiral  paralysis 

from  649 

Crying,  oedema  of  face,  neck, 

and  arms  from  . .  469,  461 
Cryoacopy     of     cerebrospinal 

fluid  338 

Cryptomenorrhopa      . .  . .       22 

Cryptorchism  in  infantilism. .  218 
CRYSTALS,    Charcot-Leyden, 

illustrated  ..  ..  117 
in  asthma            . .         . .     179 

-  in     acid     urine     in     renal 

calculus 306 

-  cholesterin,  in  gall-bladder 

(Fig.  91) 281 

in  spermatocele  . .  . .     765 

-  choline  platino-chloride     . .     339 

-  cystin,  illustrated  . .  . .     187 

-  dumbbell,  in  oxaluria  . .  470 
of  uric  acid  . .  . .     816 

-  of  fats  and  fatty  acids  in 

stools        197 

-  fatty  acid  in   pancreatitis      117 

-  "  hcdgeho*^,"  of  urates     . .     815 

-  leucin  . .  . .        302,  843 

-  osazone         . .  . .        115,  290 

-  oxalic  acid  (Fig.  130)       . .     470 

-  roeettes,  of  uric  acid         . .     816 

-  "  thorn-apple,"  of  urates  . .     81.> 

-  triple  phosphate  (Fig.  155)      573 

-  tvroKin  ..  ..        302,  843 

-  of  uric  acid  (Fig.  212 ;  and 

see  Uric  Add  Cry*ta\R). .     %\% 
(Tud-chewing  (see  'MerycVam") 


Cup,  glaucomatous  (Plate  VIII, 

p.  463)      . .  267,  461 

-  physiological,      ophthalmo- 

scopic     appearance      of 
(Plate   VII)  ..         ..461 

Curtttage    in    diagnosis     of 

cause  of  dysmenorrhcea      220 

metrorrhagia    . .         . .     433 

metrostaxis      . .  436 

-  in  endometritis       . .        220,  439 

-  relief  of  dysmenorrhcea     . .     320 

-  sterility        706 

CURSCHMANN'S     SPIRALS, 

significance  of  (Fig.  46)  . .     1 79 

in  spasmodic  asthma     . .     118 

CURVATURE,  SPINAL  (see 
also  Kyphosis ;  Lordosis ; 
Scoliosis ;  and  Spinal  Cur- 
vature)      180 

CutantOUS  reaction  (von  Fir- 

quet's)  for  tuberculosis. .  .  613 

-  sensibility,  loss  of,  mistaken 

for  paralysis  . .     645 

Oit  throat,  hflbmoptysis  from      318 

stenosis  of  tnMmea  after      710 

stridor  in 710 

CYANOSIS,  EXTREME         ..     184 

-  blood  alterations  causing      184 

-  -  clubbed  fingers  in  128,  184 

-  borborygmi  with    . .         . .       97 

-  in  chronic  mediastinitis  . .     484 

-  congenital 184 

-  in  congenital  heart  disease 

129,  344,  679,  790 

-  during  convulsions  ..     169 

-  of  face  and  neck  with  aortic 

aneurysm  (Fig.  73)       . .     334 

-  hands    in    some    cases    of 

cervical  ribs        ..         ..     498 

-  in  laryngismus  stridulus  . .     466 

-  local,  symmetrical,   of  the 

extremities,  in  Raynaud's 
disease 490 

-  from  malignant  ulceration  cl 

larynx 186 

-  mediastinal  growth . .         . .     396 

-  in  mitral  stenosis    . .         . .     764 

-  myxoedema  . .         . .     259 

-  passive  congestion   of  liver    370 

-  periodic,     from     bronchitis 

and  emphysema  . .     579 

from    fibroid    lung     and 

bronchiectasis  . .     679 

in  mitral  stenosis  . .     679 

from  renal  disease        . .     679 

-  pneumonia  . .         . .         . .     646 

-  from  pncumotliorax  480,  577,  712 

-  polycythaemia  with  187,  679 
-^  from  pulmonary  embolism  320 
-'-stenosis     ..          ..        104,  247 

-  during  rigors  . .         . .     647 

-  in     splenomegalic     polycy- 

thaemia     . .  187,  681,  693 

-  in  Stokes- Adams'  disease..       97 

-  from   sudden    irruption    of 

caseous    bronchial  glands 
into  bronchus       . .         . .     466 

-  in  sulphha;moglobinipmia  . .     187 

-  syphilitic  ulceration  of  larynx  185 
Cyclical  albuminuria  . .         . .       19 

-  vomiting  of  children  426,  843 
Cyclitis,  causes  of       . .         . .     256 

-  conjunctivitis  distinguished 

from  . .  . .         . .     366 

-  severe  pain  in  the  eye  from  366 
Cyrtometric  tracings  of  various 

forms  of  chest,  illuste^ted    192 
(^talgia,    frequent    micturi- 
tion in      . .         . .         . .     443 

Cystic  degeneration  of  fibro- 

myomata  434 
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C^*t\c  disease,  contd. 

-  -  Of  kidneys         .  •           8. 

390 

af?e  incidence  of 

310 

albuminuria  in 

15 

anuria  in         . .            45 

.  48 

bilateral  tumours  in  . . 

310 

bulging  of  lower  tlioracic 

wall  by 

393 

Cheyne-Stokes  respira- 

tion in 

124 

continued   polyuria    in 

683 

diagnosis   from   hydro- 

neplirofdi)      . .        310, 

396 

hsmatiiria  in             304, 

310 

iliocostal  space  length- 

ened In 

393 

occupation    of     whole 

abdomen  by 

393 

pain  in 

310 

}ialpability  on  vaginal 

examination 

393 

renal  enlargcmont  from 

310 

similarity  to  ovarian  cynt  393 

symptoms  of  . .         ." .       48 

-  duct  stenosis,  distention  of 

gall-bladder  without  Jaun- 
dice in       365 

calculus  in,  colic  witliout 

jaundice  from  816 

-  ovary,  congestive  dysmenor- 

rhoea  from  . .     230 

Cysticeroi,  eosinophilia  with        453 
Cystin  crystals  (Fig.  51)  187 

-  formula  of   ..         ..         ..     187 

CY8TINURIA 187 

Cyttitit,  abscesses  in  mucosa  in   627 

-  albuminuria     in    ascending 

nephritis  from     . .         . .       16 

-  bacteriuria  in  . .         . .       83 

-  from  calculus  312.  513,  629 

-  congestion    of     bladder     a 

predisposing  cause  of     . .     627 

-  cyBtoscope  in  diagnooing  442,  628 

-  diagnosis     from     posterior 

urethritis 628 

prostatitis  . .         . ,     627 

-  pyelitis       or       pyelo- 

nephritis . .         . .     628 

-  -  urethritis  207,  628,  631 

-  due  to  dysenteric  or  tubercti- 

lous  intestinal  oloeration    633 

-  dyspareunia  from  . .         . .     221 

-  frequent  micturition  in    221,  438, 

512,  627,  628,  817 

-  lucmaturia  in  304,  312,  441, 

512,  627,  628.   629,  631 

-  duo  to  iastrumentation    . .     627 

-  from   malitmant  ulceration 

of  tlie  bladder     . .         . .     627 

-  mucous  membrane  changes  in  627 

-  mucus  in  urine  from       . .     221 

-  from  non-gonococcal  ureth- 

ritis   206 

-  pain  after  micturition  in  441.627 

in  bladder  from  . .  . .     629 

penis  from  411,  512, 

513,  514,  628 

perineum  in        . .        516,  627 

vulva  on  micturition  in. .     442 

-  from  papilloma  of  bladder    630 

-  prostatic  obstruction         . .     627 

-  much  pus  in  alkaline  urine 

in  623 

-  pyelitis  from  . .     625 
crystals  in  urine  in      . .     629 

-  pyonephrosis  from  . .  626 

-  pyrexia  in  312,  512,  020,  627 

-  pyuria  due  to  ..       221,  312. 

512,  623,  627 

-  recurring  rigors  in  . .  648 

-  with  retention  of  urine      627,  628 

-  in    retroversion    of    graviii 

utenw 628 

-  Boptic  artluritid  from  376 


Cystitis,  contd. 

-  simulating  passage  of  feces 

per  urethram  264 

-  suprapubic  pain  in 

306,  312,  61S,  627,  631 

-  in  tabes 628 

-  transverse  myelitis  . .     628 

-  triple  phosphate  crystals  in 

urine  in   . .         . .  674 

-  tttlwrculOUt,  general  account 

of  . .  . .  613,  628,  629 

age  incidence  of  . .         . .     613 

sMOCiated    witli     tuber- 

culotiis      of      vei*icubD 
seminales  312.  613,  429 

ureteral  tuberculosis  . .     613 

cystoscopic    appearances 

in   (Plate    V,    Fig.   E, 

p.  30$)      312,  613.  626,  629 

diagnosis     from     renal 

tuberculosis       312,  513,  629 
ureteral    calculus    im- 
pacted near  bladder      627 

vesical  calculus  . .     628 

examination  for  tubercu- 
lous focus  elsewhere  in    613 

-  frequency  of  mictariti<m 

in  ..    306,312.513,681 

uninfluenced  by  rest 

in  . .         . .         . .     513 

lupmaturia  from 

301.  312,  441.  628,  629 

lesions  In  tester,  prostate, 

or  vesicles  wiUi  . .     629 
otljer  genito-urinary  tuber- 
culosis in          . .        312,  513 

pain  after  micturition  in     441 

in  penis  ..        441,  613 

perineum  m     ..  ..     616 

persistent  slight  pyuria  in    312 

primary,   diagnosis   from 

{>rimary  renal  tubercu- 
osis 629 

prostatic         tuberculosis 

with  613,678 

-  -  pyuria  due  to  441,  613, 623,  628 

-  rarely  a  primary  afTection    613 
sli?ht  lia^maturia  at  end 

of  micturit'on  in  613 

tubercle  bacilli  in  urine  in 

312,  613 

tuberculous  tostis  with  513,518 

vesicular  seminales  with    613 

-  ulceration  of  bladder  with 

627,  629,  630 

-  from  urethral  stricture      . .     627 

-  urethritis      . .  . .        627.  631 

-  urinary  changes  in . .  . .     628 

incontinence  with  . .     628 

obstruction  with  . .     628 

-  urine  acid  in  . .      612,  627 
alkaline  in            . .         . .     628 

-  vesical  tenesmus  in  . .     312 
Cystoccle  simulating  prolapse 

of  uterus  . .         . .  . .     587 

-  dystocia  due  to      . .  . .     227 

-  pain  in  perineum  in  . .     516 

-  vulval  swelling  due  to        . .     768 
CyttOteopy,   adrenalin   as    an 

aid  to        630 

-  ap{)earanc«s  in  adhesion  of 

a])pendix    to   bladder   in 
appendicitis         . .  . .     632 

in    bilharzia    hirmatobia 

infection      (Platf     17, 
Fig.  K,  p.  310)  313.  614,  630 

in    descendini;   ureteritis 

(Piatr    F,   Figs.    C,   D, 

p.  308) 615 

dilatation  of  ureter        . .     625 

imparteil  urctoral  cjilculus 

514,  627 

-  in    thickening    of    ureter 

(Plate  r,  Fuf.  /),  p.  308)    625 


C]fMtitsa*pif,  ap/tearamnt,  r».. 
in     ureteral    tobcrn3!.>r.« 

(Plate  F,  Ftg,  I>.  f.  >- 
vesical  runours  (/Yav  i;. 

^tgs.  F^  G,  p.  310.  .. 

-  bladder  infected  from  tut<r- 

culoos   bowel 

-  in  calculoos  anuria 

-  caninoma  of  bladd«r  fPltr 

VJ,  Fig9.  F.  a.  p.  li'V 

442,  61*.  511 

-  detectins;  TCHkal  fistula    .. 

-  —  cause  of  bearing^iovn  pap 

pyuria  i^Plate  W  p.  W- 

cystitis      . .  44i,  fc*. 

papilloma  of  bladder 

441.  3.1 

pelvic  tamoar 

pyelitis  (Plau  l'.  fi?.  • 

p.    308)..  «:1J 
siiiplc     simple    ukw   of 

bladder 
vesical  calculus  (PUiei  r. 

VI,  pp.  3i»8,  3ini    Sll 
442.  515.  Si;. 
villous  tumour  of  bUdirr 

-*  in    differential   diamor-L*  ct 
ulceration  of  bladd«T    .. 

-  hematuria    (Plates    1',   17. 

pp.  SCiH.  310)  ? 

-  in  pneumaturia 

-  silver  nitrate  as  an  aid  t«- . . 

-  in      nuspected     growth    i1 

kidney       

renal  tuberculotds  ( /fa/'  I . 

p.  308)..  ..        «>". 

-  vesical    tuberculosis    (TU:* 

r.  Fig.  K,  p.  30S) 

312.  513.  6i^ 
Cyttt,  abdominal  i^wellinp  froo 

-  of  Bartholin's  gland 

-  braait,     bhx><i-staineil    ^'Ja- 

charge  from  nipple  l*i  . . 

witli  chronic  miu>tit:«   '-""t 

diaimobis  fn'km  c^arcinon.! 

fibro-adeuoma 

mastitis  i"i. 

with  tlbro-ndcnomA 

fluctuatioTi  rarely  felt  :n 

nvilk   retention   in   Ucri- 

tion  fsee  CSalactocek.i. . 

possibly  p^ecau^'efXH2^   . . 

simple  serouii 

-  causing  albuminuria 

-  of  corpus  lut«*um      . . 

-  dentigerouB  . . 

-  derived  from  Wolffian  V-o^Jy 

-  dermoid  (see  DtMrmoid  Ct-h 

-  diagnosis  of  ascites  fnwn  . . 

-  of  epididymis  ("see  Epididr- 

mid.  C>rstic  IH'sease  ofi' 

-  hydatid  (soe  Hvdatid  i>!*t- 

-  of  kidney,  serous     . . 

-  lesser  peritoneal  S:U' 

-  liver  simulating  as^iteit 

-  mft^ntery,  simulating  as*.'ii<« 

-  in  mucous  uterine  polypi  . . 

-  omental 

-  ovarian  (soe  Ovary,  i>pHs.  of- 

-  of  pancreas  (see    Panrre*^. 

Cysts  of) 

-  pneumaturia  caused  by     . . 

-  retroperitoneal,    laparotomv 

in  diagnosis  of      . . 

-  -  palpable    in     left    hvp<w 

chondrium        . .      '    . . 

-  pyloric  obstruction  frwn 

-  in  sarcoma  . . 

-  sebaceous  of  scrotum       6i«l. 

-  of  testis  (see  Testis.  Cvst  of  i 

-  thyroid  gland  . .  ' 

-  urachal  (see  Vroclial  l>si) 

-  vulval  . .  . .         7ft8, 
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CyUAof^  of  aadtic  fluids      . .  57 

-  cerebrospinal  fluid . .         . .  339 

-  in  ^neral  paralysis  of  the 

insane 2G9 

-  spinal  meningitis    . .         . .  464 

-  urine  in  acute  nephritis     . .  12 

DACHSHUND  type  of  dwarf  213 
Dactylitis,  tuberculous  (i^.l9S;  751 
Diacetic  acid  in  cyclical  T<nnit- 

ing  of  children    . .         . .  843 
Dalr3nnple's   sign   in    exoph- 
thalmic goitre     ..         ..792 

Damiana,  priapism  caused  by  686 

Damp,  nephritis  from           . .  13 

Dancers,  cramp  in  . .  . .  177 
Dancing,  hsematuria  after,  due 

to  movable  kidney         . .  310 

-  menorrhagia  from  . .  . .  428 
Darier,  re  prurigo  ferox         . .  531 

-  re  vesicles 829 

Day-blindness  or  henwralopia  841 
Dead  fingers,  association  with 

menorrhagia  at  puberty  480 

-  in  periphwal  neuritis  . .  605 
DEAFNESS   (and  see   Word- 

deafneesj 187 

-  apoplectic 190 

-  in  consrcnital  syphilis         . .  260 

-  from  fracture  of  base  of  skull 

468,  794 

-  with   hysterical   hemiames- 

thesi  4                   . .         . .  666 

-  in  M^ni^re's  disease           . .  828 

-  otitis  media            . .        469,  470 

-  otosclerosis 829 

-  and  tinnitus  associated     . .  793 

-  due  to  wax  in  ears  . .  . .  467 
DMth  from  inadequate  cauee 

in  Ijrmphatism     . .         . .  423 

-  sudden,     from    pulmonary 

embolism         . .         185, 321 

from  ruptured  aneurysm 

140,  482 
Dtbility    in    acute   polymyo- 
sitis            604 

-  cirrhosis  of  liver     . .         . .  410 

-  cough  due  to                       . .  175 

-  exi^ggcration  of  knee-jerks 

in  any  condition  of  soions  397 

-  general,  in  acute  polymyositis  501 
flurihing  in            . .         . .  268 

-  in  Malta  fever         . .         . .  607 

-  muscular,  in  late  stages  of 

acromegaly          . .         . .  749 

-  neurasthenia  from  . .         . .  506 

-  pain  in  the  back  in              . .  476 

-  in  scurvy  86,  116,  802,  753 

-  septicaimia             . .           . .  650 
Decerebrate  rigidity  of   Sher- 
rington       163 

Decidual  cast-},distinction  from 

m?mbranous  dysmenorrhoea  220 
Decubitus  acutus  (see  Bedsore, 

Acute) 
Otfacation,  disorders   of,    in 

cancer  of  sigmoid  flexure  501 

-  disregard  of,  a  cause  of  con- 

stipation    149 

-  frequency   of,   in   colitis  of 

infants 92 

dysentery 90 

-  frequent  desire    for,    from 

polvpi 93 

-  hemorrhage  on,  from  uterine 

growths 434 

-  induced  by  finger    . .         . .  149 
soap          149 

-  ineflicient  (and  see  Constipa- 

tion ;  and  Dyschezia)     . .  148 

-  insuffidency  of        . .         . .  140 
"  mcclianism  of         . .         . .  148 

-  obstacles  to  efficient          . .  160 

-  painful,  in  fissure  of  anus  . .  636 


80 
348 
149 
140 

149 

148 


Def <r cation,  contd. 

-  peremptory    desire    for,  as 

epileptic  aura 

-  precipitate 

-  reflex,  primary  weakness  of 

-  time  after  meals  of . . 

-  unfavourable  posture  in,  a 

cause  of  constipation     . . 

-  weakness  of  voluntary  mus- 

C16S  01  •  •  •  ■  •  • 

DsformitiM  in  acute  polio- 
myelitis   . .         . .         . .     555 

-  dwarfism  due  to     . .         . .     212 

-  with   paraplegia  in   Fried- 

reich's ataxy       . .         . .     559 

-  in  syringomydia     . .         . .     663 
DEFORMITY  OF  THE  CHEST 

(see  also  Chest,  Deformities  of)  191 
Degeneration  of  muscles,  fibril- 
lar contractions  in 

-  reaction  of  (see  Reaction  of 

Degeneration) 
Deglutition  difl9cult,  in  bulbar 
paralysis 

-  effects   on    muscles   of,    in 

hydrophobia 
Dejerine,  re  olivo-ponto-cere- 

t)ellar  atrophy    . . 
DELIRIUM 

-  abnormal  sense  of  sise  in 

-  in  acute  yellow  atrophy    302, 

-  chobemia 

-  cordis,  due  to  digitalis 

-  from  fractured  spine 

-  in  fungating  endocarditis 

-  hysteria 

-  muttering,  in  cirrhosis  of  liver  368 

-  nocturnal,  in  cirrhosis  of  liver  359 

-  in  non-obstructive  anuria. . 

-  otitis  media  in  children 

-  phosphorus  poisoning 

-  prognostic  significance  of. . 

-  in  scarlatina 

-  typhoid  fever 

*~  trBinsfit 

-  with  cirrhosis  of  liver    . . 

hyperpyrexia  in . . 

insomnia  in 

spasmodic  contractions  in 

Delivery,  difficult  (see  Dystocia) 
Deltoid  muscle,  spinal  nerve 

root  supplying     . . 

-  nerve  supply  of 

-  pseudo-hypertrophy  of 

-  wasting  in  phthisis 
Delusions  in  anorexia  nervosa 

-  concerning   genital   organs, 

subjective  smell  sensa- 
tions associated  with 

Demarcation-line  in  dry  gan- 
grene       ..        (Plate  IV) 

Demsntia,  amnesia  in 

-  catalepsy  associated  with  . . 

-  in  cerebral  syphilis. . 

-  epileptic,  irritability  in 

-  impotence  in 

-  mutism  in    . . 

-  precox,  decrease  of  reducing 

body  in  cerebrospinal  fluid 

-  ptyalism  in . . 

-  in  saturnine  encephalopathy 
Dendritic  synovitis,  crepitus  in 
Dsnous,  acute  general  pains  in 

the  limbs  in 

-  diagnods    from    measles  . . 

rheumatic  fever 

scarlet  fever 

yellow  fever 

-  erythematous  rash  at  onset  of  606 

-  fever  in        . .         . .         . .     506 

-  luematemesis  in      . .         . .     294 

-  headache  at  onset  of  . .     606 

-  lonsr  persistence  of  pains  in 

limbs  in    . .         . .         . .     606 


157 


169 

162 

799 
194 
840 
370 
361 
773 
286 
103 
345 


46 
229 
373 
194 
301 

90 
196 
410 
344 
356 
159 


666 

660 

560 

72 

60 


669 

283 
25 
651 
173 
360 
347 
682 

339 
591 
139 
179 

503 
506 
506 
506 
373 


Dengtu,  eontd. 

-  loss  of  weight  in     . .         . .  848 

-  meteorism  in           . .         . .  482 

-  pains  in       . .         . .        603,  606 

-  worse  on  movement  in  . .  506 

-  pus  in  the  stools  in        . .  601 

-  rapid  pulse  in         . .         . .  606 

-  relapse  after  two  or  three 

days'  improvement  in    . .  506 

-  roseolar  rash,  beginning  on 

hands  and  wrists,  in  the 

relapse  of             . .         . .  606 

-  slow  convalescence  in        . .  606 

-  sore  throat  in          . .         . .  606 

-  sudden  onset  of      . .         . .  606 
Dental  caries  (see  Caries,  Dental) 
Denticerous  cysts       . .         . .  757 
Dentition     causing     infantile 

convulsions         . .         . .  170 

Depression  due  to  arsenic      . .  297 

-  with  fatty  heart     . .         . .  241 

-  in  gastritis 297 

•  general  congestion  of  liver  407 

-  influenza 605 

-  irritobility  in          . .         . .  360 
Dercum's  disease  (see  Adiposis 

Dolorosa) 
Dermatitii  txfoliathft,  affect- 

tion  of  general  health   in  580 
distinction     from     pity- 
riasis rubra  pilaris      . .  630 

-  gestationis,  pruritus  in      . .  588 

-  herpstiformfai  affecting  fingers  266 
bleeding  gums  in  86,  88 

-  -  buUae  in  110,  113,  781,  829,  881 

distinction  from  ecxems  881 

herpes  zoster  . .         . .  880 

eosinophilia  in    . .         . .  249 

erythema  in         . .         . .  881 

long  course  of     . .         . .  781 

pityriasis  rubra  aft^      . .  668 

-  pruritus  in          . .         . .  588 
pustules  in          . .         . .  831 

-  relation  to  herpes  gesta- 

tionis      Ill 

-  scabs  in 881 

simulated     by     urticaria 

bullosa             . .         . .  850 
tenderness  of  scalp  in  780,  781 

-  -  vesicles  in  .  .781,  829,  831 

-  -  wheals  in. .         . .        831,  850 

-  of  pregnancy,  bullae  in        . .  Ill 
Dermatographia         . .         . .  771 
Dermatomyositis    (see    Poly- 
myositis, Acute) 

Dermoid   cytti,   diagnosis  of 
meningocele  and  encepha- 

locele  from         . .         . .  254 

"disjjlacement  of  eyeball  by  254 

mediastinal,  varicose  tho- 
racic veins  from          . .  826 

ovarian     . .         . .         . .  760 

simulating  fibroma         . .  804 

xanthoma  multiplex . .  805 

of  vulva    . .         . .         . .  768 

Desquamation  in  cheiropom- 

pholy  X Ill 

-  in  erytlicma  scarlatiniforme  253 

-  scarlatinal    ..             13,  671,  674 
Destructiveness  in  idiocy      . .  682 
Detachment   of   retina,    oph- 
thalmoscopic appearance 

of  (Plate  VI 11)    • .          . .  463 
Determination  of  blood  to  the 

head,  epistaxis  in           . .  261 
Deutero-silbumoee      . .         . .  20 
Dhoble't  itch  in  bathing-draw- 
ers area  , .         . .         . .  447 

and   eczema  marginatum  275 

epidermophyton  inguinale  276 

Perneti  in       . .          . .  275 

rubrum  in        . .         . .  275 

-  microsporon  furfur  in    . .  275 
minutissimum  in        . .  376 
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DIA  BETES— DIPHTHERIA 


411     -  - 


585 
818 
789 


! 


DialittM  293 

-  axotic,  polyurU  in  583,  584 

-  breiiad       ^n 

-  absence  of  jaundice  in  '. .     411 

-  livtf  cirrfaoais  with       411,  575 
pigmentation  of  . .        411,  575 

-  soffar  in  urine  in. . 

-  iniipMot,    acrome^alj    and 

mjxdedema     simulating 

-  -  colourieKs  urine  in 

-  -  extreme  tliirst  with 

-  -  in     lesions     of     central  ' 

nervous  system        584,  585  j 

-  -  polyuria  in  I 

579,  581,  582,  583,  584,  789  ! 

specific  gravity  of  blood  in  584  j 

urine  in       . .         .■ .     584  ' 

total  solids  in  urine  in  . .     584 

-  -  various  causes  of  . .     585 

-  mtlUtnt.    abdominal    pain  | 

heralding  onset  of  coma 

in  432 

-  -  acetonuria  in    . .     4,  292,  583 

-  -  acute        292 

appetite  excessive  in  49,  292 

coma  in         ..136,  137,  292 

deep-red  colour  of  tongue  292 

flushed  face  in  . .     292 

influence  of  diet  in    . .     292 

muscular  weakness  in      292 

oxybutyric  acid  in  urine  292 

phthisis  in       . .         . .     292 

pneumonia  in..         ..     292 

prognosis  in   . .         . .     292 

short  course  of  . .     292 

age  incidence  of . .         . .     292 

albuminuria  in  . .  16 

-  -  amenorrhoea  in    . .  23 
apparent  enlargement  of 

liver  in . .         . .  405 

-  arteriosclerosis  associated 

with 282 

-  atheroma  in                   . .  811 
brachial  neuralgia  iu  492 

-  constipation  in    . .         . .  145 

-  delirium  in  . .         . .  195 

-  -  diaoeUc  acid  in  urine  in  292, 583 

-  distinguished    from    ali- 

mentary glycosuria  . .     581 

-  dry  stools  in  141 

-  ecxema  starting  in  penis 

or  vulva  in  . .  447 

-  -  gangrene  in  282 

of  finger  in  . .  . .     266 

le?  in  ..  ..  286,  811 

lung  in . .  . .  . .     703 

penis  in  . .  . .     266 

glycosuria  iu  . .  291,  507 

-  greenish  urine  in  . .  818 
headache  in         . .  . .  328 

-  hypothermia  in . .  . .  345 

impotence  in       . .  . .  347 

increased    frequency  of 

micturition  in. .         . .     437 

-  -  increase  of  the  reducing 

body   in   cerebrospinal 

fluid  in 339 

iritis  and  cyditis  in       . .  256 

-  irritobility  in  . .  360 

-  -  loss  of  knee-j«rks  in  75,  292,  399 
weight  in     69,  292,  507,  849 

-  meteorism  in     . .         . .     432 

-  neuritis  due  to 

69,  75,  165,  282,  492,  607 

of    external    po]»liteal 

nerve  iu  . .  543 

-  -  obesity  preceding  . .  453 

-  -  ojitic  neuritis  in. .         . .  292  j 
t)ain  and  tendemevi  in  the  1 

scalp  from       . .  . .     784  | 

-  pancreatitis  a  cause  of  . .     117 

-  perforating  ulcer  ol  foot 

from  . .         . .     ftO^ 

—  polycytlurmla  In  . .     ^"^^ 


Diabetes  imilUus,  contd. 

polyuria  with. .    292.  437.  507, 

579,  583,  584,  789 


pruritus  in  . .  . .     588 

shedding  of  nails  in  . .  445 
sliortness  of  breath  in  . .  100 
skin  troubles  in  . .         . .     507 

>^>eeific  gravity  of  urine  in    584 

thirst  excessive  with 

292,  507, 

-  -  true 

ulceration  of  leg  in 

urine  per  diem  in 

vomiting  in 

xanthoma  in 

-  pbOiplWtIC  . .  «72, 
absence  of  glycosuria  in 

polyuria  of 

aching  in  loins  and  back  in  572 

continued  polyiuia  in  583,  584 

polyuria  without  sugar  in    572 

thirst  and  emaciation  in 

Diacttic  add,  tests  for 

in  urine  . . 

in  acute  cyclical  vomit- 
ing of  infants 

diabetes  mellitus      292, 

DIACETURIA 

Dlaphraim,  abscess  of,  caus- 
ing pneumothorax       577, 

-  affected  by  abscess  of  liver    409  | 

-  hernia  through 

-  inunobilization  by  empyema 

-  by  pleuritic  effusion 
subphr^iic  abscess 

-  nerve  supply  of     . .        779, 

-  pashed  up  in  abscess  of  liver 

-  by  subphrenic  abscess  . . 

-  spinal  nerve  root  supplying 

-  tenderness  in  the  cliest  from 

affections  of       . .         776, 

-  unilateral  paraljrsis  of 
DiiHP^^''<M?niatic  neuralgia  (see 

Neuiulgia,  Phrenic) 

-  pleurisy  (see  Pleurisy) 
DIARRHSA 

-  acetonuria  from 

-  in  acute  gastritis  . . 

-  acute,  from  new  growths  in 

bowel 

-  alternating     with     consti- 

pation  in   carcinoma   of 
colon 

-  due  to  arsenic  75,  87,  297, 

-  from  carcinoma  of  colon 

146,  393, 
of  rectum 

-  carpopedal  spasm  in 

-  cholera       . .         . .         301, 

-  chronic,  due  to  catarrh  of 

small  bowel 

-  in  chronic  intestinal  obstruc- 

tion   

colitis        . .         . .       134, 

-  collapse  after  severe 

-  from  distoma  hepaticum  . . 

-  explosive  . .       348, 

-  extreme  thirst  from 

-  fatty,  in  pancreas  affectioits 

-  fermentative,  starch  in  stools 

-  in  gastritis  of  childroi 

-  gastrogenic  . .         . .        196, 
muscle  fibres  in  stools  iu 

-  general  peritonitis. . 

-  hardening  of  fax^es  after  . . 

-  in  Uenoch's  purpura 

-  hypcythermia   after..       316, 

-  indicanuria  in 

-  0f  Infantt,  blood  with 
bacillus      enteritidi.-»      of 

Gaertnej-  in 
A«!Vt«a*N»viollovitkueUein 


789 
292 
811 
581 
843 
805 
584 

572 


572 

196 

4 

426 
583 
196 

578 
409 
712 
721 
721 
721 
842 
409 
721 
556 

779 
341 


196 
4 

84,- 

196 


690 
579 

690 

636 

3 

579 

197 

267 
727 
346 
364 
636 
789 
486 
197 
297 
197 
197 
644 
150 
380 
621 
349 
92 

426 
426 


Diarrhara  of  infants,  t\,mfJ, 

fatty  stook  in     . .         . .    i*i 

mara»inuj(  from  . .         ..    ts^ 

Monran's  t>acillus  L,  in.,    t^ 

rapid  loes  of  weight  in      ..4^ 

sunken  eyes  in  . .         . .    l:^ 

in  polycythemia  ..    ^Ts 

tetany  from  ..    1> 

-  in  influenxa . .  . .    j**^ 

-  with  int«Rtinjal  fermentati<xi    t^' 

-  from  lardaceouy  diseaiie 

10,  39,  414.  a* 

-  loss   of    fluid    frosn    tiasDMB 

due  to       . .  . .         . .    iTS" 

-  polycythsraiia    in    . .       579,  i!» 


-  in  ptomaine  poiHoning      ..    ^'$ 

-  pyemia  . .    WS 

-  pyonephroius  . .         . .    SS* 

-  rickets  . .  . .         ..    I'i 

-  in  suppurative  pylephlebitis    M) 

-  from  tuberculous  peritonitis    Tit 

-  typhoid  fever  . .     W.  €1<' 

-  urate  deposit  after. .         . .    ^li 

-  wasting  with  69,  42* 
Diastolic  bruitsi           ..  U< 

-  collapse  of  veins  of  neck  m 
adherent   pericardium  ..     1'.'^ 

-  shock,  in  adherent  i>«ricar- 
dium  . .  . .       liM,  24; 

OIAZO-REACTION    ..         ..    l»' 

DItt,  in  causation  of  heri-beri    »* 

rickets       . .  . .  . .    in 

scurvy  Vfi,  i»* 

scurvy-ricketi*     . .  . .     7i3 

-  in  diagnosing  gatitric  ulcer       ^' 

nature  <rf  constipation  142,  14^ 

scurvy      . .  . .  « 

-  effect  in  gout  . .         . .    *>l 

-  trrtrt  ta,  causing  congestioa 
of  liver    .  . 

in  children,  pyrexia  from 

causing  diarrhcea 

-  dy^>epsia . . 

insomnia  . . 

nightmares  557,  447, 

severe  vomiting  in  infants 

-  tetany 

-  glaucoma  affected  by 
Dietl's   crises    with    movable 

kidney  310.  7^9. 

vomiting  witlx 

Differential    leucocyte    count 

(see  Leucocyte  Count) 
Digestion,  time  occupied  by . . 
Digital  chancre  (see  Chancre. 

Digital) 
DIaltalit,  bradycardia  from  . . 

-  delirium  cordis  from 

-  in  diagnoKbi  of  mitral  j^tenosis    f-l 

-  increased  muscle  tone  due  to 

161,   162 

-  palpitation  from     . .       525. 

-  polyuria  after 

-  relief  of  headache  by 

-  tachycardia  from     . .        772, 
DllttattMl    of   aorta,    systolir. 

bruits  in     . . 

-  of  aortic  ring,  diastolic  bruit 

-  of   cervix    in    diagnosis    of 
pregnancy    liannorrha«re 

effect    on    neurotic    dys- 

pareunia  . .  . .     2:fi 

-  of  heart  (see  Ileart,  Dilata- 
tion of) 

-  of   pulmonary    artericfet    in 
mitral  stenosis    . .  . .     ::4^ 

-  of  stomach  (see   Stomach, 
Dilatetl) 

Dilatator  tultKe.  clicking  noises 

in  the  ear  from  s{iaKm  of     7^ 
Dimpling  of  skin  an  eMiy  sign 
of  breast  cancer     . .  *  745 

\^\>VQeM^  acute    dilaUtion 


407 

4i< 
1T> 

>14 
M4 


I4t' 


71% 
437 


Q»V\kW«N.  Xx^xck. 
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DIPHTHERIA  —DISSEMINA  TED     SCLEROSIS 


891 


Ih/'h/furia,   coiUd. 

-  acute  tonsillitis  from         . .     670 

-  albuminuria  in       . .  13,  17 

-  alteration  of  voice  after    . .       77 

-  arthritis  in  . .  . .        376,  708 

-  ataxy  from..  ..  ..       66 

-  bacilli  (see  Bacillus  Diphtberis) 

-  bronchial  casts  in  . .  . .     704 

-  Chcyne-Stokes'  respiratioQ  In  125 

-  chronic  tonsillitis  from     . .     672 

-  corneal  ulceration  from  . .     807 

-  cou!,'h  from..  ..  ..     176 

-  cutaneoui,     conjunctiyitis 

with  602 

-  frequent  absence  of  diph- 

theritic membrane  in      603 

impetiginous  eruption  with  602 

otorrha>a  and  rhiniU«  with    602 

siraulatinjaf  ecsema         . .     602 

-  cyanosis  from         . .         . .     185 

-  diazo-rcaction  In    . .  . .     198 

-  distinction   from   Vincent's 

an(?ina 673 

-  dysphagia  from       . .         . .     224 

-  of  ear,  otorrhcea  from       . .     469 

-  enlargement  of  submaxillary 

lymphatic  glands  in       . .     419 

-  in  follicular  tonsillitis        . .     671 

-  foul  breath  in         . .  . .       99 

-  gangrene  in 282 

-  larynaMi     226,465,642,670,673 

-  -  examination  of  swabbingB  in  466 

-  extreme  dji^noea  from         642 
frequent  absence  of  mem- 
brane on  fauces  in     . .     466 

-  -  Kleb»-T>6fHer     baciUI     in 

throat-swabbings  in  . .     466 

-  -  membrane  on  fauces  in..     466 

mistaken  for  meningitis      642 

one     negative     ttiroat- 

swabbing  not  final  in. .     466 
orthopnoea  in      ..         ..     466 

-  retraction  of  the  bead  in 

641,  642 

-  knee-jerks  lost  after  . .     399 

-  and  measles,  asKociated    . .     226 

-  menorrhagia  in        . .  . .     428 

-  miutcular  atrophy  in  . .        76 

-  na.sal.  epistaxis  in   . .  . .     261 
voice  after            . .  . .     181 

-  panophthalmitu^  from       . .     807 

-  paralysis    possible    3    or    4 

weck-^  after  . .  . .     640 
of  limbs  after     ..  77,  640 

-  -  palat*  after 

77.  181,  559,  640.  687,  842 

-  paresis  of  ciliary  muscles  in  77, 640 

-  -  of  ocular  muscles  in       . .     640 

-  peripheral  neuritis  from      66,  76, 

77.  105.  180.  181,  606, 
559,  640,  687,  842 

-  pharyngitis  from   . .  . .     670 

-  phrenic  paralysis  after      . .       77 

-  ptyalL'*m  from         . .        690,  691 

-  pupil  reflex  lost  in  . .  . .     594 

-  purpura  in  . .  . .        696,  697 
gravity  of  . .  . .     597 

-  in  purulent  rhinitis  . .     203 

-  pyrexia  in    . .  . .  . .     622 

-  rcininritation  of  food  through 

nose  after    77,181,559,640,842 

-  riu'ors  in       . .  . .  . .     647 

-  s<oliosis  from  ..        180,  181 

-  simulated    by   membranous 

rhinitis      . .  . .  . .     204 

-  sore  throat  from     . .        670,  671 

-  spinal  arthritis  in   . .  . .     708 

-  splenic  enlargement  in     692,  698 

-  stitT  neck  in  "  . .  . .      708 

-  stomatitis  in  . .  . .      590 

-  stridor  in     . .  . .  . .      709 

-  ta<"h.vcarilia  after        77,  772,  773 

-  talipes  due  to         ..  ..     131 

-  ulcer  of  leg  from     ..  ..     ^l\ 


Diphtheria,  conld. 

-  ulceration  of  larynx  after. .     318 

-  vaginal         211 

-  vagus  neuritis  after  . .     773 

-  variable    moderate     leuco- 

cytosis  in 400 

Diplegil,  causing  contractures    161 

-  cerebral  dysarthria  in        . .     686 
facial  paralysis  in  . .     636 

-  choreiform  tremor  in        . .     799 

-  COnSMital  164,  796,  800 

-  -  athetosis  In         . .         . .     164 

causes  of 666 

choreiform  movements  in      164 

deep  reflexes  increased  in      800 

-- gait  in     ..  164,800 

hereditary  causes  of      . .     164 

optic  atrophy  in  164,  800 

pupils  une<|ual  in  . .     800 

scissor  gait  in      . .         . .     800 

speech  defective  in        . .     164 

sphincters  affected  in  . .     800 

-  tremor  In              164,  796,  800 
DIPLOPIA 198 

-  crossed,  illustrated  199,  200 

-  homonymous,  illustrated  199,  200 

-  monocular,     from     doable 

aperture  of  pupil  198, 199 

-  from  ocular  paralyses      277,  709 

-  vertigo  due  to  . .     828 
Diplocooci  intracellulares  men- 

ingiUdis    Weichselbaomii 
(see   Meningococci) 
Dipping  in  diagnosis  of  ascites 

61, 

of  pyloric  obstruction    . . 

Dirt-eating  disease    . .  60, 

DISC.  OPHTHALMOSCOPIC 
APPEARANCES  OF  (Plate* 
VII.  VIII ;  see  also  Optic 
Disc)  461.  462, 

Ditditrot  from  Ear  (»nd  see 
Otorrhcea) 

-  muco-ptu^ent,   in   aural 

diphtheria  . .     . . 
DISCHARGE.  NASAL  (and  see 
Cold,  Common;  and  Cotyza) 
on     bending      head     in 

antral  suppiuration     . . 

in  glanders  . .         203, 

gonococcal 

leprosy  bacilli  in 

-  -  due     to    periodical     dis- 

charge   of    pa^    from 
antrum . . 

-  recurrent  fibroma  of  baai- 

sphenoid 

sarcoma  of  antrum 

DISCHARGE.  FROM  NIPPLE 
DISCHARGE.  URETHRAL.. 
bacteriological    examina- 
tion in  all  cases  of 

with  chordee 

fa?cal.  commoner  causes 

simulated  by  cystitis. . 

gonococci  in        . .  79, 

in  female  . .        211, 

from  gout 

niguinal  glands  enlarged 

from 

method    of    examination 

of  patient  in    . . 

-  -  prostatic  abscess  in  associ- 

ation with 

purulent,  in  acute  ure- 
thritis   . . 

pus  cells  no  bar  to  marriage 

DISCHARGE.  VAGINAL 

absence  of  gonococci  in, 

in  gonorrhtca  . . 

blood-stained    watery,  in 

endometritis    . .  . .     435 

cachexia  with      . .  . .     \\\ 

-  from  carcinoma  . .         . .     ^'^Xt 


320 

618 

830 

211 

..     677 

..     436 

632,  737 

634.  631 

649 
376 
631 
206 


410 
134 
116 


463 

467 

469 

202 

502 
603 
203 
426 


602 

204 
749 
201 
206 

631 
125 
265 
264 
376 
769 
206 


422      -  - 

207  I-  - 

678     -  - 

511  '  II 
209  -  - 
210 


769 


\ 


Discharffr,  vaginal,  amid. 

endometritis 

epididymo-orchiti«i  by  in- 
fection from    . . 

from  herpes 

membranous  flakes  in   . . 

perineal  sores  from 

from  pyometra 

with  pyosalpinx 

-  -  pyuria  due  to    . 
saniouK    or    offensive    m 

puerperal  fever 

septic  arthritis  from 

simulating  pyuria 

urethritis  from    . .         .  < 

urhious,  in   carcinoma  of 

vagina  and  uterus 

from  uterine  congestion 

Discoloration  of  skin  (and  see 
Pigmentation;  and  Jaun- 
dice)          

Discomyces  in  mycetoma 
Dislocation  (congenital)  of  hip 
(see  Hip) 

-  of  jaw,  ptyalism  from  diflB- 

culty  in  swallowing  in  . . 
•  lens,  monocular  diplopia  in 
->  spinal,  priapism  from 
Dislocation-fracture  of  cerrical 

spine,  anaesthesia  from  . . 
Disorientation 
Diq»aratene88 
DISPLACEMENT  OF  CARDIAC 

IMPULSE  (and  see  Heart)  S30 

-  pelvic,  causing  prolapse  of 

uterus 

-  Of  nmiluiiar  cartilaoo 
diagnosis     from     loose 

body  in  joint 
nipping     of     synovial 

fringes 

tenderness  in  Joint  in 

"  slip  "  or  "  catch  "  in 

joint  in 
sudden    pain    in   joint 

synovitis  In 

-  of  uterus  (see  Utenis,   Dis- 

placement of) 

-  of  viscera  in  Glenard's  disease 

(Fig$.  39  and  41,  pp.  147 

and  149) 721 

Dinomlnatod  icloroilt.  absence 

of  abdominal  reflex  in    . .     647 

constitutional  symptoms  647 

accommodation  paresis  in     838 

allocheiria  in       . .  . .       22 

amblyopia  in       . .         . .     800 

ankle-clonus  in    ..  ..     312 

apoplectiform  attacks  in     174 

astereognosis  in  . .  . .     665 

-  -  ataxy  in  . .      67,  341,  565,  800 
Babinski's  sign  in         82.  342, 

539, 

central  scotoma  in 

changes      near 

capsule  in 

coma  in    . . 

erythromelalgia 

exaggerated  deep  reflexes 
-  knee-jerks  in  . .        639, 
fatuously  placid  expression 

in 
gait  in 

-  girdle  sensation  in 

-  -  headache  hi 
and  vomiting  in 

-  hcmiamesthesia  in 

-  -  hemiplegia  in        340,  .141, 

-  -  hippus  in. . 

-  impotence  in       . .        346, 

-  inco-orduvatuvck.  vw 
vvAjcxv.Wwv  \xwaox  \xi.  ,^^ 
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Disteminated  $clero»ii,  eontd. 

knee-jerk  increased  in  . .     M2 

monoplegia  in      539,  540,  547 

muBcolar  rigidity  in       . .     800 

neuralgic  pains  in  . .     665 

nombneas  in        . .  665 

nTBtagmus  in  463,   547, 

800    838 

-  -  optic  atrophy  in    547,  565,  838 
neuritis  uncommon   in    565 

-  -  pallor  of  optic  discs  in  800,  838 

pareesthesia  in     . .  565 

paralysis  of  one  leg  in    . .     539 

panplegia  from  561,  565 

paroxysmal  occipital  head- 
ache in  . .     328 

precipitate  defaecation   in    348 

proteam  character  of      . .     800 

-  paeado-nystagmus  in     . .     452 

scotoma  m  . .        565,  837 

sensory  changes  in      665,  800 

signs  of    . .         . .         . .     174 

-  simulating  functional  para- 

Elegia 567 
ysteria             565,  665.  798 

mercurial  tremor        . .     797 

primary  lateral  sclerosis   565 

professional  cramp     . .     177 

-  -  spasticity  in       ..        341,  800 
sphincter  trouble  in 

547,  565.  800 
'*  staccato  "  or  "  scanning" 

speech  in  342,  686,  800 

suprabulbar  dysarthria  in    686 

unilateral  convulsions  in    170 

Tariatlon    of    symptoms 

suggesting  neurosis    . .     565 

vomiting  in         . .         . .     328 

Distention   of   abdomen    (see 
Abdomen,  Distention  of) 

-  bladder  (see   Bladder,  Dis- 

tention of) 

-  gall-bladder  (see  Gall-bladder, 

Distended; 
Dlstoma    htpatieum,    ascites 

from         . .         . .         . .     364 

-  enlargement  of  liver  from    364 
flukes  and  ova  in  vomit        364 

-  jaundice  from      . .        361,  364 

-  -  pain  In  right  hypochon- 

drium  from  364 

-  in  sheep. 364 

-  vomitinig,  fever,  and  diar- 

rhoea in  364 

-  PHlmontle      Wetlermanni, 

geographical  distribution    325 

hemoptysis  from      318,  326 

and  ova  in  sputum     . .     325 

Disuse  atrophy   in  hysterical 

joint         390 

-  of  muscles  a  cause  of  con- 

tracture   . .  . .        163,  165 

Diuretics,  polyuria  from     581,  582 
Diuretin  in  abdominal  angina 

351,  486 
Divarication     of    tho    recti, 
evident    on    raising    the 
head  from  the  bed      . .     524 

-  pain  in  umbilical  region 

in  524 

test  for 148 

-  unnoticed  in  the  rocum- 

bojit  poitition  . .         . .     524 

-  visible  peristalsis  with  . .     570 
Diverticula  of  colon  causing 

acute  intestinal  obstruction    151 

in  old  people        . .         . .     146 

simulating  carcinoma     . .     152 

Dhrorticullti%  acuta,  age  inci- 
dence of 152 

-  resembling  appendicitis..     731 

-  simulating  carcinoma        146, 152 

-  swf41ing  in  iliac  fossa  from      731 

-  vesioo-colic  fistula  from     . .     146 


Diving,  epistaxis  from          . .  251 

-  fracture  of  mine  from  . .  269 
Diztineas  (see  Vertigo)  . .  827 
Doderlein's  theory  of  acidity 

of  vaginal  secretions     . .  SIO 
Dog-bite,    hydrophobia    from 

162,  SS6,  801 

Dogs,  tsRnia  echinocoocua  in  719 
Domestic    servants,    acropar- 

sesthesia  in  493 
Dorsalis  penis  of  pudic,  skin 

distribution  of    . .         . .  659 
Doable  consciousness            . .  26 
Doable-jointedness  in  Mongol- 
ism             216 

Doable  visi<m  (see  Diplopia) 

Douches,  sterility  due  to  . .  706 
Doughy  feel  to  abdomen   in 

chronic  peritonitis         . .  472 
Douglas'  pouch,  swellings  in, 
recognition     on     rectal 

examination  638 

Draught,  stiff  neck  due  to  477 
Drawing  up  of  legs  in  intestinal 

colic  in  children..         ..  473 

Dreams,  terrifying  447 
Dribbling  <rf  saliva  (see  Ptyalism) 
Drinklna,  polyuria  from       581,583 

-  excessive,  oedema  from  468,  460 
simulation     of     acute 

nephritis          . .         . .  458 

-  secret,  difficulty  of  diagnosing  699 
Drooping  of  eyelid  (see  Ptosis) 
Dropped  foot  in  paralysis  of 

ext.  popliteal  nerve        . .  643 

(see      Paraplegia      and 

Paralysis) 

-  wrist  in  l^d  poisoning      . .  651 
Dropsy  (see  (Edema  and  Ascites) 
DrtWiiiiait  in  cirrhosis  of  liver  368 

-  organic  cerebral  disease    . .  328 

-  phosphorus  poisoning        . .  373 

-  uraemia  . .  45,  329 
DrtlOt,  annmia  due  to           . .  37 

-  antipyretic,  rigors  from     . .  648 

-  aphrodisiac              . .         . .  686 

-  black  urine  after     . .         . .  820 

-  brown  urine  after  . .  820 

-  colnation  of  skin  due  to   424,675 

-  of  urine  due  to 

818,  819. 820,  823 

-  convulsions  due  to. .         169, 170 

-  deafness  from          . .  191 

-  delirium  due  to      . .         . .  196 

-  diazo-reaction  from           . .  198 

-  dryn^s  of  mouth  from     . .  789 

-  eosinophilia  after   . .  248 

-  foul  breath  caused  by  . .  98 
taste  in  moutli  from       . .  774 

-  green  urine  after                . .  823 

-  leucooytosis  due  to. .         . .  400 

-  loss  of  smell  from   . .  668 

-  oedema  of  legs  caused   by  469 

-  pityriasis  rubra  after         . .  668 

-  ptyalism  from  690 

-  purpura  due  to  various      . .  596 

-  rashes  simulating  syphilides  426 
itching  and  burning  in  . .  426 

-  skin  eruptions  from 

424,  426,  603.  655,  668,  834 

-  that  slow  the  heart           . .  98 

-  tachycardia  due  to             . .  772 

-  tinnitus  from  794 

-  tremor  due  to  . .  795,  797 
Drug-taker,  shifty  eyes  of  . .  268 
Drummer's  cramp  177 
Dryness    of    the    mouth   (see 

Mouth,  Dryness  of  ;    and 
Tongue) 

-  of  skin  in  myxopdema  . .  685 
Duclienne's   palsy,    injury   at 

birth  causing       . .         . .  662 
Dactas  arteriosus  (see  Patent 
Ductus  Arterioeas) 


Diihring's  diaeaae,  balls  in  ..    114 
eoeinoptkjlia  in  ..   }4! 

-  're  tabcrcalides  . .   ft*: 
DaHlMOT   behind    steraom  a 

thymos  gland  enlaigenieBt  Va 

-  cardiac  (see  Heart  Dabaeki 

-  in     the    c^eat    from   kbcr 

pncaimonia  . .        MS,  ?.l 

-  deficient  hepatic  (ace  Liver 

Doltoeaa,  Deficient) 

-  docn<v«haped  at  base  of  fit^x 

langr  . .  . .        . .   3J4 

-  over  eflasion  . .   19: 

-  with  fibroid  long    . .        . .   IK 

-  in    flanks    in    general  peri- 

tonitis        Ml 

-  of  int<^ect  in  mjxaedema..   Sa! 

-  in  the  second   right  spare 

doe  to  aneaiyam  '^ 

Dumb-beU  crfstajs  (Pi§.  110) 

470. »» 
Dom-dom  fever  Caee  Kala-aar) 
Duodeno-pancreatk:  fistnla  ..    i?) 
OvadOflHin,  cardnoma  of  (iee 

Carcinoma  at  DaodeDOD) 

-  catarrh  of,  jaundice  fron..    K 
pancreatitis  secondary  toj  IM 

-  congenital  malformatioD  ..    IH 

-  nonnal  sitoation  of  ..    'it. 

-  obstruction,       absence     of 

distention  in  . .   li: 

visible   gastric  pcristalaiB 

in  ..  ..       570,  n 

-  reflex  constipation  in  djseaw 

of :« 

-  sozgical    emphysema    tram 

Iesioni3  of..    *  ..5^ 

-  swellings  of,  in  epigastrtaa   "^ 

-  Ulcer  0f,  acute  paUor  in    . .   >*- 

albamoeuria  in   . .  ^' 

anaemia  in  . .  37,  «• 

blood  per  ^nnm  in         . .     ^' 

-  coma  from  bleeding    137, 1#* 

-  oommnn  icating  with  fab- 

phrenic  abecesB  ..    7:^ 

diagnosis  from  gastric  nlnr  )« 

epigastric  pain  from      . .    ^ 

-  erosion  of  Tcasds  in       . .   30* 

-  extreme  thirst  doa  to    . .    79 

-  -  hffmatenM8isin89,2»4.1M,?!* 

-  -  "  hunger  pain  "of      300.  » 
hyperacldi^     of     gMtric 

juice  in  ..         ..     » 

indigestion  with  . .         . .    7*' 

kinking  of  bovrd  from  ..    U* 

-  -  loss  of  weight  due  to     . .    Mi 
meUena  in 

37. 117,  300,  428.  500, 7«i« 
opdema  of  legs  after       . .    4» 

-  -  pain  in tt 

the     right     hypocfaaa- 

drium  in       ..         ..    5W 

-  -  parforitad,  peritonit»  fr«ia 

55.  431,  644,  7* 

pneum<^)eritoneam  doe  to  711 

severe  shock  and  coIlJ4)ce  4M 

sudden  severe  epigartric 

pain  in  . .    4M 
tenderness  in  the  hypc^* 

gastriam  from         ..    78f' 

in     the     ri^t     iliac 

fossa  from  . .     7*) 
pleurisy  from       . .  . .     liJ 

-  pneumothorax      from 

abscess  due  to  . .    57* 

-  -  ptyalism  in  . .  . .    5>1 

-  severe  haemorrhage  fhmi    7s* 
sex  incidence  of  . .  89,  J'W 

-  subphrenic  abeoeas  from 

501,  578,  720,  7J1 

-  surgical  emphysema  from    SJl 

-  thickening     round,     dia- 

gnosis from  enlarsed 
gall-bladder..         ..    40( 
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571 

385 
167 
133 


581 
175 

673 


Duodenum,  ulcer  of,  (ontd. 

-  urobilinuria  with  . .     116 

-  -  vomiting  in         . .  89,  300,  780 

-  vidible  gastric  peristalsis  in 

stenosLii  of 
Dupuytren's  contracture  (see 

also  (Contractures) 
illustrated 

-  fracture  causing  talipes     . . 

Duskiness  of  face  and  extremi- 
ties in  splenomegalic  polj- 
cytlia;mia 

Dust,  cough  due  to     . . 

-  intlammation  of  soft  palate, 

uvula  and  fauces  from  . . 

DWARFISM 313 

Djers,  nail-staining  in 
Dynamometer  . . 
Dynrthriafrom  bilateral  bulbar 

palsy 

-  cerebral  diplegia 

facial  palsy 

peripheral  palsy  of  palate 

-  definition  of 

-  in  disseminated  sclerosis  . . 

-  electrical  reactions  in  tongue 

in 

-  functional     . . 

-  from  gummatous  meningitis 

at  base  of  brain  . . 

-  hsBmorrhage  into  bulb 

-  in  hemiplegia 

-  myasthenia  gravis  . . 

-  palate  reflex  of 

-  in  pseudo-bulbar  palsy 

-  from  softening  in  bulb 

-  suprabulbar . . 

-  in  general  paralysis  of  tlie 

insane   . . 

-  tongue  atrophy  in  . . 

-  tumour  of  bulb 
Jyschtzia,  bismuth  test  in  . . 

-  constipation  from  . . 

-  diagnosis  of  causes  of     148,  149 
•  from    Hbrous    stricUire    of 

rectum 

■  invagination  of  rectum     . . 

■  pressure  of  gravid  uterus. . 

■  -  on  rectum  and  colon 

-  x-ray  illustration  of 
lywntary,  albuminuria  in    . . 

albumosuria  in 

amceba  in     91,196.408,651,704 

artliritis  in  . .  . .         . .     376 

atony  of  bowel  after         . .     144 
bacterial       ..  ..  91,651 

blood  per  rectum  in    90,  501,  727 

colic  in  501 

coma  in        136 

cyanosis  in 187 

cystitis  from  . .         313, 633 

diarrhoea  in  . .         196, 501 

enlarged  mesenteric  glands 

.  in  . . 
ha^maturia  in 
hj'perpyrexia  in 
indicanuria  in 

inspissation  of  the  blood  in 
involvement  of  bladder  in 
liver  abscess  after 

279,323,408,651,704 
loss  of  weight  in      . .  69,  848 

meteorism  in  . .  . .     432 

mucas  in  the  stools  from  501,  727 
pain  in  the  left  iliac  fossa 
peritonitis  from 
purpura  in  . . 
pus  in  the  stools 
rigors  in 

■lerum  reaction  in  . . 
*ex  incidence  of 
Shiga's  bacillus  in  . . 
iigmoidoscopy  in    . . 
Jtricture  of  colon  after 


Dytentery,  eontd. 

-  tenderness  in  the  right  lum- 

bar region  from  . .         . .     737 

-  tenesmus  in  91,  196,  501 


337 

686 
686 
687 
687 
686 
686 

686 

688 


687 
..  687 
336,  686 
..  687 
..  686 
..  686 
..  687 
..  686 


686 
686 
687 
143 
141 


150 
150 
150 
150 
143 
17 
30 


422 
305 
344 
349 
187 
313 


m 


501 
55 
590 
501,601 
647 
196 
727 
196 
501 
146 


-  ulceration  of  rectum  in 
Dysidroeis  aflecting  fingers  . . 

-  bullae  in        

-  relation  to  miliaria  and 

hidrocystoma 

-  (see    SweatUig,    Abnormal- 

ities of) 
DYSMENORRHCEA    .. 

-  due  to  appendicitis 

-  conditions  it  may  be  mis- 

taken for 


635 
266 
111 

831 


219 
737 

330 

-  membranous,  descrit>ed,  319,  330 

-  primary,  described  . .     319 

-  with  pyosalpinx     . .         . .     633 

-  secondary,  aescribed         . .     819 

-  spasmodic  . .  . .  319,  509 
Dysostosis,  cleido-cranial  . .  213 
0Y8PAREUNIA  ..     221 

-  from  kraurosis        . .         . .     770 

-  sterility  due  to  . .  706 
Dytpipiia  (and  see  Indigestion)   349 

-  acute,  emotional  causes  in  374 
ptyalism  in  . .         . .     591 

-  asttienic,  in   atonic   dilata- 

tion of  stomach  . .         . .     354 

-  bleeding  gums  in    . .  85,  87 

-  in  catarrhal  jaundice         . .     364 

-  children,  tea-drinking  caus- 

ing    357 

-  chronic  with  pancreatic  cyst  734 

-  in  cirrhosis  of  liver  . .  410 

-  cough  due  to  . .         . .  175 

-  diagnosis  from  aortic  aneur- 

ysm             476 

fatty  heart          . .         . .  536 

-  diminution  of  appetite  in..  49 

-  flatulent,  pain  in  chest  and 

palpitation  in      . .         . .     484 

-  foul  breath  in         . .         . .       99 

-  functional,  achylia  and  hyper- 

chlorfaydria  in      . .  . .  354 

-  headache  in  ..  ..  338 

-  hypersthenic  . .  . .  354 

-  in^mnia  in  . .  . .  356 

-  lack  of  muscular  tone  in  . .  526 

-  loss  of  weight  due  to  . .  848 

-  nervous,  and  oxaluria  . .  471 

-  in  neurasthenia       . .  . .  506 

-  organic,  differential  diagnosis 

of               . .  . .  . .     351 

-  oxaluria  with  . .          . .  311,  471 

-  pain  in  back  in  . .  . .  476 
chest  from  . .  481,  779 

-  palpitation  in  . .  . .     536 

-  diflicult  to  diagnose  from 

myocardial  disease     . .     526 

-  from  pyorrhoea  alveolaris..       87 

-  simulated  by  dysmenorrhoea    220 

gastric  carcinoma         299,  848 

leaking  gastric  ulcer      . .     731 

-  simulating  heart  disease  536,  779 

-  spasmodic  pelvic  pain  in  . .     509 

-  tendenieas  in  the  chest  from     779 

-  tinnitus  with  . .  . .     794 

-  ulceration  of  tongue  in    813,  814 

-  in  venous  congestion  of  liver  407 
DYSPHAGIA  ..     223 

-  from  acute  cervical  adenitis     674 

-  aortic  aneurysm     . .        482,  841 

-  bilateral  facial  paralysis  . .     591 

-  bulbar  palsy     591,  641,  687,  843 

-  carcinoma  of  oesophagus 

295,  484,  841 

-  cicatricial  stricture  of  oeso- 

phagus     ..  222,484,8*1 

-  diphtheritic  paralysis        . .     591 

-  fixation  of  jaw         . .  . .     691 

-  fracture    or    dislocation    of 

jaw  . .  . .     591 

-  in  functional  aphonia         . .     538 


Dysphagia,  eontd. 

-  hydrophobia  . .     6»l 

-  from     hypoglossal     nerve 

paralysis  ..691 

-  idiopathic     dilatation     of 

oesophagus  ..         ..841 

-  \oes  of  weight  from  . .     847 

-  lusoria  described     . .         . .     233 

-  mumps         ..  591,  674 

-  myasthenia  gravis  591,  843 

-  nervous  causes       . .         . .     234 

-  oesophageal  pouches  ..     224 

-  oesophagismus         ..         ..     484 

-  osteo- arthritis         . .  . .     591 

-  paralysis  agitans    . .         . .     591 

-  pemphigus  of  mouth  88,  325 

-  pseudo-bulbar  paralysis   ..     591 

-  ptyalism  from,  in  jaw  lesions   691 
in  OBSophagear  affections       591 

-  quinsy  591 

-  sore  throat 673 

-  spasm  of  oesophagus         . .     841 

-  stenosis  of  oosophagus       . .     333 
of  pharynx  from  syphilis      385 

-  stomatitis    . .  . .  86,  88 

-  thyroid  gland  tumour        . .     798 

-  tonsillitis 591 

DYSPNCEA 386 

-  in  aortic  disease  . .     333 

-  from     bilateral      laryngeal 

paralysis  . .         537, 539 

-  broncho-pneumonia  . .     648 

-  capillary  bronchitis  . .     648 

-  cardiac  and  renal,  asthma 

mistaken  for  5SS 

-  caseous  bronchial  gland  b-** 

rupting  into  bronchus    . .     466 

-  in  chlorosis  . .  . .     SOS 

-  chronic  raediastinitis         . .     484 

-  congenital  heart  disease,  344,  790 

-  embolism  of  the  lung        185,  S80 

-  enlarged   heart  from  over- 

exertion     844 

thyroid  gland      . .         . .     793 

-  the    essential    symptom    of 

asthma 588 

-  in  fatty  heart  . .         . .     841 

-  fibroid  heart            . .          . .     848 
lunu  246 

-  foreign    body  in   larynx  . .     648 

-  hepatoptosis  . .  . .     407 

-  hydropneumothorax  . .     718 

-  bisorania  from         . .  . .     359 

-  in  laryngeal  diphtheria      . .     648 
paralysis 539 

-  laryngismus   stridulus       ..     466 

-  from  mediastinal  growth  . .     483 

-  mitral  regurgitation  ..     338 

-  in  myocardial  degeneration      333 

-  myocarditis  . .         . .     34I 

-  non-obstructive  anuria      . .       46 

-  osteitis   deformans . .  . .     753 

-  paroxysmal,  Charcot-Leyden 

crystals  in  . .         . .     118 
in  mediastinal  growth  . .     488 

-  pneumothorax         . .         185, 480 

-  polycythiemia       frequently 

associated  with  . .  . .     580 

-  due  to  pulmonary  stenosis      347 

-  retraction  of  the  head  in    . .     648 

-  retropharyngeal    abscess  225,  643 

-  ruptured  heart  valve  . .     238 

-  spasmodic  from  asthma    . .     467 

unemic     . .         . .  45,  329 

DYSTOCIA       237 

-  caused  by  delay  in  delivery 

of  placenta  ..  ..     239 

-  in  etiology  of  talipes         ..     181 

-  symptoms  of  exhaustion  in    229 
Dyttroptiitt.  muscular,  diagnosis 

of  peripheral  neuritis  from    561 

electrical  reactions  in     . .     561 

faimily  history  in  . .     560 

infantile  and  juvenile  types  560 
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DYSTROPHIES,     MUSCULA  R— ELECTRICAL     REACTIONS 


Dystrophic*,  muscular,  contd. 

-  lordosis  in            . .         . .  18.^ 

panilysis  of  arm  in         . .  ftfth 

par!iT)let;;ia  from  . .          . .  667 

plaiiUir  reflex  in . .          . .  8'J 

pseudo-hypertrophic      . .  600 

sensutions  normal  in      . .  6(>l 

talipf^  from         ..         ..  132 

-  primary  muscular  (see  Myo- 

pathy) 

EAR,  acute  pain  and  swcUins; 

in  ftu-uneulosis  of  . .     469 

-  aflcction^,  tcndern«»  of  tlie 

scalj)  in     . .         . .  . .  781 

infantile  convulsions  from  1 70 

neuralgia  from    ..  ..  781 

ny!>tA(niius  from  . .  . .  463 

referred  pain  from  . .  498 

verti|[fo  due  to     . .  . .  828 

-  atrophy    of.  in   lupus  ery- 

thematosus . .         . .     668 

-  blee<lin;f  from  (see  lilecdim^ 

from  Kar) 

-  bluish-black  colour  of,  from 

ochronosis  . .         . .     822 

-  cerebrospinal  fluid  from,  in 

fractured  skull    . .         . .  138 

-  coarseness  in  cretinfaim     . .  258 

-  description  of  the  . .         . .  187 

-  diphUieria  of                       . .  469 

-  discharge  from  (see  Otorrhcea) 

-  eczema  of,  a  cau!*e  of  cough  174 
due  to  wax  ii»     . .         . .  468 

-  enlarf^ement    in    Mongolian 

idiocy        263 

-  epithelioma  of  (and  sec  Car- 

cinoma;   ..         ..         419,469 

-  examination  of,  in  bleedinp 

from  tijc  enr  . .  468 

in  cases  of  otorrhoea     . .  470 

ol^'un>  pyrexia  . .  C18 

-  foreign  l>ody  in  (sec  Foreign 

IJodies; 

-  gan(nvn<>  of,  in  Raynaud's 

(lis<>its<>      . .         . .  . .  284 

-  glands  of      . .  . .  . .  467 

-  granulations  in        . .  . .  469 

-  ber|>etic    eruption    on,  in 

periplieral  facial  paralysis    630 

-  hyper«r«tosLH  of,  in  leontiasis 

usMMi         . .  . .         . .     749 

-  injury  of,  from  blow  on  chin    407 

-  ivory  exostosi>*  of  . .         . .     754 
••  nerve  supply  of       . .         . .     481 

-  noises  in  (see  Tinnitus) 

-  pain  in,  from  glaucoma    . .     257 

-  polypi  of.  discliarge  from  . .     468 
from  cnrics  . .         . .     469 

-  sodium  urate  in,  in  gout  381,  507 

-  swollen  and  inflamed  in  otitis 

media        469 

-  syriniring  of.  vertii?o  due  to  828 

-  tenderness  of,  In  otitis  me<Iia  230 

-  ttiickeiiint;  in  myxfpdema..  259 

-  tophi  in,  in  gout     . .         . .  607 
simulation  by  proje<"tion 

<if  cartila«e      . .  381 

-  use    of  in    detecting  sli^lit 

pulsition  . .  . .  235 

-  wax  in,  a  cause  of  cough  . .  174 

EARACHE        229 

Korth  eating 115 

-  tetanus  from  infection  from  662 
Eating,    exi'esslve,    efletrt    on 

uric  acid 817 

Ebnniation  of  bone  in  osteo- 
arthritis    384 

Ecchondroscs,     ankylosis     of 

joints  from       ' . .         . .     167 

Ecchymosis  ^see  l*urpura) 

Echiiiococcnis  disease,  alveolar    416 

-  booklets  in  ascitic  fluid  (Fig. 

6)  (and  8e«  Hydatid)      57,  68 


Eclimpsla       172 

-  albuminuria  in        . .         . .  647 

-  epileptiform  convulsions  in  647 

-  in  pnvnancy          . .         . .  160 

-  simulating  a  ri(?or  . .         . .  647 
Ecthyma,  definition  of          . .  602 

-  in  impetigo  contagiosa     . .  654 

-  relation  to  impetigo        601.  602 

-  scabs  in        . .         . .         . .  654 

-  vact'iniform.  of  infants      . .  446 
Ectopic  O*tt>tion  (see  Gesta- 
tion, Ectopic) 

-  testis  (see  Testis,  Ectopic; 
Ectothriv  in  ringworm         . .  273 
Ectromelus      . .          . .          . .  214 

Ectropion,  epiphora  from      . .  25<) 

Ecama^  atMiminato  pustules  in  601 

-  aflcctmg  lingers      . .         . .  266 
nails                     . .         275, 445 

-  anidrosis  with         ..         ..  714 

-  baldness  from         . .         . .  84 

-  burning  sensation  in          . .  602 

-  catarrhal  character  of       . .  633 

-  chara<'ter  of  papule  of     628,  633 

-  crusts  in      . .          . .        829,  831 

-  diabetic,  pain  in  perineum 

from          . .          . .          . .  516 

starting  in  penU  or  vulva  447 

-  diaonosll  from  cheiropom- 

pholyx 832 

dermatitis  herpetiformis  831 

eczema  marginatum      . .  275 

-  -  erythema  intertrigo       . .  i53 

erytlirasma          . .         . .  276 

favus        . .                     . .  272 

follicular  impetigo         . .  6(»2 

-  granulosis  rubra  nasi     . .  714 

herpes       . .                     . .  831 

impetigo  contagiosa       . .  831 

lichen  planus       . .         . .  832 

ruber  pianos    . .         . .  629 

scrofulosorum  . .         . .  629 

miliaria  rubra     . .         . .  831 

mycosis  fungoides           . .  804 

Paget's  disease    . .          . .  803 

papular  syphiloderms    . .  533 

pityriasis  rubra  . .         . .  658 

I>rurigo  ferox      . .         631, 632 

pjioriasis   . .          . .         . .  657 

;  —  rinirworm  of  body          . .  275 
scalp 274 

-  -  scabies      . .         . .         . .  831 

small  flat  pustvdar  syph- 

ilide 604 

small-pox..         ..         ..  608 

Kvcosis  vulgaris  . .          . .  602 

tinea  versicolor  . .         . .  276 

-  of  the  ear,  cough  from    174,  176 

earache  from       . .         . .  230 

otorrhcea  from     . .         . .  468 

-  eosinophil ia  in        . .         . .  349 

-  erythema  in            . .         . .  831 

-  fliwure  of  the  lips  from      . .  663 
,  -  fnlliculonim  . .         . .          . .  628 

-  gouty            . .         . .          . .  616 

-  impetiginous,  simulated  by 

cut-aneoiis  diphtheria     . .  602 

-  Impetigo  in..          ..         ..  781 

-  intertri;;o,  distribution  of . .  447 

-  at  uml)ilicus  in  fat  dirty 

people  . .         . .          . .  524 

-  itching  in    . .  629,  633,  588.  602, 

667,  781,  831 
w  of  lips  40S,  653 

-  marginatum     in     bathing- 

drawers  area       . .         . .  447 

and  dliobie's  itch           . .  276 

diagnosis  from  eczema  . .  275 

eczema  seborrhoeicam  275 

erythrasma      . .         . .  276 

epidermopbyton  inguinale 

in                     . .        273,  276 
general  account  of         . .  276 

-  non-involvement  of  hair  in  275 


Eczema  wnryinatHm,  arntd. 

parasitoloc^'  of  . .        ..    t'l 

-  oedema  arid    inllltratwn  o! 

skin  in      . .  . .        . .    ^"^ 

-  papular,  intense  itcLin?  in . .    jr: 

-  papules  in    . .  .  .275. 52-.*.  il] 

-  pityriasis  rubra  after       ..    *ii! 

-  ptlttular,  creueral  account  •/    **K 

-  pustules  in  . .        6»t;.  K) 

-  scabs  in        . .  . .         . .    63- 

-  scales  in    275,  655.  656.  &>:.  >:i 

-  Mbeniifliicuin  of  infants  t::>.2:^ 

napkin-rnirioa  inctiJeni«  of  4M 

-  tendemcm  of  the  st.*alp  from 

:h».  :?: 

-  Teslchv  in    ..     529.  714.«W.'*J 

-  weeping  in  ..  253,  653.  71},  ^i 
Edge    of    liver      (see    Liver, 

Edtfe  of) 
Effusion,  bl(XKlj,  in  cbMt    . .    II: 

-  in     joint     in     intermittent 

hydrarthroeis  . .    ^' 

I>eriodic.  in    intermittait 

bydrarthroeis  . .         ..    i^'> 

-  -  in  tabetic  arthritis         . .    X*i 

-  into  poicordium  (see  Peri- 

card  ium) 

-  perinephric  (see  Pcrinephri** 

Effusion) 

-  pleuritic       (sec       Pleoritr 

Effusion) 

-  serous,  in  chest  (see  Cbest, 

Serous  Effusion  in) 
'  tuberculous  pleuritic,  inocu- 
lation of  guiitea-pig  in  . .    1^1 

-  yellow,  pleural,  (lericardial. 

peritoneal,  in  jaundice  ..  3^- 
EQS-SHELL  CRACKUNa  ..  1'; 
in  osteosarcoma             ..  >^ 

-  nail  with  hyperidrosis  . .  4*^ 
Egypt,  bilharzia  in   . .          93.  313 

-  relapsing  fever  in  . .  •  •  *** 
Ehrlich's  diazo-reartion  ..  1'* 
Ejaculatory    ducts,    infection 

in  gonorrhoea  . .  . .  51* 
Elastic     flbrot.    method    uf 

demonstrating     . .         ..     9i 

in  sputum      186,  28^*.  S16.31' 

319.321,  651,  701. :« 
Elbows,  osteo-arthritis  of     ..    ^ 

-  predilection  of  psoriasis  for 

530,  65fi.  *5: 

-  rheumatic  nodules  of        ••    *; 

-  seborrhccic  dermatitis  of  . .    4* 

-  tuberculosis  dinease  of  ..  3^ 
Rlbow-joint     disease,      arm 

atroi>hy  in            . .         . .  * 

Elder,  dwarf,  polyuria  after.,  i^ 

Electri''  blindness*       . .         , .  ^* 

-  currents,  eanj^rene  from  . .  i* 
Eloctrical  roactlons  (and  $«e 

Ueaction  of  I>egeneration) 

in  acute  poliomjelitis 

70.  555.  5! 

-  amyotrophic  lateral  8clerc»i5  54 

atrophic  palsy  of  arm    . .    W 

bulbar  paralj-sis  . .  . .    6i 

facial  paralysis    . .         535,  y. 

Frietlreich's  ataxy 

-  hysterical  paralysis  . .  5! 
of    muscles    ancl    nerves. 

normal . .  . .         . .    6^ 

in  muscular  atropli  j      . .      i 

myasthenic  . .         . .    2: 

-  myoitathies 

-  neuropathic   muscular 

atrophy  . .  . .     6J 

paralysis  from  cervical  rib  5J 

peculiarities,  apart  from 

H.  D e: 

peripheral  neuritis  66.  < 

-  progressive    muacular 

atrophj 

-  Mpmtic  moooplegia       . .    5^ 
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Eltctrical  reactions,  coiUd. 

-  supranuclear  facial  paralysis 

53S,  A36 

syringomyelia     . .  . .     664 

tetany        . .         . .         . .     6S4 

Thomsen's  disease  . .     634 

Klectricity  in  functional  par- 
alysis of  vocal  cords      . .     638 

-  in  dia^osing  pains  referred 

from  viscera  . .  . .  475 
Klectrotherapy    in    insomnia 

with  high  blood-pres»ure  359 
Elephantiasis  . .  S3,  456 

-  chylous  ascitM  in  . .         . .       68 

-  chyluria  with  . .         . .     126  ! 

-  from  filaria  sanguinis  hominis 

766,  810 
scrotal  enlargement  in  . .     766 

-  scroti,    occurrence    in    the 

tropics      . .         . .         . .     766 

-  testicular  atrophy  in         . .       78 
Eleventh    nerve    (see    Spinal 

Accessory) 
Emaciation  (and  see  Marasmus, 
and  Weight,  Loss  of) 

-  in  alcoholic  neuritis  . .       78 

-  anorexia  nervosa  . .       60 

-  cachexia  alkalina  . .     116 

-  cancerous  peritonitis         . .       67 

-  carcinoma  of  rectum  . .     636 

-  in  malignant  growth  of  ovary  769 

-  phosphatic  diabetes  . .     672 

-  phthisis         . .  . .  . .     194 

-  progeria        . .         . .         . .     218 

-  pyaemia         . .         . .         . .     872 

-  Still's  disease  . .         . .       40 

-  stricture  of  oesophagus     . .     484 

-  tropical  abscess  of  liver     . .     369 
EmlMlIsm,  absence  of  pulsa- 
tion in  limb  after  . .     286 

-  albuminuria  due  to. .         ..     237 

-  aneurysm  from       . .         368, 699 

-  of    central    retinal    artery, 

sudden  blindness  from  . .     839 
ophthalmoscopic  ap- 
pearance of  (Plate  Vlllf 
Fig.  S) 463 

-  ctrebral  ..         82, 137. 13K,  155, 

173.  237.  285,  327,  328, 337, 
338,  546,  685,  699 

-  -  acquired      paralysis      of 

childhood  due  to       . .  155 

aphakia  from        . .  . .  685 

athetosis  aft-er     . .  . .  1 55 

-  -  Clieyno  -  Stokes      respira- 

tion from         . .  . .  125 

coma  from  .  .137, 138,  237 

headache  in         . .         327,  328 

-  -  hemnniupsia  from  . .  335 

hemiplegia  from  . .         . .  338 

lotss  of  consciousness  in . .  338 

-  -  rlieuraatic  liistory  in      . .  338 

-  -  sudden     transient    coma 

and  hemiplegia  from . .     099 

-  in  f ungating  endocarditis  (see 

Fungatinfj  Endocarditis) 

-  panj,Tene  from        . .         282,  286 

-  ihX'mrituria  due  to   . .  . .     237 

-  lucmorriiages  witii . .  . .     1 38 

-  from  heart  lesions  . .         138, 155 

-  heraitile<;ia  from 

82, 138, 237, 285, 337 

-  of  licpatic  artery    . .  59,  368 

-  Of  the  lung,  acute  cyanosis 

from       . .  . .  . .  185 

-  -  from  appendi'Mtis  . .  123 

-  -  causing  pleuritic  effusion  123 

-  -  dyspnoea  in         . .         . .  185 
crangrene  of  lung  from  . .  287 

-  -  haemoptysis  in    ..        186,  317 
intrathoracic  pain  in     . .  185 

-  -  from  lateral  sinus  throm- 

hc»is     . .  . .         . .     578 

lividity  in  . .         . .     185 


320 
649 
678 
186 
321 
646 
90 
168 


432 
646 
646 

699 
286 
286 
663 
286 
138 
138 

693 


8,  9,  237 
..  237 
..  138 
..  665 


Embolism  of  the  lung,  oontd, 
mitral  stenosis 

-  multiple  absceesee  from 

otitis  media 

sources  of 

sudden  death  in . . 

-  mesantaiic  ..  432 

anal  hipmorrhage  from    . . 

constipation  with 

intestinal  obstruction  from  432 

melaena  and  hsemateroesis    163 

moteorism  with  . . 

simulating   peritonitis  . . 

-  monoplegia  from    . . 

-  multiple,  in  fungating  endo- 

carditis   ..         ..     9,  10 

-  numbness  of  limb  from     . . 

-  pain  from    . . 

-  paraplegia  from 

-  predisposing  causes  of 

-  progn«sive  aiuDmia  with  . . 

-  pyrexia  with 

-  of  radial  artery,  inequality 

of  pulses  in 

-  renal,   albuminuria   in 
hsematuria  from. . 

-  rlieumatic  history  in 

-  of  spinal  cord 

-  q>lenic  enlargement  with 

138,  699,  692 

-  suddenness  of  symptoms  in      286 

-  after  thrombosis  of  iliac  vein 

186,466 

-  uncinate  gyrus,  anosmia  from  669 
Embryoiiui  0*1  kMney,  histology  896 
hirmaturia  in       304,  307,  896 

-  occurrence  in  children  . .  896 
symptoms  of      . .         . .     307 

-  of  liver         . .         . .         . .     413 

-  testis  (sec  Testis,  Embxyoma  oi) 
Kmetics,  vomiting  from       . .     843 
Emissions,     nocturnal,     with 

impotence  . .         . .     847 

Emotion,  acute  yellow  atrophy 

of  liver  preceded  by     . .     370 

-  angina  pectoris  from        482,  778 

-  convulsions  from    . .         . .     170 

-  diarrhoea  from        . .  . .     197 

-  disproportionate  exuberance 

in  paralysis  agitans 
in  double  hemiplegia 

-  dyjtpepsia  from       . .        355,  374 

-  cxpre:«3iou  of.  diminished  in 

tabes 

-  in  hysteria  . .         . .        173 

-  jaundii'e  from         . .         362,  374 

-  loss  of  control  of  expression 

of,  in  pseudo-bulbar  palsy 

-  menorrhagia  from  . . 

-  motor  tics  increased  by    . . 

-  movements  of,  uncontrolled 

in  facial  parafysis 

-  myoclonus  increased  by  . . 

-  palpitation  from     . .        625,  627 

-  ptyalorrha?a  caused  by     . .     692 

-  tremor  from 
Emphysema,  albuminuria  in 

-  ascites  in     . . 

-  asttima  developing  into 

180,  186, 

-  barrel -shaped  chest  in      191,  404 

-  and     bronchitis    (and    see 

bronchitis)  . .         . .     246 

-  cardiac  dullness  in..         ..     331 

-  clubbed  fingers  in  . .         . .     128 

-  compensatory,     in     fibroid 

lung  . .         . .         . .     246 

-  constipation  in       . .         . .     149 

-  cyanosis  in  . .         . .        186,  679 

-  dilatation  of  heart  in  246, 486, 626 

-  diminished  liver  dullness  in     404 

-  displaced  cardiac  imptilse  in 

232,  330,  8U 

-  dyspeptic  symptoms  in.    . .     b%^ 


262 
258 


262 

798 


686 
428 
160 

636 

160 


796 
18 
61 

582 


Emphysema,  amtd. 

-  enlarged  right  ventricle  in 

245,  246 

-  epistaxis  in . .  . .  . .     251 

-  eversion  of  lower  ribs  in    . .     404 

-  flatulence  in  . .         . .     267 

-  general  pains  in  the  limbs  in     603 

-  litf*jnoptysi8  hi        ..        317,  320 

-  heart  failure  from 

61,  186.  464,  625 

-  inelasticity  of  skin  with    . .     186 

-  insomnia  in..  366,  369 

-  liver  dullneias  lost  from     . .     406 

-  local  bulging  of  chest-wall 

from  193 

-  orthopnoea  in  186,  464 

-  pain  in  the  chest  in  . .     480 

-  epigastrium  from  . .     486 

-  palpitation  in         . .        626,  626 

-  periodic  cyanosis  from      . .     679 

-  physical  signs  of     101,  186,  192 

-  pneumothorax  from         677,  678 

-  polycythemia  in    . .        679,  680 

-  shortness  of  breath  in 

101,  626,  679 

-  subcutaneous  (see  Emphy- 

sema, Surgical) 
EMPHYSEMA,  SUIIfilCAL  . .     831 

-  abdominal  distention  from    716 

swelling  from  . .  716 

crepitus  with      . .        179,  716 

egg-shell  crackling  in    . .     177 

due     to    gas-producing 

microbes  231,  716 

from  injury  to  chest     . .     678 

wounds  producing         . .     71 6 

-  tenderness  in  the  chest  from    778 

-  thoracic  telangiectases  in         826 

-  uterine,  hyperasmia  from  . .     480 
menorrhagia  in   . .         . .     428 

-  wheezing  in 526 

Emprosthotonus  in  tetanus  . .     162 
Empyema,  without  abnormal 

ph}rsical  signs        99,  323,  703 

-  in  abnormal  situations      . .     703 

-  albuminuria  in        . .         . .       17 

-  albumosuria  in       . .         . .       20 

-  anaemia  in  . .         . .         . .       39 

-  with  broncJiopneumonia  . .     186 

-  bulging  of  chest- wall  with  192,193 

-  clubbed  fingerB  in..  99,  128 

-  compression  of  lung  from. .     824 

-  diagnosed  by  needling  chest    186 
from  gangrene  of  lung 

288,  321,  703 

-  diaphragm  immobilized  by      721 

-  difficulties  in  locating       ..     119 

-  displaced  cardiac  impulse  in     880 

-  fibroid  lung  and  bronchiec- 

tasis from  . .         . .     324 

-  foetid  sputum  in    . .        321,  708 

-  foul  breath  in         . .         . .       99 

-  hemoptysis  in        . .        317,  323 

-  indicanuria  due  to. .        349,  821 

-  lardaccous  disease  from     10,  696 

-  latent  . .        119,  650 

-  leucocytosis  in         . .        400,  401 

-  after  measles  . .  660 

-  mistaken    for    abscess    of 

chest-wall  ..         ..193 

-  oHteo-arthropathy  in  . .     890 

-  pain  in  the  chest  in       478,  480 

-  periostitis  in  . .         . .     776 

-  physical  signs  of     . .        119,  192 

-  after  pleurisy  . .         . .     660 

-  pneumococcal         . .         . .     122 

-  after  pneumonia    . .        323,  660 
slight  value  of  leucocyte 

count  in  diagnosis  of . .     401 

-  pointing  on  chest-wall  in  193,  478 

-  post^critical       intermittent 

1  fever  in  paeaisasM\Sa»A!afe\»    ^^. 

-  T^\xwiCvcwi  eft.  c\i«Xr-^»nKi  ^^"^^  ISc^ 
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Kmpprma,  rontd. 

-  rupturs  into  bronchus       . .     578 
causint;  pneumothorax.,     'ul 

-  -  Into  hin«..  ..99,  323,  703 

diaijnosw  of     . .  . .     703 

previous     liwtory     of 

pneumonia  in  . .     703 

noelaHticllbresinsputumln  703 

foul  taste  from  . .  . .     774 

si>utum  in        ..99,  3'Jl,  703 

Hk'arlet  fever        . .  . .     650 

-  sooliortis  from  . .  . .     180 

-  8et!on<lar>'  to  al)scc8E}  of  liver    i09 
to  otitic  media    . .  . .     123 

-  8cptira>mia  from     . .         614,  698 
prolonged  pyrexia  in      . .     tJOg 

-  shrinkage  of  cheat  after     . .     193 

-  simulating  hepatic  absceas       779 

-  simulation  by  tropical  liver 

ab»cei«}      . .  . .  . .     369 

-  tiug(?eHted    t>y    aii£emi»    in 

bronchopneumonia  of  chil- 
dren . .  . .       39 

-  subdiaphragmatic      inflam- 

mation causing  . .  . .      132 

-  from  subphrenic  abscem  . .     720 
tendemem  of  the  spine  in. .     785 

-  undiscovered,    dlfQculty    of 

exi)loration  with  needle  in    703 

-  varieties  of  cause  and  posi- 

tion of 119 

x-ravii  in  diaf^nosis  of        . .     721 

-  of     antrum    of     HiKhmoro 

Csi-e  Antrum  of  Hichmore) 

-  of  frontal  Minus  (see  Frontal 

."^inuH) 

-  of    uall-bladder    (see    Qall- 

bladiler.  Kmp^'cma  of) 
Encephalitis.  iur|uire<l  paraly- 
sis of  (Miildhuod  due  to  . .     155 

-  acute   <'on.stitutional  symp- 

toms  in     . .  . .  . .     547 

hemiplegia  from..        337,  338 

optie  Neuritis  in  . .     139 

-  pupils   in  . .  . .         . .     594 

-  retrartion  of  the  head  in      611 

-  simulatiiu;  meningitis  558,  643 

syniptoHLS  of       . .  . .     139 

vomitinjj  in         . .  . .     139 

-  ataxy  from  . .  . .  . .       69 

-  athettMiri  after         ..  ..      156 

-  coma  line  to  136,  558,  643 

-  convulsions  in  139,  547,  558 

-  diairnoctLs    of    sup.    longitu- 

dinal sinus  thromboHis  from  558 

-  ireneral  head  Hj'uiptoms  in       558 

-  headat'he  in  . .        139,  547 

-  Infantile  dipUvia  due  to    ..     556 

-  monople>;ia  from     ..  ..     517 

-  para)ilei:ia  due  to  . .  . .     556 

-  pyrexia  in    . .  . .         547,  558 

-  vomitinj;  in..  ..        517,  5.'i8 
Encephaloi'ele,  diacfnotnis  from 

dermoid  cyrft       . .  . .     254 

-  unilat^Tul  exophthalmos  from  254 
Kncephalopiithy,  saturnine  (see 

.Saturnine  Encephalopathy) 
Enchondroma  of  breast        . .     744 

-  simulating     sarcoma    (Fig. 

195)  754 

Encysted  liydroct?le  (see  Hy- 
drocele) 
Endarteritis,  urani^rene  from..     282 

-  precediuvr    paraple(?ia,    his- 

tory of  svphilis    hi        . .     563 

-  typhilitic     '     . .         327,  337,  563 

eerebral.  headache  in     . .     327 

(Hitaneous  ulcers  in       . .     338 

hemipU>^la  from  337,  338 

premonitory  symptoms     337 

without    loss    of    con- 

H'iousnciw  in  . .     338 

-  Wassermaim's  scnim  re- 

action in  . .         . .     338 


Endocarditis,    acute,    chansea 

following S40 

-  in  acute  rheumatism 

103.  121,  504.  671 

-  aortic  disease  due  to  . .    10(>. 

236,  237 

-  bruits  in     102,  103,  105,  110,  671 

-  cerebral  eml)olism  from    . .     173 

-  chanires    in    heart    soimds 

with  239 

-  in  chorea       . .  . .        103,  156 

-  common  causes  of  . .  . .     236 

-  dia.*itolic  bruits  in  . .  . .     106 

-  embolism  from       . .        173,  286 

-  in  erysipelas  . .         . .     103 

-  fungating    (see     Fuugating 

Endocarditis) 

-  luematuria  from      . .         . .     305 

-  impulse  displaced  with      . .     239 

-  not  indicated  by  tempera- 

ture chart  103,  239,  622 

-  infarct  of  lung  from  . .     322 

-  hifectod    or    infective    (see 

Fungatine  Endocturditis) 

-  malignant    (sec    Fuugating 

Endocarditis) 

-  mid-diastolic  bruit  of        ..     110 

-  mitral  regurKitation  from..     239 
stenosis  from       . .         . .     240 

-  monoplegia  due  to. .         . .     547 

-  palpitation  from      . .         . .     239 
>  in  pneumonia  . .         . .     lOS 

-  precordial  pain  from  . .     239 

-  in  puerperal  fever  . .  . .     103 

-  pulmonary      regurgitatioa 

from  107 

-  pulse-rate  in  . .  . .     239 

-  pyrexia  absent  with         103,  622 
'  due  to 622 

-  in  septica>mb  . .  . .     103 

-  systolic  aortic  bruit  in       . .     106 
bruit  over  mitral  area  in 

acute  103,  103 

-  ulcerative    (see    Fungating 

Endocarditis) 
Endolymph,   rise   in   promure 

of,  caiLsing  deafness       . .     190 
Endometritis,  acute,  in  zymotic 

diseases 429 

-  blood-st-ained    watery    dis- 

charge from  . .     436 

-  cachexia   in..  ..  ..     114 

-  chronic,  anaemia  in  . .       39 
backache  from    . .         . .     220 

-  diagnosis  from  uterine  scrap- 

ings   439 

-  dysmenorrhoea  from        219,  220 

-  enlargement  of  uterus  from    220 

-  infective  peritonitis  from..     644 

-  leucorrha«a  from    . .  . .     220 

-  menorrhagia  from     210,  220,  428 

-  metrorrhagia  from  433,  435 

-  pelvic  pam  from     . .         . .     608 

-  Pozzi's  syndrome  in  . .     429 

-  sacraljria   in 609 

-  senile,  metrostaxis  from    . .     436 

-  foul     vaginal     discharge 

from 211 

-  sterilitv  due  to        . .         , .     706 

-  vaginal  discharge  due  to    . .     210 

-  in  virgins      . .  . .         . .     429 

Endometrium    abnormal     in 

dysmenorrhoea    ..  ..     219 

Endoscope 2U8 

-  in  diagnosing  imfmcted  cal- 

culus in  urethra  . .  . .     511 

urethral  stricture  439,  440. 

511,  678 
fistula  . .  . .      678 

-  her  pe  of  urethra  seen  wiUi    209 

-  and  soft  sores  hi  uretlira  . .     209 

-  and  uretliral  affections      . .     208 

calculus    . .  . .  . .     210 

papilloma ta  . .     S09 
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I  EndttlMllOflM  of  aatcuB  «( 
H  is?liinor«,  purolnt  rhin- 
itis from ^•5 

I  -  kidney  IJi 

-  lunif -.^T 

-  nose  . .  . .    ?W 

-  palate  «♦' 

-  testis  7« 

-  vulva  . .  . .         . .    74* 

Endottirix  in  ringworm        ..    '7S 
Endotrichm,       S«bouraud*« 

classification  of  .. 
EatmAtl  in  diagnoaiB  of  car- 
cinoma of  sigmoid  cokn    7^ 

of   oaufte  of    awelling  in 

ri^ht  Uiac  fossa         ..    rJ. 

fsecal  tunuM]n393.4»»,y>l.ol 

intestinal  obctmctkm    ..    lil 

nature  of  constipation  ..    iH 

-  relief  of  pain  by,  in  f»cal 

accumulations     . .        . .    4$) 

-  vomiting  caused  by        844.  *M 
Enlargement  of  a  boDe(we  Boaet^) 

-  of    gall-bUdder   (see  Gall- 

bladder.  Enlarged) 

-  heart  (see  Heart,  Enlar^) 

-  ioints  (see  Arthritis) 

-  kidney    (see    Ekiney,    En- 

larged) 

-  lactiiymal  gland  (see  L«cb- 

rymal  Gland,  Enlarged) 

-  liver  (see  Liver.  Enlarged) 

-  lympliatic  (dands  (see  Lym- 

phatic Glands) 

-  prostate  (see  Prostate,  En- 

larged) 

-  salivary  glands  (see  Salivary 

Glands.   Enlarged) 

-  spleen  (see  Spleen.  Enlareed) 

-  testis  (see  Testis,  Enlanzcd^ 

-  thyroid  (see  Thyroid  Gland. 

Enlarged) 

-  tonsils  (see  Tonoib,  Eolsrscd) 

-  uterus  (see  rtenis,  Enhuved) 

ENOPHTHALMOS     ..        ..' -*' 

-  in     paralvsis     of     cervical 

sympathetic        . .        5»0.  5** 
Kntassement    in    spinal   cord 

lesions   causing  paralyse  ^t-' 
Enteric  fever  (see  Typhoiil  Fet«r) 

EnttrltlS,  in  cirrhosis  of  liver  I"? 

-  indicanaria  in  . .         ..  W 

-  mucus  and  blood  in  stools  in  l^ 

-  simiUating  ascites  . .         . .  7K 
Entero-colitis  of  infants,  blood 

per  anum  in         . .         ..     ^ 
Enterogenous  cyanosis         ..  1*7 
Enterolith  in  tlie  rectum       . .  ^^^ 
EntoroptOSia,  alHlominal  swell- 
ing from 71i 

-Illustrated    ..  ..147.149.72'- 

-  jaundice  in  . .  . .         ..  >>'• 

-  undue    abdominal     aortic 

pulsation  associated  with  l^^- 
Entorospasm    in     abdominal 
neuralgias            ..         ..477 

-  constipation  from  ..  1*1 

-  distinction  from  tumour  or 

intussusception  ..         ..  I'l 

-  induced  by  taking  food     . .  4v; 

-  mucus    and    memt>rane    in 

motions  in  . .         . .  4>'= 

-  obstinate  con.ttipation  in  . .  4v; 

-  pain  in  the  epigastrium  in  l?*" 
relieved    by    pantage    of 

llata-» l'*!". 

pressive  ..         ..  l!**- 

ENURESIS :17 

-  in  children,  nocturnal        ..  171 
Envelope  crystals  in  urine  (see 

Oxaluria) 

Eosin,  fluorescence  due  to     . .  *<:^* 

-  pink  urine  from     . .        819,  !»:?• 

-  staining  of  mucus  by  141 


EOSINOPHILIA—EPISTERNAL    FULLNESS 
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It     EOSINOPHILIA     (Pfo/e     //, 

r  Fig.  L,  p.  28)     . .         . .     248 

:      -  in  Addison'H  disease  . .       38 

-  ankylostomiasis      . .         . .     570 

-  associated  with  parasites   33,  249 
in  asthma    . .  118,  179,  180,  582 

-  bloody  effusion  due  to  new 

growths  of  pleura  . .     118 

-  bullous  dermatoees        . .     114 

-  exceptional  in  round-worm 

infection  . .         . .  -      . .     669 

-  in  filariasis 126 

-  with  hydatid  cyst  of  liver 

58,  279,  413,  416,  719,  720 
of  lung 323 

-  with  multiple  subcutaneous 

cysticerd  . .         . .         . .     462 

-  in  post-febrile  states        . .     248 

-  tape-worm  infection  . .     668 

-  trichinosis    . .         . .        604,  801 
Eosinophile    cells    in   normal 

blood         ..         ..  28,  248 

-  myelocytes  (Plate  11)       . .       29 
Epicanthus     in     Mongolian 

idiocy       . .         . .        263,  264 
Epidemic  gangrene    . .        282,  287 

-  jaundice  (see  Jaundice,  Epi- 

demic) 

-  relapsing  fever        . .         . .     649 

-  trichinosis 801 

Epidermolysis  bullosa 

110,  113,  266,  445 
Epidermophyton  inguinale  273,  276 

-  Perneti         276 

-  mbrum         . .         . .         . .     276 

Epididymis,  cystic  disitst  of, 

age  incidence  of  . .         . .     767 

painless   and    harmless 

nature  of     . .         . .     767 

solitary  . .         . .     767 

translucency  of  cysts  in     767 

-  encysted  hydrocele   of    621,  766 

-  enlargement  of,  causes  of..     766 

-  fibrous  pcar  in,  from  former 

epididymo-orchitis         . .     518 

-  gonococcal  infection  of    207,  766 

-  inflammatory  lesions  of  Cand 

see  Epididymo-orchitis)        517 

-  new  growth  of        . .  . .     767 

-  nodules  in,  gonorrhoeal     307,  767 

in  secondary  syphilis    . .     619 

tuberculous  .307,  618, 

630.  680,  767 
with  tuberculous  testis. .     680 

-  pain  in,  from  fibrous  scar, 

diacrnoeis    from    tubercu- 
losis   518 

-  thicliened    and    painful    in 

epididymo-orchitis         ..     517 

-  tUbercuiOtiS  of  tlie  307.  519, 

680,  767 

asf<ociation  with  prostate     767 

tuberculosis  of  spermatic 

cord  . .  . ,  . .     523 

new  prov^'th  simulating. .     767 

with  tuberculous  bladder    441 

tuberculosis    of    vesiailee 

seminales  secondary  to 

6J9,  767 
Epididymitis,  atrophy  of  testis 

from  454 

-  gonorrhceal,  bacteriology  in 

diagnosis  of  . .  . .     766 

-  involving  spermatic  cord  . .     523 

-  from    non-gonococcal    ure- 

tJu-itis        ..  ..        206,  766 

diagnosis  of      . .  . .     766 

from  tuberculous  epi- 
didymitis . .     767 

-  relation  of  swelling  to  testis    766 

-  side-to-aide      flattening     of 

swelling 766 

-  in  8.vi)hilis 519 

-  testicular  atrophy  in         . .       79 


Epididjftniiu,  amid. 

-  tuberculous,  general  accoont  of  767 
scrotal  sinus  from          . .  767 

-  suppnration  in  meet  cases  of  766 

-  (see  also  Testis,  Tubercu- 

lous disease  of) 

-  varieties  of 766 

-  vertical  elongation  of  scrotal 

swellings  due  to. .         . .  766 
Epididymo  •  orchitis,      tcuto, 
acute   hydrocele    accom- 
panying      622 

causes  of     . .         . .     617,  618 

general  account  of        ..  617 

-  gouty           818 

Epigistric  angle,  widening  of 

by  ascites           . .         . .  60 
by  emphysema           . .  246 

-  hemia^Csee  Hernia,  Epigastric) 

-  reflex  in  spastic  paralysis  of 

one  leg     . .         . .         . .  640 

-  sensation  in  epileptic  aora  . .  80 
Epigastrium,  bulging  of,  from 

subphrenic  abscess       . .  720 

-  tropical  abscess  of  liver. .  369 

-  definition  of            . .         . .  722 

-  injury  to,  vomiting  from  . .  844 

-  organs  normally  contained  in  722 

-  pain  in  (see  Pain  in  Epi- 

gastrium) 

-  pulsation  in,  in  acute  dilata- 

tion of  heart      . .  243 

congenital   heart   disease  244 

with  enlarged  right  ven- 
tricle    . .          232,  246,  246 
in  fibroid  lung     . .         . .  246 

-  in  mitral  regurgitation..  238 
stenosis            . .         . .  246 

-  tenderness  In  (see  Tender- 

nem  in  Epigastrium) 

-  tuberculous  masses  in       . .  724 

-  tumour  in,  in  carcinoma  of 

stomach 361 

due  to  scybaia   . .         . .  724 

-  various  tumours  felt  in 

723.  724,  726 

-  visible  gastric  peristalsis  in  723 
Epiglottis,  tuberculosis  of  . .  325 
Epiguanin    bases,    uric    acid 

derived  from       . .         . .  817 

Epilepsy,  aphasia  after          . .  686 

-  amnesia  in  . .         . .         . .  25 

-  athetosis  in              . .         . .  154 

-  aura  in  (see  Aura) 

-  automatism  in        . .         . .  25 

-  Babinski's  sign  in  . .         . .  82 

-  biting  of  tongue  in . .         . .  646 

-  cardiac  thumpings  at  night  in  527 

-  in  children  ..         ..         ..  170 

-  clonic  spasms  in      . .         . .  160 

-  coma  in       . .     82,  136,  160,  646 

-  convulsions  in         . .         . .  160 

-  deafness  from         . .         . .  191 

-  dementia  from        . .         . .  360 

-  equivalents  of          . .         . .  686 

-  the  fit  described      . .         . .  169 

-  flushing  as  an  aura  in        . .  268 

-  headache  in             . .         . .  329 

-  imitated  in  hysteria          . .  160 

-  immobile  pupil  in  . .         . .  160 

-  in  infantile  paralysis          . .  156 

-  an     infrequent     cause     of 

infantile  convnlsionH      ..  171 

-  involuntary   micturition   in  646 

-  irritability  in          . .         . .  360 

-  Jacksoniah  (see  Jacksonian 

Epilepsy) 
>  mild     clonic     spasms     as 

"  warnings  "  in  . .         . .  160 

-  mimicked  by  malingerers..  160 

-  minor  (see  Petit  mal) 

-  multiple  bruising  simulating 

purpura  due  to  . .         . .  697 

-  myoclonus  in          . .         . .  \^ 


Epilepsy,  contd. 

-  palpitation  in         . .        626,  627 

-  partial  I7I 

-  pavor  noctomua  in  connec- 

tion with 367 

-  peculiar  sense  of  sixe  in  . .     840 

-  perverted  taste  in  . .         . .     774 

-  polyuria  in  . .         . .       681,  683 

-  priapism  in 686 

-  pupils  dilated  with  retention 

of  reflexes  in  . .     694 

-  relaxation  of  sphincters  in    160 

-  simulated  by  heart  block  . .     97 
rigors        646 

-  smdl  aura  preceding         . .     669 

-  spasm  of  the  glottu  as  an 

aura  in 828 

-  subconjunctival  hsmorrhage 

in  266 

-  tetanic  contractions  in      . .     161 

-  treatment  by  indigo  blue. .     823 

-  trismus  simulated  by        . .     801 

-  unilateral  convulsions  in  . .     170 
uncommon  in..         ..     174 

-  vertigo  in 828 

-  vomiting  in  . .         . .     844 

-  warning  spasms  of  . .         . .     160 
Epileptiform  convulsions  (see 

Convulsions,  Epileptic) 

-  neuralgia    (see    Trigeminal 

Neuralgia,  Major)          ..     496 
EPIPHORA 260 

-  in  acute  conjunctivitis      . .     266 

-  from  cicatrization  in  lachry- 

mal duct 260 

-  Graves'  disease       . .         . .     261 

-  in  inflammation  of  eve     . .     260 

-  injury  of  lachrymal  duct  . .     260 

-  in  nuclear  facial  paralysis 
Epiphyses,  enlargement  of,  in 

ruskets 

-  injury  or  inflammation  of 

tibial,  causing  talipes  . . 

-  separation  of,  ^  congenital 

syphilis 

popliteal  swelling  due  to 

761,  768 
in  syphilitic  pseudo-paraly 

Epiphysitis  in  congenital  sy- 
philis 

Episarkin  bases,  uric  acid 
derived  from 

Episcleritis,  causes  of 

-  distinction  from  conjunct!- 

V Ivlo  •    •  •   •  •   • 

Epispadias,  changes  in  stream 

of  urine  in 
EPISTAXIS 

-  in  acute  yellow  atrophy  of 

liver  ..         ..        302,  370 

-  alcoholism 368 

-  anaemia  after  . .         . .       36 

-  in  Bright's  disease  . .       90 

-  and  cerebral  embolism      . .     138 

-  chronic  nephritis    . .         . .     295 

-  cirrhosis  of  liver        295,  300,  696 

-  ho^matemesis     from     swal- 

lowed blood  in    . .         . .  294 

-  haemophilia             . .         . .  302 

-  Henoch's  purpura  . .         . .  90 

-  Hodgkin's  disease  . .         . .  302 

-  leukaemia     . .         . .          31,  302 

-  multiple  hereditary  telangi- 

ectasis         251 

-  purpura  htemorrhagica  . .  600 

-  recurrent      . .         . .  . .  251 

-  in  relapsing  fever    . .  . .  373 

-  scarlatina  maligna  . .  . .  301 

-  typhoid  fever         . .  90,  697 

-  variola  maligna      . .  . .  301 

-  vicarious  menstruation  . .  ^^V 
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EPITHELIAL  RENAL  CASTS— EUROPE 


: 


Kpitbelial  renal  tube-castB    . .         7 
Bpitbdionut  adenoidM  cjsti- 

cnm  806 

-  (flee  Oardnoma) 

-  canning  perineal  sorea       . .     C78 

-  Mstologj    in    diagnoeis    ci 

(and    see    HiaUdogj    in 

DiagnoaiB;     420.  769.  803,  812 
Epithelium  in  hematuria  oi 

acate  nephritis    . .  311 

Epitrochlear    gland    enlarged 

(see  Lymphatic  Gland) 
EpvUt,  bleedhig  gums  due  to  86,  88 

-  fibrous  748 
association  with  decayed 

tooth 748 

-  displacement  of  teeth  by      748 
distortion  of  jaw  by      . .     748 

-  microscopic   examination 

in  diagnosis  of  ..748 

origin  of  sarcoma  as      . .     748 

softnen  of  swelling  due  to    748 

-  malignant 756 

Equilibrium,    neuro-muscular 

mechanism    of    mainten- 
ance of 827 

Erb's  muscular  dystrophy    . .       70 

-  -  fibrillary     oontnctloDS 

rare  in  158 

>  paliy,  extent  and  causes  of     562 

-  sign  In  tetany  178 
ErttUtBi,  PMlla,  absence   of 

(see  impotence) 

-  -  PtiRful  (see  Chordee) 
in  acute  prostatitis  or 

prostatic  abscess    . .     616 

age  incidence  of         . .     686 

in  caTemitis   . .         . .     616 

gonorrhoea  . .     207 

persistent  (Priapism). .     686 

Ergotism,  gangrene  from  (see 
Qangreno,  Epidemic) 

-  purpura  from  ..    696 

-  simulating   Raynaud's  dis- 

ease or  erythromelalgla. .     287 

-  tetany  following    ..         ..178 

ErtiiMi  tf  cartllBOi*^  hyper- 
trophic osteo-arthropathy    390 

-  -  In  joints   In  tuemopbilic 

arthritis  ..388 

-  -  lupqs  vulgaris     . .        448,  808 

-  -  In  osteo-arthritii  ..     384 

-  oerrix  (see  OcrWx,  Erosion  oO 
Eructatio  nerrosa  . .     267 

-  diagnosis    from    indiges- 

tion . .  . .  361 
EracUtions  hi  gMtritis  ..  297 
relief  of  pahi  by            . .  484 

-  in  intestinal  colic  . .         . .  473 
Eruptions,  'bullous,  yesicular, 

etc  (see  Bulls,  Vesicles, 
etc.) 
EryatptlftS.  MTute  dilatation  of 

lieartftom  243 

-  albuminuria  In  17 

-  bacteri(4ogy  in  diagnosis  . .     469 

-  baldness  from  84 

-  in  bathing-drawers  area  . .     447 

-  bulls  in       ..  110,  113,  746 

-  diaxo-reaction  in     . .         . .     198 

-  differentiation  of  erythema 

simplex  from  . .  262 

-  endocarditis  in  ..  103 

-  gangrene  in  . .  282 

-  hyperpyrexia  in  . .  343 

-  leuoo(7tosis  in  . .  401 

-  osdema  of  face  and    arms 

from         461 

or  neck  in     . .         . .     469 

-  skhi  in 746 

-  prolonged  pyrexia  in  (Fig. 

166)  614 

-  pjnxiM  in   . .        .  .614, 6%*,  14% 

-  nsb  of  «««,14« 


ErpsipHoM,  amid. 

-  rigors  in  (Fig.  166,  p.  614) 

647,  648,  698,  746 

-  sharply  defined  boixler  of. .  262 

-  simulated    by    lupus    ery- 

thematosus 781 
urticaria 860 

-  sloughing  in  746 

-  splenic  enlargement  In     692,  698 
-streptococci  hi                   ..  113 

-  tendency  to  spread  in      . .  746 

-  tendemeas  of  scalp  from  780,  781 
ERYTHEMA 263 

-  in  acute  rheumatism          . .  671 

-  bnUosum,  bleeding  gums  in  86,  88 
of  the  buccal  cavity,  dys- 
phagia in  226 

-  -  buns  hi  ..                   110,  113 
eostnophilia  in    . .  249 

-  In  cerebrospinal  meningitis  643 

-  congenital  syphilis  . .  446 

-  at  onset  of  dengue. .         . .  606 

-  dermatitis  herpetiformis   . .  831 

-  ecsema         831 

-  of  fingers 266 

-  fugax            262 

-  gestationis,  bullae  in  111 

-  with  herpes  soeter     . .     . .  830 

-  at  onset  of  impetigo  vulgaris  602 

-  induratum      scrofulosorum 

(see  Baxhi's  Disease) 

-  from  inflammation            . .  478 

-  hitertrigo 262 

-  -  area  of  distribution  of  . .  447 

-  fnnn  iodides  or  bromides..  112 

-  uis,  bulls  hi  . .        110,  113 

eosinophilia  in    . .         . .  249 

relation  to  pemphigus  . .  113 

rings  d  vesicles  in          . .  832 

-  keratodes,  nodules  of       . .  461 
oedema    and    tenderness 

of  palms  and  soles  in. .  461 

-  of  the  legs,  from  exoesiive 

standing 460 

-  macular        423 

-  oiuHitonna,  diagnosis  from 

small-pox  607 
herpes  xoster  . .  830 

-  -  distribution  of    . .         . .  631 

mainly  on  liml)S        . .  607 

papular  and  other  lesions  of  631 

-  pityriasis  rubra  after    . .  668 

scabs  from                     ^. .  663 

simulation  by  prurigo  *. .  631 

'■  strophulus       . .         . .  631 

urticaria                     . .  631 

sli^tnesB  of  itching  In  . .  631 

vesicles  in  832 

-  hi  napkin  region  446 

-  llOtftMHil,  sbsence  of  ulocis 

in             460 

hi  acute  rtieumatism    121,  671 

affection  of  legs  and  feet  in  460 

-  -  biUteral 761 

colours  of            . .         . .  460 

-  diagnosis     from     acute 

osteomyelitis  . .         . .  761 

nodular  leprosy           . .  460 

syphilis            . .  460 

-  multiple  red  swdlings  on 

fihins  in            . .         . .  761 

pain  and  swelling  of  joints  460 

pyrexia  in  460 

-  -  sunulated     by     varicose 

veins                            . .  460 

-  paptilatum,  staining  of  skin 

after         631 

-  in  peliosis  rheumatica        . .  600 

-  pruritus  in 688 

-  rtieumatic,  albuminuria  with  18 

-  Mabs  in        832 

-  scales  in                             656,  666 

-  ieil^\inMwtM%                   . .  263 
dflMpiamaMiaGL  «l!UBt        ..  ^M 


,  —  diflerentatkn    firom  Ger- 
man meastos 


♦i: 


pityriasis  mbra  ..    i"-* 

strawberry  tongue  in    ..    23* 

-  shnplex  iit 

»  -  diagnosis    from    t«*^*^i**' 

stage  of  lepro^         ..    4^4 

-  solars  ..a: 

-  vesicular,  perledie  with    ..    4<.4 

-  vesicnlosum,  veskies  in  ..  s:^ 
Erytbemato-paiNalar     lesloQS, 

description  of  ..    iH 

Erythmnia  (see  Splenomegalic 

Polycytbsnua) 
ErytlirAiaHl  in   bathing-draw- 
ers area  . .     447 

-  description  of  . .    2T€ 

-  diagnosis     from     ^>'«— r*» 

marginatum  . .    37< 

ecxema  seborrliceicum  . .    t7^ 

pityriasis  rose*   . .         . .    ;r< 

Unca   veaicolor    . .         , .    -7< 

-  low  oontafriousoeas  of       ..    :7t 

-  miorofqioron   minatMsimum 

m  276. 177 

-  reddish-brown  lesions  of  . .  i'^ 
Erythroblasts  ..  ^ 
Erythrocytlupmia  (see  Spleno- 

mfRgalic  I*olycjtlucinia) 
ErvtlirtiMtelita  ..    49" 

-  diagnosis  from  intermittent 

claudication  4y'i 
Raynaud's  disease         2*4,  49" 

-  in  disseminated  sderosis  . .    4><> 

-  an    eariy    sign    of    organic 

nervous  disease  . .  . .    490 

-  elevation  and  cold   relieve 

pain  In      . .  . .  . .     4>i 

-  flushing  of  extremities  in  2tU.  4i«) 

-  gangrene  hi. .         . .        2ai»  i^l 

-  in  some  healthy  persons  . .    49*^ 

-  heat  and  pulsation  in       2S4,  49') 

-  local  patches    ci  roee>pink 

to  purplish  flushing  in  . .    4,^^ 

-  ODdema  in     . .  . .         ..49) 

-  pain  aggravated  by  depend- 

ent    position     and     bj 
warmth  . .     49^^ 

-  simulated  by  ergotism      . .    :;*'7 

-  hi  tabes  dorsalis  ..    AP* 

-  tendemeas  of  foot  in  4^} 
ErytkrtpilB  (and  see   Vision, 

defects  oO 

-  from  cataract  extraction  . .     i^ 

-  in  electric  blindness  . .     840 

-  with  retinal  hs?morrhage  . .     )^44t 

-  in  snow  blindness  . .  . .  iMO 
Eschar,  black,  gangrenoiK,  in 

anthrax    . .  . .    6<^ 

-  from     injurv     to     mouth, 

ptyalism  due  to  . .  591 

-  on  lips  or  mouth  in  irritant 

or  corrosive  poisoning  . .     €74 
Essential  albuminuria  19 

Esthiomtoe,  syphilitic  nature  of  7^9 

-  vulval  swelling  due  to  . .  7f^ 
Ether,  headache  frxnn  . .     32$ 

-  poisoning,  leucopenia  in  . .  401 
EtWeal   sulphates    in   orine, 

indicanuria  indicating  . .     Z49 
EtkllMMil  air  cells,  hifection  . 
of,  meningitis  from       . .     &4i 

-  dilatation,  exophthalmos  in    2U 

-  sinusitis,     diagnosis     from 

abscess  of  antrum         . .    S02 

headache  in         . .         . .     327 

nasal  discharge  from    204, 2<t« 

Eucalyptus  leaves,  sore  fingers 

fjrom  . .  26^ 

BuBQcfas.  obesity  hi  463,  454 

Borope,  MalU  fever  hi        . .     506 

\  -  %eN&]Mni«  dwgne  In  ..     506 


EUSTACHIAN    TUBE^EYE,    ATROPHY    OF 


899 


Eustachian     tube,      deafneas 

from  catarrh  of  the       . .  190 

infection  of  ears  through  230 

obstruction  from  syphilis 

190,  828 

Exantliemata,  menorrhagia  in  429 
Excitability   in    exophthalmic 

goitre        244 

-  effect  on  alcoholic  tremior  . .  797 

choreic  movements        . .  156 

mercurial  tremor            . .  797 

tremor  in  Graves'  disease  797 

-  after  epileptic  convulsions  169 

-  producing  diarrhoea  . .  197 
-.religious,  pandemic  chorea 

caused  by            . .         . .  157 

-  tachycardia  from  . .         . .  772 

-  transient  polyuria  due  to  . .  682 
Exclamation-mark    hairs     in 

alopecia  areata  . .         . .  274 
ExerciM,  decreased  passage  of 

urine  after          ..         ..  581 

-  deficient,    effect    on    uric 

acid           817 

in  etiology  of  dyspepsia  354 

-  effect  in  increasing  hsema- 

turia  in  vesical  calcolns  029 

micturition    in    vesical 

calculus  . .  . .  438 
on  rheumatic  pains        . .  507 

-  htemoglobinuria  from         ..  315 

-  in  health,  shortness  of  breath 

in  . .         . .         . .         . .  100 

-  want  of,  causing  obesity  . .  453 
Exartlon,  effect  on  muscle  pains  478 
pulse-rate  in    myocardial 

affections  . .  . .  526 
in  raising  temperatore  of 

body  in  health            . .  619 

on  sciatic  pain    . .         . .  487 

symptoms  of  cervical  rib  554 

-  in  etiology  of  aneurysm     . .  538 

-  hernia  produced  by           . .  740 

-  increase  of  alcoholic  tremor 

by 797 

-  influence  upon  pain  due  to 

heart  failure     ...         . .  485 

in  intermittent  claudi- 

Ciition            . .          . .  489 

on  tremor            . .         . .  796 

in  Graves'  disease     793,  797 

-  palpitations  due  to           . .  528 

-  relation  to  angina  abdomi- 

nalis          . .         . .         . .  486 

pectoris  .  .481,  482,  778 

-  tachycardia  from  . .          . .  772 

Exiiauttion 619 

-  on  exertion  in  hopatoptosis  407 

-  in  obstructed  labour,  sym- 

ptoms of              ....  229 

-  subnormal  temperature  in  619,621 
Exophthalmic  goitre,  age  inci- 
dence of    . .         . .        772,  792 

albuminuria  in    . .         . .  16 

-  -  amenorrhcea  in   . .         . .  23 

breatlilesitiness  in            . .  792 

cacliexia  in          ..         ..  115 

cliloasma  in         . .          . .  674 

Dalrymple's  sign  in       . .  792 

defective  winking  power  in  261 

diagnosis  of         . .         . .  772 

distinction  from  paroxys- 
mal  tachycardia        . .  772 

enlarged  heart  in  232,244 

epiphora  in         . .         . .  250 

excitability  in     . .         . .  244 

exophthalmos  in 

527,  772,  792,  797 

occasionally  absent  in  527 

extreme  nervousness  in 

253,  772,  792,  849 
eyelids  retracted  hi         . .  792 

-  -  facies  of  (Fig.  85)  . .  261 
flushing  in          . .         ..261 


Exophthalmic  goUre,  eontd. 

-  glistening  conjunctiva  in    261 

glycosuria  hi       . .         . .     292 

irritability  in      . .         . .     360 

-  -  loss  of  weight  hi    244,  797,  849 

-  mu-ked  ptdsation  in  neck 

in  ..         ..'        ..     764 

menorrhagia  in  . .         . .     430 

mental  changes  in         . .     797 

Mobius's  sign  in. .         . .     253 

ocular  symptoms  of     . .     253 

-  oedema  of  eyelids  in      . .     261 

-  -  palpiUtion  in  525, 527,  792,  797 

-  pigmentation  of  eyelids  in 

244,  261 

of  skin  in        . .         . .     792 

proptosis  hi        . .        253,  261 

pulse-rate  in       . .         . .     772 

pupillary  changes  in      . .     261 

-  relation  to  parenchyma- 

tous goitre      ..         ..     792 

sex  incidence  of  772,  792 

shortness  of  breath  in  . .     100 

signs  of 244 

-  sunnlation   of   Addison's 

disease  by       . .         . .     792 

skhi  changes  in  . .        261,  792 

spasmodic  contractions  in    159 

starmg  eyes  in  . .        261,  772 

-  -  SteUwag's  sign  hi         253,  792 

sweating  in         . .         . .     797 

systolic  bruit  hi  . .     244 

tachycardia  hi    . .      244,  253, 

771,  772,  792,  797,  849 

-  thyroid  gland  enlargement  in 
244,  253,  527,  772,  792,  797,  849 

occasionaUy  absent  527 

-  tremOT  in  . .       244,  253, 

772,  792,  795,  797,  849 
ulceration  of  the  cornea  in    807 

-  undue  abdominal   aortic 

pulsation  in    . .         . .     592 

von  Graefe's  sign  in      . .     253 

EXOPHTHALMOS     ..         ..253 

-  some  causes  of       . .         . .     200 

-  epiphora  from        . .         . .     250 

-  in  exophthalmic  goitre 

527,  772,  792,  797 

-  intermittent,     in     arterial 

aneurysm  . .         . .     255 

-  in  myopathy  . .         . .     260 

-  from  thrombosis  of  cavern- 

ous sinus  . .         . .     651 

-  ulceration  of  the  cornea  in      807 

-  unilateral     . .         . .        254,  754 
ExottOlit,  ankylosis  of  joints 

from         107 

-  bursa  covering       . .         . .     754 

-  composition  of       . .         . .     754 

-  heredity  in  . .         . .         . .     754 

-  ivory,  m  the  auditory  meatus  764 

of  bones  of  the  skull     . .     754 

displacement  of  eye  by. .     764 

-  multiple       . .         . .         . .     764 

-  pedunculated  tumour  in  . .     754 

-  popliteal 763 

age  incidence  of  . .     763 

-  -  association  with  exostoses 

elsewhere         . .         . .     763 

common  situation         . .     763 

diagnosis  from  ossifica- 
tion of  a  tendon  or 
muscle  . .         . .         . .     763 

presence  of  exostoses  in 

other  members  of  family  763 

slow  growth  of    . .         . .     763 

tumour  well-defined  in  . .     763 

without  symptoms       . .       763 

-  spurious       754 

-  tumour  capped  with  cartilage  754 

-  ungual    phalanx    of    great 

toe  a  common  site  f or  .  . .     754 

-  unilateral    exophthalmos 

due  to  . .       2U,  %&& 


V 


Ezo8tosis,  contd. 

"  usual  situation  near  epi- 
physeal line  of  long  bone 
(Fig.  194)  ..         754, 

-  x-rays  in  diagnosis  (Fig.  194) 
Expectoration  (see  Sputa,  and 

Hemoptysis) 
Expiration    sound    prolonged 

at  apex  in  phthisis 

in  emphysema 

Exposure,  hypothermia  in  346, 

-  Pinguecula  due  to  . . 
Expression  (see  Facies) 

-  lack  of  in  paral3r8is  agitans 
Extensor     brevis    djgitorum, 

nerve  supply  of  . . 
poUicis,  nerve  supply  of 

-  carpi  radialis  brevior,  nerve 

supply  of. . 
longior,  nerve  supply  ol 

-  ulnaris,  nerve  supply  of 

-  communis  digitorum,  spinal 

nerve-root  supplying     . . 
nerve  supply  of 

-  indicis,  nerve  supply  of    . . 

-  longus     digitorum,     nerve 

supply  of. . 

hallucis,  hjrpertrophy  of 

nerve  supply  of 

spinal        nerve  -  root 

supplymg     . . 
pollicis,  nerve  supply    . . 

-  minimi  digiti,  nerve  supply 

-  oesis     metacarpi     p<^icis, 

escape  in  lead  palsy 
nerve  supply  of 

-  plantar  refiex  (see  Babin- 

ski's  Sign) 
Extensors    of    wrist,    spinal 

nerve-root  supplying     . . 
External    auditory     meatui, 

caries  of 

cerebrosphial  fluid  from 

condylomata  of 

diphtheria  of  . . 

eczema  of 

epithelioma  of . . 

foreign  body  forgotten  in 

in,  ruptured  tym- 
panum from    . . 

furunculoeis  of 

herpes  in  facial  paralysis 

injury  of 

otorrhoea  from 

polypi  of 

rodent    ulcer    of    (see 

llodent  ulcer^ 

suppurating   sebaceous 

cyft  of  . .         . . 
syphilitic  ulceration  of 

-  cutaneous  nerve,  skin  distri- 

bution of . . 
neuralgia  of     . . 

-  iliac  artery  (see   Aneurysm 

of  External  Biac) 

-  plantar  nerve,  muscles  sup- 

plied by 

sphial    roots    derived 

from . .         . .         . . 

-  popliteal     nerve,     muscles 

supplied  by 

skin  distribution  of    . . 

spinal     roots     derived 

from..         ..         .. 

-  rectup  muscle  paralysis  with 

peripheral  facial  paralysis 
Extra-uterine    gestation   (see 

Gestation,  Ectopic) 
Extravasation   of   urine  (see 

Urine,  Extravasation  of) 
Extroversiori  of  bladder 
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EYE,    BURNING— FjECES,    OVA     /AT 
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Eye,  contd. 

-  burning,  pricking,  or  water- 

ing   of,  from    error    of 
refraction  . .     328 

-  conjogate  deviation  of,   in 

hemiplegia  137 
in  cerebellar  lesions    . .       69 

-  dilatation  of    blood-vessels 

of,  in  arterial  aneurysm       256 

-  diseases,  headache  from     . .     328 

epiphora  in  . .  250 

neuralgia  from    . .         . .     781 

photophobia  in  . .         . .     574 

tenderness  of  scalp         . .     781 

vertigo  due  to     . .         . .     827 

-  displacement  of,  cause  of. .     200 

hy  dermoid  cyst  . .         . .     254 

Ivory  exostosis    . .  754 

••  epiphora  in  inflammation  of    260 

-  herpes  soster  of  831 
inaoUity     to     close,     from 

facial  paralysis  . .        534,  536 

-  <  -  In  hemiplegia  . .         . .     337 

-  light  flashes  before,  relieved 

by  epistaxis        . .  252 

-  limited  movement  in  cavern- 

ous sinus  thrombosis      . .     254 

-  melanotic  sarcoma  of  419 

-  murmur  from  aneurysm    . .     255 

-  muscles  of,  abnormalities  in 

congenital  cnophthalmos      247 

-  in  myasthenia  gravis  (fv. 

83,  p.  261)       . .         225,  260 

-  myopatiiy  260 

-  cedema  of,  in  trichinosis  . .     604 
EYE,      OPHTHALMOSCOPIC 

APPEARANCES      OF 
(PlattM  VII,  VIII)        ..     461 
EYE.  PAIN  IN  ..494 

-  paresis  of    muscles    of,    in 

diphtheria  . .         . .         77,  640 

-  protrusion  of  (see   Exoph- 

thalmos) 
•  pufflness    of,    in    Bright's 
disease  and  oedema  simu- 
lathig        458 

-  pulsation  from  aneurysm  . .     255 

-  retraction  of  (see  Enophthal- 

mos) 

-  sarcoma  of  . .  279,  419 

-  shifty,  of  drug-takers       . .     258 

-  signs  of  jaundice  in  . .     360 

-  staring  (see  Exophthalmos) 

-  sunken    in    zymotic    diar- 

rhoea of  infants  . .         . .     426 

-  tension  of,  in  conjunctivitis, 

iritis,  and  glaucoma      . .     257 

in   paralysis   of    cervical 

sympathetic     ..         ..     694 

-  tremor  of  (see  Nystagmus) 

-  tuberculosis  of  . .     808 
Eytbrowt,  seborrhocic  eczema  of  533 

-  falling  out  of,  in  myxoedema    454 

-  sycosis  vulgaris  of  . .  . .     602 
Eyelashes,  pediculosis  of       . .     447 

-  sycosis  vulgaris  of  . .  602 
Eytildl,  affected,   in    nuclear 

facial  paralysis  . .         . .     536 

-  chancre  of 419 

-  coloured  sweat  of  . .         . .     714 

-  drooping  of  (see  Ptosis) 

-  epitlielioma  of  . .     419 

-  eversion     of,     in     chronic 

marginal  blepharitis      . .     260 

-  oedema  of  (see  (Edema  of 

Eyelids) 

-  pigmentation  in  exophthal- 

mic goitre  . .        244,  261 

-  puffiness  in  myxoodema    . .     259 

-  quivering  of  hi  hysteria  and 

malingering  ..160 

-  red  and  engorged  in  caveru- 

ous  sinus  thrombose    . .    %&% 
-  retraction  in  Grarcs*  dlieMW  %ft\ 


Eydids,  contd. 

-  retraction  in  paralysis  agitans  262 

-  stitching  of,  in  perforation  of 

corneal  ulcer       . .         . .     807 

-  tliickening  in  cretinism     . .     258 

-  tuberculosis  of        . .         . .     445 

-  xanthelasma  of,  in  jaundice    360 

-  xanthoma  planum  of       . .     805 
Eytttrain,  headache  in  327,  329,  498 

-  migraine  from        . .         . .     495 

-  pain  behmd  eyes  in        495,498 

-  supra-orbital  pain  from    . .     495 


75).. 


of 
in 


540 
154 
75 
715 
805 
714 

238 

581 

749 

805 
531 
292 

689 

537 
829 

749 
629 
656 
808 
264 
797 
160 
156 
451 

160 


495 
205 
632 
446 
804 
658 
604 
605 
604 


808 
804 
667 

447 

49T 
537 
495 
162 


231 
602 


FACE,  acne  affecting  531,  604 

-  actinomycosis  of     . .         . .     810 

-  acute  swelling  of,  by  gas  . .     231 

-  alcoholic  tremor  of  . .     797 

-  anesthesia   of,   in   syringo- 

myelia       664 

-  asymmetry  of,  in  myasthenia   261 
with  spastic  pax^ysto  . . 

-  athetotic  contractions  of  . . 

-  atrophy  of  . . 

-  bloody*  sweat  of 

-  colloid  milium  of    . . 
••  coloured  sweat  of  . . 

-  congestion    of,     in    mitral 

rcgui^itation 

-  dusky   or  livid   in  spleno- 

megalic  polycythsnnia  . . 

-  enlargement  of  idl  the  bones 

of,  in  acromegalv 

-  epithelioma  adenoides  cysti- 

cum  of 

-  eryttiema  papnlatum  of    . . 

-  flushing  in  diabetes 

-  healed  gumma  of  (Figs.  156, 

157)  . •  • .  . . 

-  hemiatrophy   of  (Fig.  141, 

p.  537)     . .  . .         167 

-  herpes  simplex  of  . . 

-  hyperostoses  of  bones  of,  in 

leontiasis  oesea  . . 

-  lichen  scrofulosorum  of     . . 

-  lupus  nythematosus  of    . . 
vulgaris  of 

-  meningocele   of  (Fig. 

-  mercurial  tremor  of 

-  motor  tics  affecting 

-  movements  in  chorea 

-  multiple  benign  sarcoid 

-  muscular  twitch  ings  of, 

J>etlt  mal . . 
ema  of  (see  Oedema  of 
Face) 
FACE,  PAIN  IN 
in  antral  empyema 

-  papular  syphilide^  of 

-  pemphifHis   neonatorum   of 

-  pigmented  in  xerodermia  . . 

-  pityriasis  rosea  of  . . 

-  preference  of   impetigo  for 
small-pox  for 

-  pustular  syphilides  of 

-  rarity  of  scabies  on  609, 832 

-  roseolar  rash  on,  in  syphilis      676 

-  scrofulous  ulceration  of    . . 

-  sebaceous  cyst  of  . . 

-  seborrhopa  of  . .        666, 

-  seborrhcoic     dermatitis     of 

infancv  affecting 

-  segmental    areas   of   (Figs. 

133-135) 

-  spasm  of,  In  hysteria 

major  trigemiuiU  neuralgia 

tetanus 

FACE,   SWELLING   OF   (see 

Swelling  of  Face) 

-  surgical  emphysema  of 

-  sycosis  vulgark  of  . . 

-  tremor  of  . .         795, 797 
Vn  vi^w«t«\.  ^«xttiY«bi  of  the 

VnaaxA  ..         ..       V\1.,'\'Wk\ 


!> 


Face,  amid. 

-  type   Carrie   in   acrtunesulj  !C 

-  alceration  of  (see  I'lcenktiao) 

-  nnnrnial  breadth  in  cretinisa 

-  varicella  aflectingr  .• 
FlMtal   chanires   in   7th  nore 

paralrais 

-  neura^ia,   rarietiea  of  (tee 

Neuralgia; 

-  Mralyiit       (see     Paralysk 

Facial) 

-  tic,  chorea  simulating 
FACIES,     ABNORMALITIES 

OF  

-  of  acrome^al J  (Fi^.  88)    m.  :s- 

-  bulbar  paraljnsls  ..   Vii 

-  in  catalepsy                        . .   «J! 
-cirrhosis        St 

-  congenital  9yphaim(Fif$.  78. 
79)  »».«l 

-  cretin  (/'•a.  67)  ili,» 

-  of  exophthalmic  goitre    253.  ST. 

-  expreasionleas    in    paralysis 
a^ritans      . .  259,  -«♦.  >' 

from  sclerodermia  . .    (^ 

-  ferret-like,  in   microcephaly   iU 

-  HippocratJca  in  peritonitiB  m.Cl 

-  hysterical,  contortion  of  ..    «Si 

-  in  lardaceous  disease  3t 

-  mitral  stenosis  61.  TT: 

-  Mongolian  idiocr  (Ftjy«.  68,  to. 
90,  91,  p.  264) "216, 217,563. » 

-  myasthenia    gravb      (/"wi. 
83,  84)      ..  ..    % 

-  myopathy  (Fig».  81,  82)  ..    J* 

-  myxoedema      (Figs.  3.  4.  76.  T. 
p.  258)  43,  259.  451,  H^ 

-  paralysis  agitans  (Fig.  86) 

259.  261,  541. 


pseudo-bulbar 

■  •  ■  •  • 

pseado-bolbsr 


-  pericarditis 

-  pernicious  anaemia  . . 

-  rat-like,  hi  microoephaly 

-  simple  colic 

-  spastic,     in 
palsy 

-  starchy,    in 
paralysis 

-  in  Ubes  (Fig.  87)    . . 
Fscio-scapolo-hameral     mro- 

pathj,  fibrillary  cootnc> 

tions  rare  in 
FacftI  accttiiivlatton  in  cxcom 

in  malignant    growth  of 

colon 
colicky  pain  in  loin  from 


214 

i:: 

2C 


]».< 


e»i 

4»: 


IR  eQlon    . .  393. 

-  age  incidence  of 

-  characters  of  ntae 

-  constipation  with 

-  diagnosis     from 

tumour 
splenic  tumour 

-  movement    of 

with  respiration 

-  pain  in  left  hypochoa- 

drium  from  . .         . .    499 

-  simulating    enlargement 

of  liver         . .         . .    4« 
enemata   in  diajgnosis  of 

393.  499,  501.  e»l 


>  m.. 
145,  W 

renal 
..    s»: 
..    «»1 


40e 


v: 


flatulence  with 

-  obstruction  due  to        145, 
occurrence     in     spite    of 

daily  action  of  bowels 

pain  in  iliac  fossg  fktan 

tnmotur  in  loin  from 

-  fistula     of     umbilicus      in 

tuberculous  peritonitis    51. 

-  odour  in  romlt  (see  V<»nitii^. 

Fsculent) 
FaCM.  scid,  in  pancreatitis 

-  aUcaline,    In    gall-stone 
«:k»^EactkMi 


393 

501 

39: 


VwVUdakVD%  ^,  ^\a\x^  i\q5x%    ^^&  \  -  vBficjNisa^iEfOBGaaBk^sT^VBk 


117 

ii: 
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FMCES,    OVA    IN— FEET,    TREMOR   OF 
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Faces,  eontd. 

-  ascaris    lumbxiooidee    and 

ova  in S64 

-  black  89 

-  blood  in  (see  Blood  per  Anam, 

and  Melsena) 

-  chAracteristics  in    caae   of 

"  greedy  colon  "  . .     14S 

-  -  colic  1S4 

-  -  colitis        1S4 

infantile  colitis  ..         ..       93 

pancreatic  OTst  . .         . .     724 

-  in  pancreatttifl  116,  117. 

IM.  S64,  724 

-  Charcot-Leyden  crystals  in 

117,  118 

-  clay -coloured  from  chronic 

pancreatitis         . .         . .     724 

in  obstmction  of  oommon 

bile-duct      ..         ..     S62 

-  coloration  in  jaundice      361,  365 

-  oonj^nital  obliteration  of 

bile-ducts         ..         ..     865 

-  rectal  hsemorrhage         . .       89 

-  suppurative  pylephlebitis    649 

-  condition  of  fat  in,  in  pan- 

creatic lesions      . .         . .     116 

-  delayed     passage     of,     in 

intestinal    constipation. .     141 

-  distoma  eggs  in  . .     364 

-  discharge      per     urethram 

in  rectal  carcinoma  318,  683 

-  dry  and  hard  in  diabetes  . .     141 

-  eggs  of  paraaites  in 

94   364,  569,  621 

-  enormous  accumnlationa  of    718 

-  examination     in     tropical 

djraentery  91 

-  fat  in  (see  Fat^  Stools) 

-  galUtones  in    135,  300,  368,  621 

-  with  gas  passed  per  urethram  676 

-  hard  and  bulky,  dyschexia 

due  to 150 

-  heat  loss  in 619 

-  incontinence  of  (see  Incon- 

tinence) 
>  insufficiency  of  quantity  of    140 

-  microscopical  characters  in 

pancreatitis  . .         . .     117 

examination  in  detecting 

cause  of  flatulenoe      . .     268 
FiECES,  MUCUS  IN  ..443 

-  from  anal  fistula  . .       92 

-  in  arsenical  poisoning    . .       92 

-  bilhaniasis  . .         . .       93 

-  -  in  carcinoma  of  bowel 

150.  152,  393,  636,  690.  736 

-  -  from  coUtis     134, 144, 197,  727 

-  -  dysentery..         ..  90,  727 

-  -  in  enterospasm  . .  486 

-  -  Henoch's  purpura         . .     600 

-  -  from  intussusception 

148.  152,  196,  636,  727,  736 

-  -  invagination  of  rectum. .     150 

-  oxyuris  vermicularis      . .       93 

-  from  pelvic  abscess  474 

-  in  rickets 171 

-  simple  colitis  of  infants. .       92 

-  spastic  constipation       . .     145 

-  in  stomach,  estimation  of 
excess  of  . .         . .     355 

-  ulcerative  colitis  92,  727 
occult  blood  in.  in  cut;inoma 

of  colon    . .         . .         . .     145 

iECES,  PASSED  PER  URE- 
THRAM, commoner  causes  264 

In  carcinoma  of  rectum 

or  colon        . .        313,  633 

simulation   by   cystitis    264 

puH  in  (see  Pus  in  Stools) 
reactions  of  . .        117, 197 

ribbon-like,  in  rectal  cancer      93 
sand  In  . .  . .         . .     652 

shreds  and  casts  in  . .     134 


Facet,  eontd. 

-  simulating  enlarged  liver  . .     406 

-  tape-worm  ova  in  . .         . .     569 

-  tarry  89 

-  test  for  bile  hi  . .     197 

-  tubercle  bacilli  in   . .  427 

-  typhoid  bacilli  hi    . .         . .     610 

-  worms  in  (see  Worms,  Intestinal) 
Fsculent  vomiting  (see  Vomit- 
ing, fncal) 

Fainting,  associated  with  flush- 

ing  (and  see  Coma)  . .  268 
Fftintneit  in  angina   pectoris    481 

-  due  to  arsenic         . .         . .     297 

-  on  change  of  position  due  to 

aortic  disease      . .         . .     233 

-  in  fatty  heart         . .         . .     241 

-  hepatoptoete  . .     407 

-  paroxTsmal  tachycardia  . .     772 

-  precedhig  tuematemesis    . .     316 

-  from     rupture     of     extra- 

uterine gestation  . .     436 

Fallopian  canal,  effects  <A  lesion 
of  facial  nerve  in  . .     537 

-  tubM,  absence  of,  sterility 

due  to 706 

-  affection    of,    simulating 

movable  kidney  . .     727 
inflammation    of,    sub- 
phrenic abscess  from. .     720 

-  new    growth    of,    pelvic 

swelling  due  to  ..     757 

-  tumour  of,    swelling    in 

hypogastrium  from  . .  730 
Falls  a  cause  of  deafness  . .  191 
Familial   character   ot    acute 

rheumatism  121, 671 

-  angioneurotic    oedema  ..     457 

-  -  congenital  diplegia        . .     800 

Friedreich's  ataxy        559,  560 

pout         . .         . .        381,  383 

-  hsemophilla  . .  . .  599 
Hanot's  cirrhosis  . .     369 

-  hereditary  optic  atrophy    838 

jaundice 362 

Milroy's  disease  . .         . .     456 

merycism  . .         . .     431 

myopathy  555,  559,  560 

pavor  noctumus  . .     357 

-  -  phthisis 848 

primary    muscular    dys- 
trophies 555,  559,  560 

pscudo-hypertrophlc  mus- 
cular paralysis  . .     560 

retinitis  pigmentosa       . .     838 

splenomeif^lic  cirrhosis. .     693 

-  Tooth's  peroneal  atrophy 

132,  559,  560 
Famine  and  filth  in  causation 

of  relapsing  fever         373,  698 
Faradism  in  reaction  of  degen- 
eration     . .         . .         . .     633 

Fascia,  gonococcal  inflammation 
of..  ..  ..  ..     376 

-  palmar,    Dupuytren's    con- 

tracture of  . .         . .     167 

-  rheumatic  nodules  in  . .  452 
Fascicular  muscular  twitchings  157 
Fastigium  during  rigors  . .  646 
Fat,  emulsified,  In  urine  (and 

see  Cli^luria)  . .  . .  126 
>  in  faeces  m  pancreatitis  . .  116 
jaundice    . .  . .  . .     361 

-  necrosis    in    acute    hiemor- 

rhagic  pancreatitis 

153,  431,  646,  846 
Fatigability    in    neurasthenia    788 

-  In  disseminated  sclerosis  . .     174 

-  myasthenia  gravis  (Fig.  83, 

p.  261) 687 

Fatioua,   caa«e  of  convulsions    169 

-  alcoholic  tremor  increased  by    797 

-  in  etiology  of  dyspexwia     . .     354 

-  heemoglobinuria  in  . .     315 


Fatigue,  eontd. 

-  in  malingerers  464 

-  muscular    twitdiings    from    157 

-  pains  in  limbs  due  to         . .     508 

-  spasmodic  contractions  from   159 

-  tremor  from  795,  797,  798 
Fatness,   excessive    (and    see 

Obesity) 453 

-  due  to  hypernephroma        454 

-  with  thymic  hifantiliran    . .     215 
Fatty  acid  crystals  in  faeces  in 

pancreatitis         ..        117,135 

-  formed  during   putrefac- 

tion        283 

-  casts,  renal . .         . .         . .         7 

-  heart  (see  Heart.  Fatty) 

-  infiltration,  cardiac  62,  241 

-  liver  (see  Liver,  Fatty) 
FATTY  STOOLS  ..265 
in  pancreatic  disease     59,  135, 

197,  292,  364,  366 
infantilism        . .         . .     216 

-  superposition  of  h«Eurt       62,  241 
FauOM,  carcinoma  of    420,  670,  673 

-  gumma  of    . .         . .        670,  673 

-  inflammation  of     . .         . .     673 

-  mucous  patch  on,  in  secon- 

dary syphilis  . .     676 

-  reddening  ot,  in  scarlet  fever 

and  erythema  scailatini- 

f orme  . .     S6S 

-  simple  ulceration  of         . .     970 

-  tuberculosis  of        . .        670,  673 
Favut,  affecting  nails  271,  27ft,  445 

-  baldness  from  84 

-  body  and  scalp  (Fig.  93)  . .     271 

-  crusts  in      . .  270,  663 

-  description  of  lesions  of     . .     270 

-  diagnosis  from  alopecia    . .     272 

eczema  and  sebOTrhcea  . .     272 

lupus  erythematosus     . .     272 

psoriasis  of  the  scalp      . .     271 

ringworm  of  scalp  . .     274 

•  distribution  of  . .     270 

-  loss  of  lustre  of  hair  In      . .     270 

-  "  mousey  "  smell  in  270,  271,  272 

-  mycelium  in  . .         . .     270 

-  scarring  in  . .         . .        270,  272 

-  spores  in       . .  . .  . .     270 

-  sulphur  yellow  discs  in      . .     270 

-  tenderness  of  scalp  from  780,  781 

-  transmij«ion   from   animals    270 
Febricuia  in  children  621 

-  diagnosis  from  influenxa  . .     505 

-  pains  in  the  limbs  In        503,  505 

-  prostration  with     . .         . .     505 

-  real  nature  of  . .     506 
Febrile  albuminuria  . .         . .       17 

-  albumosuria  . .         . .       20 
Faet,   aniGsthesia   of,    vertigo 

from  827 

-  in  ai'^romcgaly  585,  749,  753 

-  athetotic  contractions  of  . .     154 

-  bloody  sweat  of      . .  . .     715 

-  broad  in  myxcedema  454,455,686 

-  bromidroeis  of        . .         ..711 

-  buUffi     of,     in     congenital 

syphilis     . .         . .         . .     Ill 

-  cheiropompholyx  of  111,654,  832 

-  cold  and  blue,  in  paralytic 

talipes       ..  ..         130,  131 

-  erythema  nodosum  affecting    450 

keratodes  of        . .  . .     451 

papulatum  of      . .         . .     531 

-  in  erythromelalgia  . .  . .     490 

-  oedema  of  (see  Oiklema) 

-  pruritus  of  . .         . .         . .     588 

-  scabies  affecting      . .  609 

-  sweating  of,  in  rheumatoid 

artliritis 378 

-  swelling  of,  In  angioneurotic 

oedema      . .         . .         . .     459 

-  tremor  of  from  alcohol      . .     797 
-•(and  see  Soles  of  Feet) 
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FEHLING'S    SOLUTION^FIBROMYOMA 


I 


■i 

« ■ 
J", 


1 


- 


Fehlino*t  solution  in  estima- 
tion of  sugar 

reduction  in  alkaptonuria 

carboluria 

bj  homogentisic  acid  . . 

uric  acid 

-  test  for  sugar,  albuminuria 

and  . .         . .         •  • 

-  sources  of  error  . . 
F«moral  abscess 

-  aneurjrsm    (see    Aneurysm, 

Femoral) 

-  hernia  (see  Hernia,  Femoral) 

-  region,  definition  of 
ectopic  testis  in  . . 

-  fibroma  of 

lipoma  of . . 

sarcoma  of 

-  swelling  of,  due  to  osteo- 

arthritta  of  hip  joint  . . 
due  to  parametric  ab- 


291 
822 
823 
822 
818 

290 
290 
732 


732 

..     733 

733,  734 

733,  734 

733.  734 


7S4 
734 


643 
7M 

76S 


li 


(see  Swelling,  Femoral) 

-  yein,    thrombosis    in    (see 

Thrombosis) 
Ftmur,  endosteal  sarcoma  of, 
diagnosis    from    chronic 

osteitis 763 

periostitis  . .     763 

popliteal  swelling  due  to   763 

-  ezotosis  of  (Fig.  194)        . .     763 

-  injuries  of,  causing  sciatic 

nerre  paralysis  .. 

-  mydoid  sarcoma  of 

-  necrosis  of    lower  end    of, 

popliteal  abscess  due  to 

-  osteitis  of,  after  typhoid  ferer  S76 

-  sarcoma  of,  bruit  orer     . .     762 

-  diagnosis  of  762 

-  separation  of  lower  epiphysis 

of 763 

Fenestra    rotonda,    preisare 

on,  vertigo  due  to  . .  838 
FMintntatlon,  borbocvgmi  from  97 
•  gastric,  sarcino)  and  yeasts  in   267 

-  heartburn  from.  838 

-  in  pyloric  obstruction      . .     134 

-  starch  cells  in  fioces  in  197,  268 

-  test  in  glycosuria      290,  291,  818 
for     ^ucose,     possible 

fallacies 

-  as  quantitative  test  for 

glucose 
Ferments  in  pancreatic  cyst 
fluid  

-  in  Btommch  contents,  test  for 
Ferret-like    facies    of    micro- 
cephaly   . . 

Ferric    chloride   reaction   for 
alkiwton  . . 

after  carbolic  acid,  etc. 

diaoetoria 

mdannria 

-  no  reaction  with  indican 
Festination  in  paralynia  agitans 
Ferer  (see^Pyrexia  and  Hyper- 
pyrexia) 

Ftvtri.  aoitt,  anuria  in         4S,  48 

-  dilataticm  of  heart  from . .     243 
endometritis  in    . .         . .     429 

-  infectious,  bacteriuria  in        83 

epistaxh  in  261 

infantile  convulsions  in    170 

-  -  nerve  deafness  after  . .     190 
transverse  myelitis  due  to  666 

-  albuminuria  in  . .       17 

-  amenorrhoBa  due  to  . .       23 

-  baldness  after  84 

-  bleeding  gums  in  86,  87 

-  (^eyne-Stokee  respiration  in     12ft 

-  club-foot  arising  from      . .     133 

-  coma  in       136 

-  at  onset  of  . .     646 

-  congestion  of  liver  in        . .     311 


^291 

291 

63 
365 

214 

832 
196 
196 
831 
821 
796 


Fevers,  amid. 

-  constipation  in  143, 

-  convulsions  of  children  in . . 

-  cramps  after 

-  delirium  in  . . 

-  diazo-reaction  in     . . 

-  encephalitis  after    . . 

-  enlarged  spleen  in . . 

-  eosinophilia  after  . . 

-  cpistaxis  in. . 

-  extreme  thirst  in    . . 

-  fatty  heart  following 

-  luexnaturia  in 

-  luemoptysis  in 

-  tuemorrtiagic  erosions  in  . . 

-  headache  In 

-  hypenesthesia  acustica  in 

-  imiomnia  in 

-  in^issation  of  bile  in 

-  loss  of  taste  in 

-  matutinal   hypothermia   in 

-  metastatic  oincnitis  in 

-  mitral  regun^tation  in     289, 

-  necrosis  of  Jaw  in. . 

-  polyuria  in  . . 

-  prolonged  pyrexia  from     . . 

-  purpura  in  various 

-  pyditis  in  . . 

-  pyrexia    in   children   with- 

out obvious  cause,  due 
to  onset  of 

-  rapid  pulse  in 

-  shortness  of  breath  in 

-  specific,  acute  general  pains 

in  the  limbs  in   . . 

-  tetany  following  . . 

-  tache  c^brale  in  . . 

-  thrombosis  of  spinal  artery 

from  .  • 

-  tinnitus  in 

-  Tooth's    peroneal    atrophy 

developing  after 

-  transverse  myditis  due  to 

664, 

-  urate  deposit  in 

-  uric  acid  in  . . 

-  vomiting  at  onset  of 
Fiferillv  oMtraetifiif . . 

-  In    amyotrophic    lateral 

sclerosto 

-  atrophic  palsy  of  arm  . . 
chronic  poliomyditis 

-  in     lesions     of     central 

nervous  intern 

-  progressive       moscolar 

atrophy 

-  rare  hi  primary  my<^athy 

-  of  tongue  in  bulbar  para> 
lysis         

-  Werdnlg-Hoffmann    pro- 

gressive      muscular 
atrophy  of  infants 
Fibro-adenoma  of  breast  (see 
Breast,  Fibro-adenoma  of) 
FlkrtM     liMrt    (see    Heart. 
Fibroid) 

-  hing  (see  Lung,  Fibrosis  of) 

-  tumours,  cachexia  In 

-  of  uterus  (see  Fibroroyoma 

of  Utorus) 

-  of  vaginal  wall 
FIbromt  of  breast 

-  of  femoral  region    . .       733, 

-  larynx  mtetaken  for  asthma 

-  mediastinal,  varicose  thora- 

cic veins  from    . . 

-  molluscum,  distinction  from 

lipoma 

sebaceous  cyst 

von     Recklinghausen's 

disease  (Fig.  201)  . . 

^    itlvottl  •  •  •  •  •  • 

-  epistoxis  due  to. . 

-  recurrent,  of  basi-sphenoid 
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Fibroma,  ronld. 

—  simulated  by  dermoid  cyst 

—  of  vulva        . .  . .        76?. 
Flferomyoma  of  roond  hgaocac 

(see  Boond  Ijgammt) 

—  Of  utorus      

absence  of  htemonha^  a 

sub-peritooeal. . 

menorrfaagia  in 

atlyiximetrical  enlar|!eoHiit 

of  utcms  in     . . 

bearin^r-down  pain  froB 

connection    with    aterot 

detarmined  by  bimaiLUl 

examination    . .       3K.  4: 
constant  bleeding  doe  lo 

slougliing  of    . .        . .    t; 

oonvexston  into  caremoma  C 

sarcoma  ..42 

cystic  d^rencratkn  of 

429.  434,  7i 
diagnoeis     from    ectopic 

gestation  ..         ..    Ti 

ovarian  cyst   .. 

tamoor 

pregnant  aterus 

of  prolapse  from 

solid  ovarian  tnmoor 

—  -  dimcolt  n&ictnritioa  from 

dyschexia  from  . . 

dyiimenorrh<pa  from     ..    i 

dystocia  due  to  . .         . .    ^ 

extrusion  of        . .       434,  r 

after   laboor,  invcnJoe 

of  utems  mistakm  for  > 

fluctuation  in  softening  of    7: 

fluid  thrill  in,  from  crstk 

degmeration    ..        ..    4i 

Crequeocj  of  mictoritioQ  ia  4 

hardness  of  torooor  in  . .    *: 

—  -  histological  diagnosis    ..    i 

Infection  of  extraded    . .    7. 

irregular  outline  of  tamoa-  41 

length  of  uterine  cavity 

increased  in     ..         ..4: 

median  position  of       ,.    Vi 

menorrhaf^  in     438,  7M.  7- 

metrorrtiagia  from       483.  4 

necrobiosis  in  . .    7; 

nephritis  from 

obstructing  labour         ^    T. 

obvious  pelvic  origin  of. .    S 

—  often  multiple     . .         . .    4: 

—  passage  of  uterine  sound  in  4: 

—  pelvic  swelling  due  to  757.  7; 
rapid   growth   of  tnmoar 

indicative  of  degenera- 
'   Won  of  ..         ..71 

—  rdatJon  to  metrorrhagia 

—  of  round  ligament      741, 

—  sarcomatous  degeneratioo 

of  434, 

—  simulated  by  inversioa  of 

uterus   . . 

simulating  sciatica 

sarcoma 

—  -  sloughing  of 
diagnosis     from  malig- 
nant disease 

foul  vaginal   disciisrge 

due  to 

—  s<tf(ening   from    degenrr- 

ative  changes  .. 

hi  pregnancy    . . 

spasmodic     pelvic     pain 

from  expulsion  of 

—  -  sterility  due  to  . . 

—  strangulation  of. . 

—  subperitoneal,  absence  of 

elongation    of     uterine 
cavity  in 

—  swelling  in  iliac  fossa  fhm 
->  —  tamoor  and  cervix  move 

together  in 
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FIBROMYOMA    OF    VAGINA— FLUTE-PLAYER'S    CRAMP 


90  J 


Ftbromyoma,  contd. 

-  offvaglna 768 

Fibro-lipomata  of  abdominal 

wall  71C 

Fibro-sarcoma,  nasal  . .     204 

-  of  naso-pharjnx,  snoring  due 

to  . .         669 

Fibrosis  of  mediastinam  (see 

Mediastinum,  Fibrosis  of) 
Fibrous  tissue  inflammation,  in 

riieumatlsm  in  children      504 
Fidgetiness,  excessive  . .     156 

Fig*i,  oxaluria  from    . .         . .     471 
Fifth  nerve  affected  in  bulbar 

paralysis  . .         . .         . .     159 

anaesthesia  of,  from  tomoor 

of  mid-brain    . .         . .     798 
herpes  of 781 

-  lesions,  ptyalorrhoca  from 

591,  592 

motor  paresis  of  . .         . .     496 

pain  in,  from  Iritis        . .     495 

paralysis,  anosmia  from . .     668 

causing  impaired  taste      775 

undue  dryness  of  nose 

from..  ..         ..     668 

Fiji,  (llariasis  in         . .         . .       33 

FibrUl     sanguinis     hominis, 

oedema  from       . .         . .     455 

elephantiasis  due  to 

126,  456,  765,  810 

of  vulva  due  to     . .     770 

embryo     (Plate    Xil, 

Fig.  F)        . .        696,  770 
lymphatic   obstruction 

from. .         . .  . .     810 

ulceration  of  the  leg  in    810 

Flklriasil,  blood  changes  in  . .      33 

-  chylous  ascites  in  . .         . .      58 

-  chyluria  in 126 

-  eosinophilia  in  126,  S49 
Filth  and  famine  in  causation 

of  relapsing  fever         ..     698 
FlRgert    affected    by    acute 

rheumatism         . .         . .     374 

-  athetotic  contractions  of  . .     154 

-  bedsore  on  . .  . .  . .     266 

-  broad,  in  myxcedema      454,  585 

-  burning   pain   in,   in   acro- 

panesthesia  . .         . .     493 

-  burrows  of  scabies  on       . .     832 

-  chancre  of 26C 

-  clubbed    (and  see  Clubbed 

Fingers)        128,  390,  411,  703 

-  dissection  wounds  of         . .     260 

-  eczema  of    . .         . .         . .     533 

-  enlarged  in  acromegaly     . .     128 
pulmonary    osteo-arthro> 

pathy 128 

-  epidermolysis  bullosa  affecting  266 

-  examination  of,  in  obscure 

pyrexia 620 

-  flexed  in  brachial  monoplegia  546 

-  fusiform     enlargement     in 

tuberculous  dactylitis  . .     761 
rheumatoid  arttiritis..     378 

-  OtnO'^ne  of,  due  to  carcinoma 

of  breast 287 

diabetes 266 

intratlioracic  aneurysm  . .     287 

in  Rajmaud's  disease    . .     284 

syringomyelia     . .  . .     285 

-  gonococcal  arthritis  of      . .     376 

-  Ueberden's  nodes  in       384,  452 

-  pads    on    dorsal    aspect   of 

first  interphalangeal  joints 
(Fi^s.  114,  115)  ..         ..385 

-  pityriasis      rubra      pilaris 

papules  on  . .         . .     530 

-  pruritus  of,  due  to  scabies      688 

-  scabies  affecting      688,  609,  832 

-  septic  infection,  epitrochlear 

gland  enlarged  in  . .     422 

-  shape  of,  in  achondroplasia    212 


FINGERS,  SORE  ..266 

-  test  for  movements  of,  in 

hysterical    and    cerebral 
paralysis 548 

-  tremor  of,  in  Qraves'  disease 

244,  253,  772,  849 

-  tingling  and  numbness  in, 

in  acropanesthesia        . .     493 

-  tuberculous  disease  of  skin  of  266 

-  ulnar  flexion  of  (Fig.  108) 

379,  880 
Firemen,  enlarged  left  ventride 

In 232 

First  lumbrlcal,  nerve  supply 

of 542 

-  sound  abnormal  in  hyper- 

trophy of  ventricles      . .     331 
Fish,  fried,  colic  due  to       . .     136 

-  urticaria  from        . .         . .     746 
Fishbone  in  oesophagos,  hsma- 

temesis  from       ..         ..     297 

-  in  the  rectum         . .         . .     635 
Fissure,  anal  (see  Anns,  Fiasare  of) 

-  palpebral     (see    Palpebral 

Fiasare) 
Flelubl,  anal,  bleeding  in      . .      92 

-  causing  pneumaturia        . .     576 

-  cervical    with    tobercoloui 

glands 420 

-  duodeno-pancreatic  294 

-  gastro-colic,  fscal  vomiting  in  845 

-  genital,  sterility  due  to    . .     706 

-  lumbar,  from  kidney  after 

operation  442 

-  n^torition  through      . .     442 

-  recto-urethral,     illnstrated 

(Fig.  170)  ..637 

-  recto  -  vaginal,      illustrated 

(Fig.  172)  . .     637 

-  recto-veaicai  from  growth  964, 638 

-  reno-colic,  from  carcinoma    577 

-  ecrotal,  general  account  d       679 

-  from  tuberculosis  testis  518,  679 

-  suprapubic,  after  operation    442 

-  umbilical   feecal,    in  tuber- 

culous peritonitis  691, 716 

-  urettiral.  acute  ..677 

chronic 678 

endoscopic  examination  in    678 

from  gummata   . .         . .     209 

perineal  excoriation  in  . .     678 

pain  in 516 

sore  from         . .         . .     677 

due  to  stricture  . .         . .     677 

-  urinary,  after  childbirth  . .     442 

from  peri-urcthral  abscess    442 

traumatic  . .         . .     442 

urethral  stricture  . .     442 

-  uro-biliary,  choluria  without 

jaundice  in  . .         . .     819 

-  vesical,  cystoscope  in  detect- 

ing   442 

-  vesico-colic,  due  to  carcinoma  146 
due  to  diverticulitis       . .     146 

-  vesico-intestinal,teoe8  passed 

per  urethram  in. .         . .     264 

-  vesico- vaginal,  in  carcinoma 

of  uterus 632 

methylene  blue  hi  tracing    442 

Fits  (see  Convulsions) 

Flaccidity  in  b'uih  palsies     . .     558 

-  in  hysterical  paralysis       . .     541 
FlaU-llke  joint  hi  osteo-arthritis  384 

tabetic  arthritis  . .         . .     388 

Flanks,  shifting  dullness  in  . .     393 
Flat  chest  in  phthisis  . .     191 

Flat-foot  from  gonorrhoea    . .     376 

-  metatarsal  neuralgia  in     . .     488 

-  in  neuralgia  paraesthetica  . .     488 

-  pain  in  the  foot  from         . .     486 
FLATULENCE  ..267 

-  in  abdominal  angina        351,  486 

-  angina  pectoris        350,  481,  779 

-  asthenic  dyspepsia  . .     354 


FkUulence,  contd. 

-  atonic  constipation            . .  143 

-  borborygmi  with    . .         . .  97 

-  with  chronic  gastritis        . .  845 

-  diagnosis  from  merycism  . .  431 

-  in  dyspepsia..         ..         ..  354 

-  from  fsecal  accumulation  . .  393 

-  foul  breath  with     . .         . .  99 

-  in  fimctional  stomach  dis- 

orders      . .         . .         . .  267 

-  with  gall-stones      . .         . .  350 

-  in  gastric  atony     . .         . .  267 

-  -  diUtation                        . .  267 

fermentation  in  . .         . .  267 

offensive  eructations  in. .  267 

-  interscapular  pahi  from     . .  474 

-  hitestinal 267 

ixiickj  pains  in  . .         . .  267 

spasmodic  pdvic  pain  in  509 

-  loss  of  weight  due  to         . .  848 

-  may  simulate  dysmenorrhcsa  220 

-  pain  hi  the  chest  from      484,  779 
epigastrium  in    . .         . .  485 

-  left  hypochondrium  from  499 
iliac  fossa  from          . .  501 

-  precordial,  from             . .  481 

-  palpitation  in          . .         . .  484 

-  shnulathig  heart  disease    . .  779 

-  tenderness  in  the  chest  from  779 

-  visible  peristalsis  with      . .  724 
Flatus,  passage  of,  in   acate 

Eancreatitis                   . .  153 

itestlnal  obstruction     . .  151 

-  per  urethram  in  carcinoma 

of  rectum  or  colon     . .  688 

Flea-bites,  puipura  from    596,  597 
FliMr  brevit  digitonun,  nerve 

supply  of  '. .  . .  642 
hallucis,  nerve  aapply  of  542 

-  minhni  digiti,  nerve  wapplj 

of                             MS,  650 

-  poIUcis,  nerve  aapply  of. .  660 

-  ean I  radtallt,  nerve  aopply  660 

-  ulnaris,  nerve  mpply  of  660 

paralvsia  of  128 

spinal  nerve  root  supply- 
ing      556 

-  lonout     digitonun,     nerve 

supply  of             . .  542 

hallucis,  nerve  supply  of  642 

poUicis,  nerve  supply  of  550 

-  profundus  digitorum  (inner 

half)  nerve  supply  of     . .  550 

-  sublimis    digitorum,    nerve 

supply  of                        . .  550 

-  of  wrist  and  long  flexors  of 

fingers,  spinal  nerve  root 

supplyhig            . .         . .  556 

Flhifs  bruit                 108,  109,  234 
Fluid  in  abdomen  in  bladder 

injury  (and  see  Ascites)  308 

-  deficiency  in  tissues,  poly- 

cvth«mia  due  to         579,  580 

-  with  gas  in  pleural  cavity. .  577 
>  rapid  loss  of,  as  cause  of 

marasmus  . .  . .  426 
Fluorescence  in  urine  due  to 

eosin         . .         . .         . .  820 

Fluorescin,    in    detection    of 

corneal    ulceration         . .  806 

Flush,  malar,  of  myxcedema  43 

FLUSHING 268 

-  associated  symptoms        . .  268 

-  chronic         . .         . .         . .  268 

-  in  erythromelalgia  . .        284,  490 

-  extremities 284 

-  Graves'  disease       . .         . .  261 

-  hjrsteria        . .         . .         . .  345 

-  local,  in  brachial  neuralgia  491 
of    skin,     from     visceral 

disease  . .         . .         . .  476 

-  in  paralysis  agitans            . .  796 

-  trigeminal  neuralgia          . .  495 
Flute-player's  cramp . .         ..  177 
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FOAMING    AT    MOUTH— FRIEDLANDER'S    BACILLUS 
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Foaming  at  mouth  during  con- 
vulsions     168 

in  epilepsy  . .         . .     171 

malingerers  . .  173 

Focal  epilepsy 161 

Foetid   bronchitis  (see   Bron- 
chitis, FGBtid) 

-  sputum  ^sce  Sputum) 

Foetor  of  Dreat.h  . .  . .  98 
Foetus,  position  in  utero  . .  228 
Fog  causing  coryza  . .  . .  203 
Follicular  conjunctivitis        . .     256 

-  impetigo     (see     Impetigo, 

Follicular) 

-  papular  sjrphilides  . .         . .     532 

-  tonsillitis    (see    Tonsillitis, 

Follicular) 
Folliculitis  decalvans  . .         . .     84 

-  edematous,  diagnosis  from 

ringworm  of  beard         . .     274 
Fontanelle,  delayed  closure  in 

rickets  171,  695 

-  depressed  in  zymotic  diar- 

rhoea of  infants  . .         . .     426 
Food,  absence  of  fresh,  cause  of 

scurvy 86 

-  dyq>epsia  from       . .         . .     354 

-  indigestible,  colic  from      . .     136 

-  irritating,  a  cause  of  infantile 

convulsions  170 

-  vomiting  from  843 

-  particles     between      teeth, 

decomposing,    foul    taste 
due  to 774 

-  phosphoric    acid    in    urine 

derived  from  571 

-  poisoning,  tetany  from      . .     178 

-  regurgitation    through    the 

nose,  causes  of    . .  202 

-  relation  of  pain  to,  in  gastric 

and  duodenal  ulcer        . .       89 

-  vomiting  to,  under  various 

conditions        . .         . .     844 
Foot  anantiieBia  of  (see  Anns- 
theaia  of  Foot) 

-  deformity  of  (see  dub-foot) 

-  intrinsic  muscles  of,  spinal 

nerve  roots  supplying    . .     543 

-  numbness  of  (see  Numbness 

of  Foot) 

-  pallor  after  walking,  in  inter- 

mittent claudication      . .     489 

-  pahi  in  (see  Pain  hi  Foot) 

-  p«iorating   ulcer    of   (Fig. 

207,  p.  809)        .  .285,  562,  809 

in  locomotor  ataxy    . .     562 

tabes 285 

-  spinal  nerve  roots  supplying 

intrinsic  muscles  of       . .     543 

-  tenderness  in  erytiiromelalgia  490 

-  tuberculous,    simulated   by 

tabetic  arthritis..         ..     888 

-  ulcers  of  (see  Ulceration) 
FootbaU,  cramp  during         . .     177 

-  enlarged  heart  from  . .     244 

-  spiniu  symptoms  due  to  . .  787 
FOOt-tfrop  in  alcoholism  131 

-  after  diphtheria      . .         . .     131 

-  in  plumbism  . .     131 

-  (see  Paraplegia ;  and  Paralysis 

of  one  Lower  Extremi^) 

-  Tooth's  peroneal  atrophy  560 
Foramen  ovale,  patent  . .     184 

-  rotnndum,  trigeminal   neu- 

ralgia from  tumours  near     496 
Forceps  delivery  to  etiology  of 

talipes 131 

-  infanUle  diplegia  due  to    . .     556 

-  paraplegUt  due  to  . .  556 
Fordyoe's  disease  of  lips  . .  403 
Forttmi,    atrophic    palsy    of 

from  cervical  rib  . .     493 

-  iajarr  of,  ischsBmic  paTslT%\a 

oflumdfrom  ..    b&% 


Fartarm,  amid. 

-  ulnar  anaosthesia  in,  due  to 

cervical  rib  . .         . .  493 

Forohood,  affection  by  acne  . .  531 

-  bulging    in    achondroplasia  212 

-  coloured  sweat  of  . .         . .  714 

-  congenital  syphilitic  condy- 

lomata of  . .  446 

-  downy  appearance  in  Mon- 

golum  idiocy       ..         ..  263 

-  new  growths  of       . .  204 

-  retreating  in  acromegaly  . .  263 

-  slope  of  in  microcephaly    . .  214 

-  wrhikled,  in  acromegaly    . .  263 
hi  tabes 262 

Forolgn  bodiot  In  alr-pamooi, 

cough  due  to   . .         . .     175 

dysphagia  from  . .     222 

fibroid  lung  and  bronchi- 
ectasis firom . .         . .     324 

gangrene  of  lung  from 

287,  578,  712 

hsBmoptysis  from       . .     31 8 

mistaken  for  asthma. .     582 

pyopneumothorax  from    712 

stridor  from    . .         . .     709 

symptoms  of   . .  466 

In  Otr,  creaking  noises  from  793 

deafness  from. .         . .     190 

otoriiioea  from  focgotten  469 

pain  from        . .         . .     230 

vertigo  due  to  . .     838 

-  in  oyo,  conjunctivitis  due  to  S66 

-  Impadod  In  ouni,  ptyalism 

due  to 591 

-  -  In  larynx  . .  465,  642 

causing  cyanosis         . .     185 

cough  from      . .         . .     176 

extreme  dyspnoea  from    642 

laryngeal    obstruction 

from  . .  . .  C42 
retraction  of  the  head 

from  . .         . .     642 

simulating     meningitis    642 

In  nOM,  epistaxis  from  250,  252 

nasal  discharge  from. .     204 

-  In  flBtophtous,  detection 

by  x-rays         . .         . .     297 

hiematemesb  from 

294,  297,  299 
ulcerating  into  pericar- 
dium..        ..         ..     711 

-  -  In  urothra  . .    210 

-  urethral    discharge   from    206 
Forgetfulness  (see  Amnesia) 
Formalin  method  of  fixation 

for  spirochoDtes    . .         . .     769 

histological  tissues      . .     434 

Formication 588 

Formosa,dlstoma  pulmonale  in    325 
Foul  air,  headache  from        . .     328 

-  breath  (see  Breath,  Foul) 
Fcmmier  re  chancre  and  herpes  830 
Fracture,  badly-united,  pseudo- 
elephantiasis  from  . .     456 

-  bulla)  with 110 

-  contractures  following       ..     165 

-  crepitus  a  sign  of    . .         . .     179 

-  green-stick   . .  . .     269 

-  in    infants,    simulation    by 

syphilitic       pseudo-para- 
lysis . .  . .     386 

-  muscular  atrophy  after       72,  75 

-  simulated  by  scurvy-rickets    753 

-  swelling  on  a  bone  due  to 

callus  about  a     . .         . .     750 

-  with  tabetic  arthritis        . .     388 

-  talipes  after  . .     132 

-  fomur,  oedema  of  leg  after      459 
sciatic  nerve  paralysis  from  542 

-  humerut,  muscuio^piral  para- 
lysis after 549 

tx«g;mieQ\a  \xi  . .    1V\ 


\ 


fracture,  >dtr,  eomld. 

arch  of  jaw  irregular  in..   'C 

commosilj  oompoond    ..   'C 

fl^tic     . .  . .        ..   'C 

dia^^osis  dUBcolt  in  fric- 

tores  o<  aaoending  nnw  'i' 

ptTmlism  Crom  ..   ifi. 

x-nyB  in  diagnosis  of   . .   'i' 

-  log,  badly  onlted,  ukeratkn 
from  . .  . .        ..?'.' 

-  -  oompoond,  talipes  from.,    l^ 

-  palvia,   bladder  and  orKhn 
chan^en  in  ..   *•* 

injorv  of  urethra  ttom  . .   i- 

sciatic  nerve  paralysis  froa  »C 

-  rill,  empyema  from  ..    1^ 

haemoptysis  from  317.  S? 

pneamothorax  from      ..    '*''■ 

surgical  emphysema  froa   S 

tenderness   in  chest  from   <' 

-  ikMil,  base  of«  auditory  nerre 
damaged  in  ..   ^ 

bleedingr  from   ear*  or 

nose  in  ISS,  4f 

sobocNijunctival    hm- 

morriiage  from       . .    Sii 

—  tympanum  damaged  ..    M 

cerebrospinal    flnU   from 

ear  in  l»,» 

nose  after    ..        13S.5S 

-  ooma  in    . .  . .    U 

-  -  deafness  from    '  . .        191, 71 

diabetes     insipidus    fron   5e 

epistaxis  from  . .    JS 

hemianopsia  from  . .    33 

hemiplei^  from..        ..    1^ 

-  -  hyperpyrexia  from        ..    S< 

sudden  blindness  from..    8 

subconjunctival    haemor- 

hage  from  . .    !! 
tinnitus  from  . .    71 

-  tpifia,  acute  bedsore  from.,    ^ 
anaesthesia  from  (Fig.  \^, 

p.   663)..  ..         4H« 

coma  and   ddirium  from   S! 

from  diving  ,.         ..a 

girdle  pains  from  .*.    ^ 

hyperpyrexia  in  ..    *- 

micturition  difficult  after    «< 

priapism  from  . .    * 

-  transverse   myelitis  from    5< 

eonricaL  fatal  results  of       7« 

immobility  of  neck  in    7< 

stifl  neck  from  . .    7« 

dorsal,  priapism  in         ,.    H 

FRACTURE,  SPONTANEOUS     9 

-  -  due  to  carcinoma  . .    7. 

-  hydatid  cyst  . .    7: 

-  in  moUitiers  oesium         . .    ?< 

-  from  new  growth  . .    7i 

-  in  scurvy-rickets. .         ..    '' 

-  syringomyelia  . .    » 

from    tuberculous    caries    ft 

Franum  Utigus,    abraded  ia 

emphysema  and  broorhitis  Si 
pertussis  320. 81 

-  penis,   perforation    by   soft 
sore  ..  ..    «1 

FraoilHat  oalain,   distinctioo 
from  moUities  ossinm    ..    9f 

rickets  . .  . .         . .    2< 

dwarfism  from    . .         . .    51 

late  onset  of       . .         . .    2< 

sp<mt«uieous    tracturs   in    9C 

FramboBsia  ..         ..44 

Freckles  in  rheumatoid  arthiitis  37 

-  von  Becklinghansen's  iTiiiwir  7£ 

-  xerodermia      p^mentosnm 
simulating  ..         ..    8C 

Frequency  of  micturitioo  (see 

Micturition,  Abuormaltties  of) 

Friction,  bullaa  from  . .       110,  11 

X^ied  fish,  colic  due  to         . .    13 


FRIEDREICH'S    ATAXIA— GAIT 


905 


Friedreich*!  ataxia  680,800 

affection  of  speech  in    . .     799 

Babinaki's  sign  in  . .       82 

cause  of  death  in  . .     560 

choreiform  movements  in    660 

contracture,  etc.,  in     182,  164 

diagnosis  of  atrophy  from      70 

duration  of  . .         . .     660 

electrical  reactions  in     . .       71 

familial  character  of     . .     569 

gait  in 277 

hallux  erectus  in    71,  131,  559 

inco-ordination  in  67,  ISl 

insidious  onset  of  . .     559 

intention  tremors  in    560,  800 

knee-jerk  absent  in  71, 131,  559 

monotonous  speech  in    . .     560 

nystagmus   in        71,  131,  560 

optic  atrophy  in  71,  560 

paraplegia  in      . .  71,  557,  559 

psendo-nystagmos  in     . .     452 

reflexes  in  71,  82, 131,  559 

scoliosis  in  . .        181,  559 

sensation  normal  in       . .     559 

slow,  jerky  articulation  in    686 

slurring-speech  in  . .     131 

spastic  rigidity  with      . .     163 

talipes  from  71,  131,  559 

tremor  with        . .        795,  799 

—  sign  in  adherent  pericardium  104 
Frioht  causing  infantile  con- 
vulsions   . .         . .         . .     170 

—  diabetes  insipidus  from     . .     586 

—  menorrhagia  from  . .         . .     428 

—  palpitation  from    ..        525,  527 

—  paroxysmal  tachycardia  from  772 
Frog-belly  in  cretinism  . .  259 
Frontal  bosses  in  congenital 

syphUis  (Fig,  78,  p.  259)      259 

—  headache  in  disease  of  eyes    328 

—  lobe,agraphia  from  lesion  of    685 

—  region,  ivory  exostosis  of  . .  255 
tumours     of,     unilateral 

tremor  due  to  . .         . .     798 

—  ridges,     increased    size    in 

acromegaly  . .         . .     263 

—  sinus  dilatation,  exophtiial- 

nios  in      . .         . .         . .     255 

disease,   cerebral   abscess 

due  to  . .         . .         . .     547 

diagnosis  from  abscess 

of  antrum     . .         . .     502 

headache  in     . .         . .    327 

meningitis  from  . .     642 

referred  pain  in  fronto- 
nasal and  mid-orbital 
areas  in  . .         . .     498 
spastic  brachial  mono- 
plegia due  to  . .     547 

—  -  empyema  of,  causes  and 

symptoms        . .         . .     205 

headache  from  . .     327 

subjective  smell  sensa- 
tions firom    . .         . .     669 

nasal  discharge  from      . .     204 

Frostbite,  bullfo  from  . .     112 

—  fingers  affected  by  . .         . .     260 

—  gangrene  from        . .         . .     282 

—  haemoglobinuria  in  . .     315 

—  vesicles  from  . .  . .  834 
Fruit,  raw,  colic  due  to         . .     136 

—  unripe,  diarrhoea  from  . .  196 
Fucus   vesiculosus,   reduction 

of  weight  by        . .         . .     849 
Fullness  of  abdomen,  in  colic    134 

—  in  asthenic  dyspepsia        . .     354 

—  of  the  head,  epistaxis  reliev- 

ing . .         . .  . .     252 

—  -  sense    of,    from    arterio- 

sclerosis . .         . .     329 

—  and     oppression     in    right 

hypochondrium,  sense  of, 

in  congestion  of  liver    . .     371 

—  in  rectum,  sense  of,  in  cancer   150 


FULLNESS,  SENSE  OF        . .     270 

in  dyspepsia        . .         . .     354 

gastritis 352 

Functional   albuminuria   (see 
Albuminuria) 

—  bruits  102,  104,  105,  106 

—  paralysis  (see  Aphonia:  and 

Paralysis) 
Fungatino  endocanlitit,  absence 
of  bruit  in  . .        613, 699 

—  absence  of  clinical   signs 

for  many  weeks  . .     610 

leucocytosls  \n     89,  400,  700 

acute  aneurysm  in        . .     699 

peritonitis  from  . .     432 

simulated  by  embol- 
ism in       . .         . .     646 

rheumatism    causing..     314 

albuminuria  in  . .  9,  237 

anaemia  hi  9,10,27,38,76,593, 

598,  613,  616,  700 

—  anemysm  of  hepatic  artery 

in  ..         ..  59,  368 

axillary  artery  due  to    732 

aortic  disease  due  to      . .     237 

—  -  bacteria  in  blood  in       S87, 613 

—  -  bruits  m    38, 76, 102, 103, 106, 

240,  593,  598,  612, 649 
changing  in    38,  76,  240,  598 

—  cerebrsu  abscess  due  to. .     647 
hffimOTrhage  from       . .     700 

—  cessation  of  pulsation  bi 

the  accessible  arteries  in   613 

Cheyne-Stokesreq>irationinl25 

chronic 76,  613 

jaundice  with  pyanoeiB  in  370 

coma  in    . .         . .         . .     237 

continuous  pyrexia  in    . .     612 

—  delirium  in  . .         . .     103 

—  diagnosis    from    chronic 

heart  lesion  38,  39,  700 

influenza  . .         . .     610 

meningitis       . .         . .     614 

tuberculosis     . .         . .     613 

typhoid  fever. .        611,  613 

typhus  fever  . .        610,  614 

dyspnoea  in        . .         . .        9 

—  -  omlMilsm  in    10,  39,  59,  76,  90, 

103,  138.  186,  237,  314,  338, 
368,  432,  563,  505,  593,  598, 
013,  040,  649,  692,  699 

cerebral  . .         . .      338 

of  cord  due  to. .         . .     565 

hepatic  artery  in        . .       59 

mesenteric  vessels  in  432, 640 

of  spleen  in      . .         692,  699 

superior  mesenteric     90,  646 

gastric  erosions  in         . .     298 

hoimaturia  in      . .        237,  314 

heemoptysis  in    . .         . .     320 

hemorrhage  in 

9,  10,  38,  76,  593 

anal,  in         . .         . .  90 

hyperpyrexia  in . .  . .     343 

infarction  in        . .         . .       76 

of  kidney  in     . .         . .     237 

lung  in  . .         . .     321 

inspissation  of  bile  in   . .     368 

irregular  pyrexia  in       . .     698 

jaundice  m  . .         368,  370 

with  pyrexia  in  . .     370 

long  course  of  chronic  . .     613 

meningitis  in      . .         . .     614 

mitral  regurgitation  from 

239,  240 

multiple  emboli  in  . .     699 

muscular  atrophy  in     . .       70 

nephritis  in         . .  9,  10 

neuro-retinitis  in  9,  10 

CBdema  in  . .         . .         9 

optic  neuritis  in 

38,  76.  314,  598,  013 
osteomyelitis  causing     . .     3l4 

—  peripheral  nenrvtw  \n    . .      1^ 


Fungating  endocarditis^  eontd 

pneumococcal    . .         314,  614 

prolonged  pyrexia  in     . .     609 

pulmonary  embolism  from    186 

incompetence  with     . .     247 

valve 246 

purpura  in 

237,  338,  596,  698,  610,  613 

-  -  pyrexia  in  9,10,38,76,103,138, 

237,  314,  343,  368,  593,  598 
without  pyrexia. .         . .     345 

-  «  retinal  hemorrhages  in,  9,  10, 

237,  338,  598,  613 

-  -  rigors  in  103,  237. 613, 648, 649 
rupture  of  valve  from    . .     106 

-  in  septicsemia     . .         . .     698 
spastic    brachial    mono- 
plegia due  to. .  . .     547 

spleen  enlarged  in  10,38, 76,314, 

338.  593,  613,  692,  698. 699 

subcutaneous  hnmorrhagem  76 

sudden  pain  in  loin  in   . .     814 

-  sweatmg  in         . .        103,  237 
symptoms     pointing     to 

c^ebral  embolism  from    138 
transverse  myelitis  due  to    665 

-  typicid  temperature  chart 

in  (Fig.  164)    . .         . .     613 

various  signs   and  ^m- 

ptoms  of         . .         . .     287 

vegetations  on  valves  in     649 

FUNGOUS  AFFECTIONS  OF 

THE  SKIN                     ..270 
Fumacemen,  enlarged  heart  in    232 
Furred  tongue  (see  Tongue) 
Furundo,  diagnosis  from  car- 
buncle       603 

-  earache  from  . .         . .     230 

-  of    face,    cavernous    einaa 

thrombosis  due  to        . .     263 

-  point  of  suppuration  in  . .     608 

-  shape  of  pustule  in  . .     601 
Furunculosis  of  external  andi- 

tory  meatus,  otorrhoea  from    469 

-  from  iodides  or  bromides  . .     112 

-  tenderness  of  the  spine  from     784 

-  of  vulva 768 

Fusiform  bacilli  (see  Bacillus, 

Fusiform) 

GAERTNER'S  bacillus  (see 
Bacillus,  Gaertner's) 

GAIT,  ABNORMALITIES  OF  277 

-  in  ataxy 66 

-  cerebellar     . .          . .         . .  69 

-  in  cerebellar  tumour       565,  643 

-  clumsy,  in  Little's  disease  154 

-  cross-legged  in  Little's  disease  154 

in  cerebral  diplegia       . .  800 

--  in  disseminated  sclerosis  . .  800 

-  hesitant,  in  paralysis  agitans  548 

-  high  (Steppage         . .         . .  66 

-  in  hysterical  paralysis      . .  541 

-  limping,  in  iliac  abscess    . .  739 

-  in  paralysis  agitans           . .  541 

of  external  popliteal  nerve  543 

sciatic  nerve        . .         . .  542 

-  peripheral  neuritis  . .         . .  66 

-  scissor-l^ged     in     Little's 

disease      . .         . .         . .  154 

-  shuflling  in  paralysis  agitans  790 

-  in  spastic  paralysis  of  one  leg  540 

-  spinal  caries            . .         . .  785 

-  staggering  cerebellar         . .  605 

in  disseminated  sclerosis  505 

tabes  dorsalis      . .         . .  827 

-  stooping  in  spinal  caries    . .  181 

-  tabetic          . .          . .          . .  07 

-  tottering  in  general  paraly- 

sis of  the  insane  . .         . .  796 

-  waddling  in  congenital  dis- 

location of  hip  . .         . .  1&^ 
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Gtlactocala 7^^ 

Gall-bladder,  carcinoma  of  Tsee 

Carcinoma  of  Gall-bladder) 

-  ciiolesterin  crystals  in       . .  281 

-  constipation  in  diseases  of  144 

-  dilated,  with  carcinoma  of 

pancreas  . .         . .         . .  265 

-  ditease.  absence  of  jaundice 

not  Incompatible   with..  500 

pain   in  the  epigastrium 

from      . .         . .         . .  779 

right     bypochondriom 

from..          ..         ..  779 

shoulder  from        . .  779 

referred  pain  in  area  of 

10th  dorsal  nerve  in  . .  509 

-  sex  incidence  of  . .         . .  500 
tenderness    in    the    epi- 
gastrium from            . .  779 

the    right    hypochon- 

drium  from             . .  779 
shoulder  from        . .  779 

-  ompytma  of,  ch(daagitis  in  369 

-  due  to  gall-stones          . .  280 

-  -  leucocytosis  in    . .        880,  400 

-  pus  in  the  stools    from 

rupture  of  ^                 ..  601 

-  -  typhoidal 369 

-  -  Widal's  reaction  in       . .  281 
GALL-BLADDER,  ENLARGE- 
MENT OF                      . .  278 

-  in  carcinoma  of  pancreas 

59,  363,  600 

-  causes  of  280 

-  from  cholangitis. .         . .  651 

-  -  choleeyatitifl                  . .  783 

-  in  chronic  pancreatitis  . .  185 

-  from  cicatrised  ducts    . .  365 

-  dlagfioiit  from  carcinoma 

of  duodenum  . .         . .  280 

Uvtf-  abaoeas  . .        279,  369 

pylorus                   . .  280 

suprarenal   . .         . .  280 

gumma  of  llTer          . .  879 

hydatid  cyst  of  llTer  . .  279 

hydronephrosis           . .  379 

movable  kidney       279,  787 

new  growth  in  liver  . .  279 

pyloric  enlargement  . .  406 

Biedel's  lobe  . .        278,  737 

thickening  round  duo- 
denal ulcer              ..  406 
gastric  ulcer       . .  406 

-  In  duodenal  carcinoma..  725 

-  exceptional     with     gall- 

stones    135 

-  from  gall-stones. .         . .  363 
new  growth  723 

-  pelvic  swelling  due  to    . .  757 

-  physical  signs     . .         . .  278 
simulating  ascites  717 

-  in  stenosis  of  bile-ducts  365 

-  tumour  of  pancreas       . .  366 

-  -  typhoid  fever        281,  371,  372 

-  Infection   causing   pleuritic 

effusion  123 

-  Inflamed,   local   rigidity   of 

rectus  abdominis  with  . .  644 

-  mucocele,  absence  of  sym- 

ptoms in                         . .  281 

-  obstruction  of  cystic  duct 

in          281 

-  -  sterility  of  fluid  in        . .  281 

-  normal  situation  of           . .  722 

-  pain  and  tenderness  over. 

from  gall-stones. .        280,  486 

-  palpable   In   cases   of   new 

growtl)  of  pancreas        . .  690 

-  perforation    of,    infective 

peritonitis  from . .          ..  644 

-  spontaneous  rupture  281 

-  stone  in,  epigastric  pain  in  486 

-  relation  of  pain  to  lood 

in  some  cases  of         . .  4ft<S 


OaU-hladder.  amid. 

-  suppurating,    absence    of 

jaundice  in  many  cases  of 

albumosuria  in   . . 

diagnosis  from  appendix 

ftOBCCBs 

-  tenderness  in  the  right  side  of 

chest  from  (and  see  Ten- 
derness over  Gall-bladder) 

371, 

-  tumoun    of,     absence     of 

interval     between     liver 
and 
colic  associated  with 

-  diagnosis  from  renal  tu- 

mours . .         . .         . . 

dullness  to  percussion  over 

-  iaundice  with     . . 

-  limited  mobility  of 

mobility  with  Inspiration 

obstruction  of  poriaX  vein 

oval  outline  of     . . 

pelvic    swdllng    due    to 

downward  growth  of. . 
Gall-ttonta.  absence  of  enlarged 
gall-bladder  with 

-  account  of  symptoms  of  . . 

-  acute  Intestinal  obstruction 

due  to  151,  158, 

-  areas  of  tenderness  from  . . 

-  ball-valve    obstructl(m    of 

ampulla  of  Vater  with  . . 

-  in  bile-ducts 

-  catch  in  the  breath  during 

deep  inq)iration  on  pres- 
sure over  . .        486, 

-  Charcot's     hepatic     inter- 

mittent fever  from 

-  cholangitis  from  380, 368, 369, 

-  cholecystitis  from  . .        880, 

-  colic  due  to  135,  152, 
description 

-  collapse  from 

-  contraction  of  gall-bladder  in 

-  diagnosis  from  appendicitis 

-  chronic  panoreatitls     365, 
gastric  uloer 

-  distributitm  of  pain  from. . 

-  empyema  of  gaU-bladder  in 

-  enlarged  gall-bladder  from 
rare  with 

-  etiology  of 

-  hi  fsBoes  135,  363, 

-  glycosuria  in 

-  htematemesls  in     . .        894, 

-  hepatoptosis  with . . 

-  impaction  In  common  duct, 

kurge    liver    and    Intense 
jaundice  In  . .       362, 

-  in  CTstic  duct,  large  gall- 

bUdder  and  no  jaun- 
dice in . . 

-  diagnoete  from  carcinoma 

of  liver 

-  Incidence  in  stout  persons. . 

-  Iaundice  with  300,  361, 

-  leading  to  pancreatitis 

-  liver  abscess  from  . . 

-  enlarged  with     . .        300, 

-  long  duration  of  attack  of 

pain  In     . . 

-  mistaken    for    rheumatism 

of  the  shoulder  . . 

-  mucocele  after 

-  obstruction     by,     alkaline 

iSBOGS  111     •  •  •  •  •  • 

-  pains  over  gall-bladder  from 

300, 

in  hypochondrium  in    . . 

and  tenderness  from     . . 

I in  the  bat^k  from     474, 

^  -  P«\V^\Aa 


Oail-Uome*,  amtd. 

-  in  pancreatic  ducts 
737      —  peritoneal  adhesions  troa 

20     —  preoedini?  carcinoma 

-  pyrexia  due  to    280, 362,  m. 
737      —  recurrent  jaundice  witli   . . 

-  Riedd's  lobe  with  . . 

-  rigors  with         280.  9Bi,  »:, 

-  sex  incidence  of     .. 

779     —  simulated  bj  movable  JodBrr 
cardiac  dilatataon 

-  aixea  of  

392     —  stercobilin  changes  in  tten 

392  with  

-  tendemeasorcrgall-UadderiB 
392 of  liver  from 

392 over  lower  dorsal  i^ine  in 

393  -  typhoid  fever  before      SSO, 
392     -  ulceration  into  doodennm 

392 diagnosis   from  gaitrir 

ulcer 

693     -  urobllinuria  with   .. 

398     -  vomltini?  with         . .       3C2. 

-  wind   and   spasms  as  sjrm- 
758  ptoms  of 

-  without  symptonbs 

S6S     Oallle  acM,  dark  urine  from 
363 dryness  of  ntooth  frxmi 

extrente  thinst  due  to   .  • 

300  Galley  rhythm  in  myocardial 
779  degeneration 

Galton's  whistle 
650     Galvanic  current    in  reacUoB 
135  c^  degeneration  .. 

Galvano-cautenr  in  hypopyoo 

GANQRENE     ..  ..        .. 

499  -  albumosuria  in 

-  blebs  in        

650     -  bullae  in       . .  110. 

650  -  in  diabetes  meUitns  (fee 
650  Diabetes    MeUitus) 

650     -  drv 

363     -  epidemic  2W, 

363     -  In  eryi^iromc^algia  . . 

880     -  of  face  (see  Cancmm  Oris) 

500  -  fatty  acids  and  sulphides  in 
363     -  of  fingers  ftrom  aneurysm  . . 

486 from  carcinoma  of  breast 

186     -  hand  from  endothelioma  of 

380  long  

783  -  hospital,  emphysema  in  . . 
135  -  In  intermittent  clandicatioi 
135     -  of  leg  from  atheroma 

631     -  no  leooocytosis  with 

393  -  local,  in  anthrax    . . 
800     GANGRENE  OF  LUNG 

407 absence  of  clubbed  fingers 

In  

expectoration  in 

363 foetor  in 

abundant  foul  qratum  ia 

-  -  acute  historv  in  . . 

363 from  broncno-pnenmonia 

578,  703. 
413     -  -  causes  of     . .         287,  SSJ. 

151 cough  in 

363     -  -  in  diabetes 

116 diagnosis  from  aspiratioo 

408  pneumonia 

363 bronchiectaste. .         331, 

empyema  ..        321, 

486 phthisis 

-  elastk;  fibres  in  ^utom  in 
778  388, 331, 

381  —  empyema   raptured   into 

lung 

117 excessively  foul  stench  in 

foptor  of  sputum  in 

486  176,  287.  2S8, 

499 from    foreign     body    in 

280  bronchus 

789     -  -  foul  breath  hi      .  .99,  331, 

^aSk  I taste  from 


*•* 

i-i: 

I*. 

IM 

>•' 

;»: 

5»i 

1> 
4S 

\'\ 

SI 

Hi 


7* 

» 

IS 

3 

5S 
U 


Sf 


7( 

li 
n 

70 

Si 

n.« 
n« 
K 

70 

70 
711 

5* 

37 

7«i 

4  t 

It 


GANGRENE    OF   LUNG— GASTRITIS 


907 


Gangrene  of  lung,  contd. 

indicanuria  in     . .         . .     349 

-  from     inhalation    pneu- 

monia  . .         . .         . .     70S 

intrathoracic  growths    . .     288 

irregular  fever  in  . .     287 

latent        288 

ieucocjtosis  in    . .         . .     401 

from  new  growth  . .     578 

-  obstruction  of  bronchos      712 

onset  in 288 

peculiarities  in  children       288 

-  from  pneumonia  678,  712 

pneumothorax  in         577,  712 

from  pulmonary  infarct      712 

pyopneumothorax  with        712 

secondary  to  abscen  of 

liver 409 

from  septic  embolism  of 

lung 70S 

pneumonia      . .         . .     70S 

-  -  sputum  in  99, 176, 287, 288,  S21 
terminal 288 

-  moift,  putrefaction  hi  288 

-  in  Morvan's  disease  . .     285 

-  of  mucosa  in  acute  cj^UHb    627 

-  from  pemphigus  vegetans. .     654 

-  of  penis,  diabetic  . .         . .     266 

-  in  peripheral  neuritis        . .     286 

-  of  piles         635 

-  pleura,     causing     pneumo- 

thorax       577 

-  due  to  pressure  of  growths    287 

-  pulmonuy  (see  Gangrene  of 

Lung) 

-  in  Raynaud's  disease        . .     284 

-  nnllt  (Plate  IV)    ..        28S,  284 

causes  of..  ,.         ..     286 

insidious  onset  in  ..     286 

upward  spread  of  ..     287 

Oaol  fever  (see  Typhus  Fever) 
Garlic,  foul  breatii  txom  98 

Qat,  bacteria  prodoctaig,  sur- 
gical emphysema  from  . .     231 

-  evidence  of  poisoning  from       188 

-  irritant,  laryngitis  from    . .     185 

-  noxious,  anosmia  from      . .     669 
olfactory  neuritis  from  . .     669 

-  in  pleural  cavity  (see  Pneumo* 

tliorax) 

-  poMonous,  headache  from       828 

-  production  by  bacillus  coli 

231,  677,  578,  711,  713 

-  per  urethram  (see  Pneuma- 

turia) 
Gas-workers,    epithelioma    in    679 
Gasserian     ganglion     disease, 

herpes  zoster  from         . .     496 

causing        trigeminal 

neuralgia      . .         . .     496 

excision  of,  effects  on  eye    807 

Qaftrtlgit,  absence  of  vomit- 
ing in       485 

-  age  and  sex  incidence  of  . .     485 

-  diJSuse  deep  tenderness  in      485 

-  in  functional  dyspepsia     . .     354 

-  pain  in  the  epigastrium  in 

354,  485 
Gastrectasis     (see     Slomach, 

DUated) 
Gastric  atony  (see   Stomach, 

Atony  of) 

-  carcinoma  (see  Garcinoma  of 

Stomach) 

-  catarrh  (see  Gastritis) 

-  contents  (see  Stomach  Con- 

tents) 

-  contsntt,    analysis     of,    in 

diagnosis    of    strychnine 
poisoning..  ..        464,  652 

-  -  distoma  in           . .         . .     364 
Ha  in 485 

-  -  recognized  by  smell       . .     844 

-  -  round  worms  in  . .         . .     846 


Qastrie  content*,  amtd. 

—  sarcinsD  and  yeasts  in    . .     267 
various  characters  of     . .     844 

—  (»ee  also  Vomit) 

—  crises  (see  Crises.  Gastric) 

—  derangementn  in  Malta  fever    607 

—  digestion,  defective,  muscle 

fibre  in  fseces  in  . .         . .     117 

—  dilatation  (see  Gastrectasis) 

—  flatulence  (see  Flatulence). .     267 

—  Juict,  acidity  of,  and  heart- 

bum         333 

analjrsis  in  gastritis        . .     352 

changes  in  ajmeps\A     . .     364 

—  deficient,     and     chronic 

diarrhoea  . .  196 

—  in  gastric  ulcer    . .         . .     713 

—  hyperacidity    in    gastric 

and  duodenal  ulcer    . .       89 

—  organic  acids  in  . .  333 

—  lesions,  surgical  emphysema 

from         231 

—  peristalsis,  visible,  descrip- 

tion of 670 

—  reflexes,  q>igastric   tumour 

from         ..  ..         ..     723 

ptjralism  from  691 

—  sensations  as  an  epileptic  aura   80 

—  triOtr 40,  117,  428 

aoetonuria  in       . .         . .        4 

—  age  incidence  of  . .         . .      40 

—  albumosuria  in  . .  20 
ansnnia  from      . .          40,  298 

—  blood  per  annm  in  89, 117 

in  vomit  with  . .         . .     846 

carcin<nnA  from  . .        351,  713 

—  characteristic  tigot  ot    , .     298 
characters  of  vomit  In  . .     298 

—  clean  red  moist  tongue  in    298 

—  "  coffee-grounds  "voonlt  in    298 

—  commuxiicating  with  sub- 

phrenic abscess  . .     712 

—  diagnosis    from    angrmic 

vomiting         ..         ..      40 

gall-stones  . .     486 

gastric  carcinoma       . .     846 

—  dyspepsia    simulated   by    721 

—  empyema  from  . .         . .     120 

epigastric  pain  from    296,  298 

tumour  from  . .         . .     723 

—  erosion     of     pancreatic 

artery  by         . .         . .     298 

small  vessels  by  . .     298 

splenic  artery  by        . .     298 

excess  of  HCl  in. .         . .     486 

gastrectasis  in     . .         . .     712 

geographical   distribution    298 

hiematemesis  in,  89,  294,  295, 

298,  352,  485 
as  first  sign  of . .         . .     298 

—  -  hyperacidity  in  . .         . .       89 

—  iniQammatory  deposits  felt 

in  epigastrium  . .     723 

—  intermittent      blood     in 

ffcces  in  . .         ..     117 

—  kinking  of  bowel  from  . .     147 

leaking 577 

local  deep  tenderness  in  352, 485 

loss  of  weight  due  to      . .     848 

—  -  meUena  hi  . .        298,  428 
multiple,  in  appendicitis    304 

—  -  normal  Ha  with         713,  846 
oedema  of  legs  after       . .     459 

—  -  pain  in  the  back  in  298,  476,  485 

chest  from       . .         . .     779 

epigastrium  in  . .     484 

after  food  with  89,  845 

relieved  by  vomiting 

352,  845 

in  left  hypochondrium    499 

interscapular  in  . .     474 

spasmodic  pelvic  in    . .     509 

and  tenderness  in  the 

back  from    . .         . .     1%^ 
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OtMric  ulcer,  contd. 

pancreatitis  caused  by  . . 

perforated,  abdominal  pain 

and  c<mapse  from     484,  721 

causing  acute  peritonitis 

55,  780 
diagnosis    from    acute 

pancreatitis..  431 

latent  symptoms  with    721 

omental    abscess   from    724 

pneumoperitoneum  from  711 

resembling    djsmenor- 

rhcea  ..         ..220 

shock  and  collapse  in. .     484 

sudden  severe  pain  in 

the  epigastrium  in. .     484 
tenderness  in  the  hypo- 

gastrium  from        . .     780 
right  iliac  fossa  from    780 

-  -  peritonitis  hi  66,  431, 

484,  644.  721,  780 

-  pleuritic  effusion  from    . .     123 

pneumothorax  caused  by    577 

predisposed  to  by  chlorosis  303 

ptyalism  in  . .         . .     691 

-  pyloric  obstruction  from    712 
stenosis  from  . .         . .     352 

-  relation  of  pain  to  food  in    485 

-  results  of  profuse  haemor- 

rhage in  ..         ..298 

-  sex  incidence  of  . .         .  .40, 90 

-  simulated     by     auKmic 

vomiting  . .     847 

cardiac  dOatotlon      . .     486 

heart  disease  . .         . .     779 

tabes  dorsalis. .         . .     860 

-  subphrenic  abscess  from 

119,  601,  677,  678,  720,  721 

sudden     collapse     from 

htematemesis  hi         . .     298 
pallor  in  . .  298 

-  surgical  emphysema  firom    281 
without  symptoms        . .     780 

-  t^idemess  of  abdomen  in    134 

epigastrium  hi    . .       89,  298 

lower  dorsal  spines  in..     474 

tetany  in 3 

thickening  round,  diagno- 
sis from  enlarged  gall- 
bladder ..         ..406 

time  of  pain  in    . .         . .     298 

vomiting  in      . .         . .     298 

undue    abdominal    aortic 

pulsation  suggesthig  . .     592 
urobilinuria  with  . .     116 

-  -  vomithig  in    89,  298,  485,  843 
Sattritii,   analysis    of   gastric 

contents  in  . .     862 

-  from  antimony        . .         . .     297 

-  artonical,  diarrhoea  in        . .     297 

epigastric  burning  pain  in    297 

fahitness  in  . .         . .     297 

nature  of  vomit  in         . .     297 

-  red,  inflamed  mucous  mem- 

brane hi  ..         ..297 
rice-water  stools  in         . .     297 

-  violent  incessant  sickness 

hi  297 

-  bile  in  vomit  in  acute       . .     845 

-  causes  of      . .         . .         297,  352 

-  in  cirrhosis  of  liver. .         . .     410 

-  diarrhoea  in. .         . .         297,  845 

-  diminished  appetite  in      . .       49 
total  acidity  in    . .  . .     352 

-  dull  boring  pain  behind  ster- 

num and  in  epigastrium  in   484 

-  epigastric    discomfort    and 

tenderness  in       . .         . .     297 

-  excess  of  mucus  in  stomach 

contents  in  . .  . .     352 

-  flatulence  with        . .         . .     845 

-  furred  tongue  in      . .         . .       49^ 
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Ocutriii*,  contd. 

-  heartbam  in            . .         .  •  484 

-  losA  of  appetite  in  . .         . .  352 

-  miBtaken    for    rheumatism 

of  the  shoulder    . .         . .  778 

-  nausea,    eructations,    and 

vomiting  in         . .         297, 352 

-  IMin  in  the  chest  and  palpi- 

tation in 484 

-  -  in  limbs  in  . .  . .  603 
radiating  to  left  breast  and 

interscapular  region  in  484 

-  directly    related    to    the 

taking  of  food             . .  484 

and  tenderness  in  the  back 

from      . .         . .         . .  789 

-  phlegmonous,  severe  consti- 

tutional qrmptoms  with  845 

-  from  phosphorus    . .         . .  297 

-  ptyalism  in              . .          . .  591 

-  pyrexia  in    . .  . .         297,  845 

-  relief  of  pain  on  eructation  484 
vomiting                     . .  484 

-  results  of  test  meal  in          . .  50 

-  sense  of  fullness  with        . .  352 

-  simulated     by     arsenical 

poittming  845 

-  caroiiioma  299 

-  pluMphonis  poisoning    . .  845 

-  syxnptomi  d  845 

-  in  children                    . .  297 

-  toxic,  ooUapse  in    . .         . .  297 

-  hflematemesis  hi  294,  297 
intense  pain  in    . .         . .  297 

-  vomiting  from  . .  297,  843 
QastrocnemiuB  bursa,  popliteal 

swelling  due  to    . .         . .  762 

-  nerve  supply  of      . .         . .  643 

-  pseudo-hypertrophy  of      . .  660 

-  spinal  nerve  root  supplying  543 
Crastrodiaphany      . .         . .  724 
(lastro-enteroetomy,  perform- 
ance of.  in  tabes,  from  mis- 
taken diagnosis  . .         . .  525 

Gattro-lnttftlnal     ditordtrt, 

carpopedal  spasm  in      . .  3 

-  heaidache  in         . .         . .  328 

-  from  hepatic  abscess      . .  651 

-  insomnia  in                     . .  366 

-  in  movable  kidney         . .  310 

-  pain  in  limbs  in  . .         . .  606 

-  prolonged  pyrexia  in  chil- 

dr«i  due  to     . .  618 

rigOTB  in 647 

from  round-worm    infec- 
tion         669 

-  tetany  from  . .  178 
Gattroptoait,  dyspepsia  in     . .  354 

-  diagnosis  from  gastrectasis  353 

-  flatulence  in            . .         . .  267 

-  mobility  of  right  kidney  in  353 

-  x-rays  m  diagnosis  of  (Fig. 

105)          363 

G astroscope  in  diagnosing  gas- 
tric carcinoma  299 
Gattroalaxit    . .                296,  298 

-  causing  anaemia                 . .  40 

-  blood  per  anum  in  . .         . .  90 

-  discussion  of           . .         . .  303 

-  tuematemesis  from  294,  298 
Oell^'s  test  tor  hearing  . .  189 
Gemellus  superior,  nerve  supply  542 

Qanaral  paralyrit  of  tho  Iniano, 

amnesia  in                      . .  25 

anosmia  from             . .  669 

aural  hematoma  in    . .  269 

bedriddenness  from    . .  69 

bleeding  gums  in  85 

oerebroBpinal  fluid  in 

338,  339,  340 

Cheyne-Stokes  rcspira- 

tion  in          . .         . .  125 

coma  In  . . lift, 1^9, :i40 

congestive  attacks  \n . .  ft%^ 


\ 


Qeneral  paralf/ns  of  insane,  eontd, 

convulsions  in 

169  172,  269,  S40 

cyto-diagnoeis  in        . .     269 

diagnosis  of     . .         . .     269 

of  saturnine  encephalo- 

pathv  from  . .     139 

dysarthria  in  . .         . .     686 

dysphagia  in  . .         . .     225 

grinding  of  the  teeth  in    796 

headache  in     . .         . .     S27 

hemiplegia  in   . .        340,682 

impotence  in    . .         . .     346 

insomnia  in      . .         . .     368 

irritability  in  . .         . .     360 

laryngeal  paralysis  with    539 

lumbar     puncture     in 

diagnosis  of  . .     269 

mental  changes  in      139,  269 

osseous  atrophy  in     . .     269 

paraplegia  in  . .        662,  567 

perfcnrating  uloer  from       809 

physical  changes  in     . .     1S9 

pupils  in  196,  594,  695 

simulated  by  plumbism    797 

writer's  cramp        . .     177 

slow  blurred  q>eech  in      796 

spasmodic  contractions  in  169 

spontaneous  fracture  in    269 

stammering  in  . .     688 

symptoms  of  . .         . .     139 

syphilis  a  precursor  of    269 

temporary   aphasia    in    682 

tottering  *in      . .         . .     796 

tremor  in  795,  796,  798 

unequal  knee-jerks  in        898 

pupils  in      . .         195, 696 

various  signs  of  . .     172 

Wassermann's  reaction 

in  269,  340.  860 

-  peritonitis  (see  Peritonitis, 

Acute  General) 

-  tuberculosis   of  lungs   (see 

Lungs  ;    Phthisis  ;     and 
Tuberculosis,  General) 
Gonltalia,  affected  by  scabies     832 

-  coli  bacilluria  after  opera- 

tion on 8S 

-  congenital  syphilis  of         . .     446 

-  herpes  simplex  of  . .         . .     829 

-  lymphatics 738 

-  melanotic    carcinoma    of . .     802 

-  myoma  cutis  of  . .     805 

-  precocious    development    oi 

with  hypernephroma  (Figs. 
125,  126,  pp.  453-4}        . .     690 

-  pustular  syphilides  of        . .     604 
Genito-crural      nerve,      skin 

distribution  of    . .         . .     659 

region,  erythrasma  in    . .     276 

Geophagy  . .         . .     115 

Gorman  moailot,  albuminuria  in    17 

-  conjunctivitis    ("  pink- 

eye ")  in  . .         . .     266 

-  diagnosis  from  erythema 

scarlatiniforme        . .     263 

measles 418 

scarlet  fever  . .     418 

small-pox  . .     607 

generalized      lymphatic 

gland    enlargement    in 

416,  418,  607 

rigors  in 647 

scaly  eruption  with        . .     665 

-  sore  throat  in      . .  670 
Goitatlon,    octqpie    (and    see 

Abortion,  Tubal)   . .     500,  769 
abortion  of  . .     760 

-  coma  from  rupture  of   137, 140 

-  no  definite  sign  of  preg- 

nancy in  . .         . .     760 

diagnosis    from     chronic 

«aXvVcv^'(>-ooV^OTV\Aa^     . .     760 
%ta.'ai\\  cyeXVt  t^^wrj      . .    "l^ 


Gestation,  eelopie,  omkL 

from 


pedoncolated 

difficulty  of  idenl 

of  atems  In     .. 

teit  per  rectam   .. 

importance  of  ettty  db- 

snoais  in 

internal  haaamiliage  frtn 

pain  preceding  nq>taxe  «r 

abortioa  in 
pelTic  hnmatoode  dae  to 

pain  In..  M8, 

swelling  from  71^7, 

progreoatve 

rapture  of,  pain  in  rif^ 

Bide  of  abdomen  in   . . 

gestation  sac  in 

signs  of  pregnancy  in    .. 

simulated  by  threstoMd 


swelling   in   tube  felt  as 

binuuiual  examlnacioa 

tendemen   in   tbe  right 

iliac  fossa  from 
uniuptored 

-  —  uterine  bamoRiiaee  in 

4S6,  646,  700 

—  —  Tsginal     ^Tfiminstiff*    ia 

dlagnosio  of 
Giant  oells  In  tabercnkMis    . . 
QldMlMfli  (men  Vertigo) 
Qiemaa's  method  of 

q>iroctueta  pallida 
Gigantism,     and     infantilism 


Qigantoblasts  (Plau'll,  Fif, 
F) 

Gin-drinking,  polynriafroB.. 
Ghigerbeer,   explosive  eraeta- 

tion  of  gas  from  .. 
Gingivitis,  bleeding  gums  in 

-  porpora  from 

-  in  syphilis     . . 

-  toberoaloas . . 
Giraldte,  organ  of,  cyst  of 
GIRDLE  PAIN 

-  —  from  aortic  anenrymn    . . 

-  >  doe  to  bilateral  proKore 

on  intercostal  nerves.. 
in  diaoeminated  sderaeis 

-  —  fractnre  of  dorsal  spine 

-  -  in  spinal  caries    . . 


-  -  tabes  ..  481 

-  -  with  transverse  oord  leeioa 

-  -  in  transverse  rajditis   . . 

-  7  -  from  compression  5«4 

-  —  from    tumour    of    spinal 

meninges 
GlaNonL  arthritis  In 
-B.  mallei  in 

-  bolln  In       . .  110.  112, 

-  constitutional  dtetnrbance  ia 

-  discharge  from  nostrils  in.. 

-  maHein  in  diagnosis  of 

-  papules,  vesicles,  and   pas- 

tules  in 

-  poralent  riiinitto  in  SOS, 

-  rigors  in 

-  ulceration  of  the  1^  fkom. . 

-  widespread  ulceration  in  . . 
Glantfa.  beat  production  from 

mctJMtj  of 

-  lyn^ihatic,   enlargement  of 

(see  Lymphatic  Glao*> 

-  salivary  (see  Salivazy  Glands 

-  thymus  fsee  Thymus  Gland) 

-  thyroid  (see  Thyroid  Gland) 

Giauotmi,  scute  (/>«s/«  nil, 

Fig.v.p.  463)     .. 

\  -  ««k\&K!kAi«UI!ft  of  .. 
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Glaucoma,  contd. 

Cfljfccmiria,  contd. 

Qonococd,  contd. 

-  anterior  chamber  shallow  in 

840 

-  chronic,  absence  of  abnormal 

-  orchitis  due  to 

464 

-  atropine     and     mydriatics 

thirst  or  appetite  in 

292 

-  panophthalmitis  from 

807 

contraindicated  in 

267 

acetonuria  in  . . 

292 

-  peritonitis,  acute  from     . . 

66 

-  circumcorn^  injection  in 

838 

wasting  in 

292 

-  prostatitis  due  to  . . 

83 

-  differentiation  from  conjnnn- 

advancing  age  in 

292 

-  purulent  rhinitis,  from     . . 

203 

tivitis  and  iritis  . . 

267 

good  effect  of  diet  in     . . 

292 

-  not  stamed  by  Gram's  method  769 

-  effects  of  diet  on    . . 

267 

gouty  tendency  in 

292 

-  and  streptococci  associated 

377 

-  haloes  and  rainbows  in    . . 

267 

—  moderate  amount  of  urine 

292 

-  ulceration  of  the  cornea  from 

807 

-  hazy  vitreoas  in     . . 

838 

-  from  chronic  pancreatitis 

-  hi  urethral  discharge  79,  206, 

676 

-  headache  in             267,  327, 

328, 

135,  292, 

724 

-  urethritis  due  to    . .          83, 

676 

494,  783, 

838 

-  in  diabetes  . .         . .        291, 

607 

-  in  vaginal  discharges 

211 

-  lachrymation  in 

266 

-  diagnostic  hnportance  of  . . 

291 

-  vertebral  arthritis  due  to. .. 

786 

-  I06S  of  vision  in 

267 

-  errors  in  tests  f  or  . . 

290 

-  in  vulvitis 

768 

-  Godema  of  eyelids  and  con- 

-  Fehling's  test  in     . . 

289 

Gonorrtiosa,     acute,      acute 

jonctiva  in 

267 

-  fermentation  test  in 

291 

gonorrhcBal  arthritis  in . . 

376 

-  optic  disc  in  (Plate   VIII, 

of  urine  as  quantitative 

method  of  investigatmg 

Fig.  r,  p.  463)       267,  463, 

838 

test  in 

291 

206, 

207 

-  pain  in  eye  in         266,  494, 

498 

-  gouty           

817 

prostatitis  and  prostatic 

ears,  and  teeth  from  . . 

267 

-  laryngeal  paralysis  with    . . 

639 

abscess  from   .. 

616 

maxillary  region  from    . . 

498 

-  Moore's  test  in 

290 

—  urethritis  hi 

610 

temporal  region  from    . . 

498 

-  multiple  neuritis  from 

661 

-  albuminuria    in    ascendhig 

-  peripheral    constriction    of 

-  need   for   conflrmatlon   by 

nephritis  from    . . 

16 

vision  in 

838 

fermentation  test 

818 

-  balanitis  in 

674 

-  photophobia  in 

266 

by  phenylhydrazine  test 

818 

-  chordee  in  . . 

126 

-  pupil  dilated,  in      696,  838, 

840 

-  neuritis  witti          . .         . .  « 

76 

-  chronic  defined 

207 

fixed,  in  . . 

838 

-  Nylander'8  test  in  . . 

290 

filaments  found  in  urine  in 

207 

unequal,  in 

696 

-  obesity  preceding  . .        292, 

463 

joint  lesions  from 

278 

-  rainbow  vision  from         267, 

840 

-  with  pancreatic  cyst 

724 

-  dyspareunia  from  . . 

221 

-  secondary  to  iritis. . 

839 

-  in  pancreatic  disease 

-  enlarged  inguinal  glands  frona 

I  422 

-  steaminess  of  cornea  in  838, 

840 

69,  292,  366,  486. 

724 

-  epididymo-orchitis  from  618 

,  766 

-  sudden  blindness  from     . . 

839 

-  Pavy's  test  for 

289 

-  eosinophilia  in 

248 

-  tenderness  of  forehead  from 

783 

-  phenyl-hydrazine  test  for. . 

290 

-  flat-foot  from 

376 

temporal  region  from    . . 

783 

-  picric  acid  test  f or  . . 

290 

-  gangrene  in . . 

288 

vertex  from 

783 

-  pnenmaturia  with  . . 

676 

-  infection  of  ejaculatory  ducts  618 

-  tension  of  eye  in    . . 

267 

-  in  pregnancy 

293 

prostatic  urethra  in  thurd 

-  trigeminal  neuralgia  in 

838 

-  quantitative  tests  in 

291 

week  in 

618 

-  vomiting  in . .         . .        494, 

838 

Fehling's  solution  in. . 

291 

-  iritis  and  cyclitis  hi 

266 

Glaziers,  plumbism  in 

136 

Pavy's  solution  hi 

291 

-  mode    of    examining    dis- 

Gleet, arthritis  from  . . 

376 

polarimeter  in. . 

291 

charge  for  gonococcus  . . 

768 

-  defined         

207 

-  safranin  test  for 

291 

-  nature  of  vaghial  discharge 

211 

-  epididymitis  due  to 

766 

-  tomportry,  in  chronic  alco- 

- nodules  in  globus  minor  in 

767 

GUnard's    disease,     displace- 

holism 

292 

-  orchitis  from 

79 

ment  of  viscera  in  (Figs. 

conditions  associated  with 

292 

-  pain    in    the   penis   during 

39,41,  pp.  147,  149)      .. 

721 

due  to  cerebral  conditions 

292 

micturition  in     . . 

610 

Glioma  of  cauda  equina,  mus- 

- tests  for 

289 

sole  of  foot  from 

376 

cular  atrophy  in 

74 

-  transitory  as  forerunner  of 

-  papilloma  urethra  from    . . 

209 

-  cerebral,  diabetes    insipidus 

true  diabetes 

293 

vulviD  from 

769 

in  . . 

586 

-  Tromraer's  t«t  for 

289 

-  perineal  sores  from 

677 

(tliosiB,  spinal  . . 

492 

-  in  tumour  of  pancreas       59, 

366 

-  persistent  pyuria  in 

626 

Globus  hystericus       166,  224, 

225, 

-  uric  acid  crystals  with 

817 

-  priapism  from 

586 

342,  506,  538,  710, 

798 

-  yeast  in  testing  for 

290 

-  prostatic  abscess  from 

631 

a&sociated  with  functional 

Glycuronic  acid,  osazone  crys- 

 tlireads  after 

444 

paralysis  of  vocal  cords 

538 

tals  from. .          . .        115, 

290 

-  purulent  urethral  discharge  in 

I  511 

-  major,  nodules  in  . . 

767 

precipitate  with  phenyl- 

-  pyrexia  in 

620 

-  minor,  nodules  in  . . 

767 

hydrazine 

291 

-  pyuria  due  to         . .        623, 

631 

Glossina  palpal  is   in  etiology 

in  urine,  reduction  by  . . 

290 

-  redness  of  Bartholin's  gland 

of  trypanosomiasis 

34 

Gmelin's    reaction    in    acute 

ducts  In 

769 

Glossitis,  clu-onic,  relation  to 

yellow  atrophy  of  liver. . 

370 

and  swelling  of  carunculs 

carcinoma             . .        812, 

813 

detectUig  bile  in  the  urine 

819 

myrtiformes    . . 

769 

smoking 

812 

Gnats,  lumpy  swellmgs  from 

747 

-  residual  prostatic  catarrh  of 

444 

syphilis             . .        812, 

813 

-  vesicles  from 

834 

-  rigors  from 

660 

—  dysphagia  from 

225 

Goats,  Malta  fever  from    607, 

612 

-  scalding  on  micturition  in 

769 

Glosso  -  pharyngeal       nerve, 

Goitre    (see    Thyroid    Gland 

-  simulated  by  gouty  urethritis 

818 

paresis  of. .         . .        774, 

776 

Enlarged,  and  Exophthal- 

- soft  chancre  of 

769 

Glossy  skin 

423 

mic  Goitre) 

-  spondylitis  deformans  after 

786 

with  syringomyelia 

128 

GonococcI  in  arthritic  fluid  . . 

376 

-  testicular  abscess  from      . . 

680 

Glottis,     spasm     of,     vertigo 

-  ascitic  fluid 

57 

atrophy  after 

79 

associated  with  . . 

828 

-  bacteriuria  with 

83 

-  thread-worm  hifection  mis- 

Glove-and-stocking anosthesia 

-  causing  chordee 

126 

taken  for. . 

569 

(see  An»«ithesia) 

-  in  the  circulatmg  blood  . . 

650 

-  time   of   onset  of  urethral 

Glutei,  nerve  supply  of 

542 

-  difficult  to  detect  in  chronic 

symptoms 

510 

-  pseudo-hypertrophy  of 

560 

urethritis . . 

209 

-  urethral       

518 

-  spinal  roots  supplying     . . 

544 

-  epididymitis  from  . . 

454 

epididymo-orchitis  in     . . 

517 

—  treadlor's  cramp  of 

177 

-  in  gleet        

209 

gonococcus   in   smear   of 

—  wasting  in  tuberculous  hip 

72 

-  mode  of  examining  films  for 

768 

the  discharge  in  (Plate 

Glycogen 

5 

female  genital  organs 

211 

XII,  Fig.  R,  p.  696)  . . 

675 

GLYCOSURIA 

289 

staining 

211 

pyuria  due  to      . .        023, 

031 

—  acetonuria  witli 

4 

-  of  NeUwcr  described  (Plate 

staphylococcus     simulat- 

-  alimentary,     distinguished 

XII,  Fig.  II,  p.  696)    200. 

769 

inicf         

031 

from  diabetes  mellitus  . . 

584 

-  occurrence  within  leucocytes 

-  vesiculitis  in 

038 

-  Bottger's  test  in     . . 

290 

211,  043, 

769 

-  vulvitis  in.    . .          . «        "v'^'^ 

."V**^ 

-  in  bronzed  diabetes        411, 

575 

-  ophthalmia  from    . . 

Viiii 

- 

-  with  carcinoma  of  pancrras 

69 

—  neonatorum  due  to 

^b?» 

QIO 


GONORRHCEA  L    BARTHOLIN  IT  I  S^G  UMMA 


Gonorrhceal  Uartholinitis     ..     321 

-  epidid>'mitU  (ace   Kpididy- 

mitb.  GoDorrhceal) 

-  rfaeamatbun  ^aee  Arthritta, 

(}onorrhoeal) 
QooseberrieA,  oxalurU  from  311,  471 
Qoose-skin,  severe  538,  630 

OfUt 31^^ 

-  acute  attack  of       . .        383.  383 

-  -  arUiritis  in          . .        383,  507 
in  other  jointit  than  th«  toe  383 

-  ase  incidence  of     . .         .  •  381 

-  albuminuria  in       . .         . .  10 

-  bony  ont'^owths  in         . .  383 

-  bractiiol  neuralgia  in         . .  491 

-  cavemitiA  from       . .         . .  616 

-  cellulitis  simulating           . .  465 

-  chronic  (/'i^ji.  113,  118)     ..  38S 

-  condition  of  naibi  in          . .  376 

-  oonfutiion     with    syphilitic 

pains         . .         . .         .  •     380  > 

-  cramp  in  . .         . .     179 

-  diagnoftirt     from      infective 

artJiritiri 383 

-  distribution  amongst  joints  in  383 

-  Dupuytren's  contracture  in     167  < 

-  dyspepsia  in  . .         . .     3A4 

-  effect  of  diet  in      . .         . .     381 

-  epididymo-orcliitis  from  517,  818 

-  epistaxis  in  . .  . .         .  •     351 

-  no  essential  relationship  to 

mW  acid  precipitates  816,  817 

-  granular  kidney  in  . .     607 

-  glycosuria  in  . .        293,  817 

-  headache  in  . .         . .     328 

-  heredity  in  . .  381,  383 

-  high  Itlood-pressurc  from  . .     351 

-  importance  of  history  in  381,  383 

-  intercostal  neuralgia  in     . .     478 

-  involvement      of      tendon 

sheatlis  in            . .  . .  383 

-  in  leail  poisoning    . .  . .  77* 

-  monarticular    cliaracter  of  383 

-  ncuraliria  in            ..  ..  491 
->  orchitis  from  . .  79 

-  oxaluriu  in  . .          ..  ..  471 

-  pain  in  Uie  big  toe  from 

381,  383,  480 
soles  of  feet  in    . .  . .     383 

-  peripheral  neuritis  in  75,  507 

-  plumhism  causing  . .  38,  607 

-  priapiHm  in  686,  686 

-  pyrexia  in   . .  383,  455 

-  rarity  of  suppuration  in  . .     383 

-  recurrence  of  attacks  of  381,  382 

-  rigors  in    . .         . .  647,  660 

-  acleritis  and  episcleritis  in        366 

-  senile  gangrene  and  . .     386 

-  sex  incidence  of     . .  . .     381 

-  sliiny  skin  over  Joint  in  . .     383 
••  aimiilateil  by  tabes  . .     484 

-  simulating   gonorrhoDal  ar- 

UirltL^ 3H2 

-  -  pyaemia    . .  . .  . .     383 

>  sodium    urate    crystals    in 

joint,     bursa,  or    ear    in 
(Figs.  113,  113)  ..  ..     380 

-  -  -  in  toplii  in       . .  . .     380 

>  swelling  of  bones  in  . .     764 

-  tcnderueifs  in  the  spine  in  781,  785 

-  testicular  atrophy  after    . .       79 

-  tinnitus  with  . .         . .     794 

-  tophi    about   joints    or    in 

ears  in      ..         ..        380,  507 

-  -  in  (Figt.  113,  113)       381,  383 

-  uretliritls  in     306,  685,  586,  81 H 

-  vertigo  due  to        . .         . .     829 

-  violent  tlmmpings  of  heart 

hi  elderly  people  liable  to    637 

-  jt-rays  in  (Fig.  113)  ..     383 
Qow  on  reaction   of   vaginal 

secretion 310 

Gkywen'  distal  myopathy,  fibril- 
Urj  contr«ctk>ni  raro  in     158 


Gowers'  varieties  of  hemiplegic 

riiridity     ..  163,  164 

Oraaflan  follicle,  lucmorrluMte 
into,  spasmodic  |>elvic 
pain  from  . .  . .     609 

QracillH,  nerve  supply  of      . .     543 

Orahi,  sporotrichosis  from    . .     333 

Qrandeur,  ideas  of,  in  general 

paralysis  of  insane       139,  369 

Qranilidier,  re  lupmo|>hilia  . .     303 

Grand  mal  (sec  KpilefMy) 

OffmutaU*  eaitt.  renal . .  7 

-  Mdntyt   (sud   see    Hright's 

disease)     . .  . .  13 

accentuation      of      heart 

sounds  in        . .        1,  3,  639 

allmminuria  in   . .  14,  18 

and  cerebral  •luemorrhaee    138 

Cheyne-Stokes  rcs|)irution 

wiUi      ..         ..        124,  125 

cyanosis  from     . .  . .     186 

eniar(?ed  left  ventricle  in  232 ,639 

epistaxis  in  . .     251 

in  gout     . .  . .         . .     507 

luemoptysis  in    . .         ..     318 

heart  failure  in  . .  464 

high  blood-pressure  in 

18.  64,  96,  186,  361,  464,  639 

ortliopncDa  in      . .  . .     464 

pale,  albimiinuria  in  con- 
tracted  17 

or  red    . .         . .         . .       63 

palpitation  in      . .  . .     525 

■ pleuritic  effusion  in       . .     133 

in  plumhism        . .  38,  144 

-  polycytluumia  In  . .     579 
polyuria  from               679,  583, 

583,  584 

-  reduplicated  heart  sound 

in  639 

signs  of 123 

due  to  ureteral  obstniction     1 1 

Granulosis  rubra  nasi  . .     714 

Grating    in    osteo-artliritis  . .     384 
Gravel,  uric  ai'id         . .  . .     816 

-  in  urini>  in  renal  colic        . .     500 
Graves'   disease   (tee    Kxoph- 

tlialmic  Goitre) 
Gravid  uterus  (see  I*repnanqr) 
Great    auricular    nerve,    skin 

distrilmtion  of    . .         . .     669 

-  occipital  nerve,  skin  distri- 

bution of . .  . .     669 

Great'toe  joint,  favourite  site 

for  gout 881 

Greedy    colon,     constipation 

due  to 143 

Green  cancer  (see  Chloroma) 
Green-stick  fracture  . .         . .     750 

in  rickets  . .         . .     369 

Grimaciiu;,    mild    (*horeiform 

movements  <\iusing       . .     156 
QRINDINQ  OF  TEETH  DUR- 
ING SLEEP  . .     393 

in  general  paralysis  of  tlie 

insane  . .  . .         . .     796 

Qr*ln,  affected  by  ecxema  nfio'- 

ginatum 375 

-  colouretl  sweat  of  . .  . .     714 

-  glands  (see  Lymphatic  ( ilands, 

ImruinaO 

-  hernia  in 716 

-  oedenui  of  in  Milroy's  disease   460 

-  pain  in.  from  renu  calculus    808 

-  swelling   in  (see    Inguinal 

8weUing) 

-  due  to  lipoma  of  spermatic 
cord  . .         ...   741 

QrtwiiM-palns 18 

-  in  childuren,  relation  to  acute 

rheumatism  . .  604,  607 
Goaiacol,  fool  breath  from  . .  98 
taste  from  . .     774 

-  poisoning,  dIazo-reactioD  in    198 


ii; 

si: 


I  -  _ 


Guatacum  test  for  blood 

iodides 

Guanin  bases,  uric  acid  from 
Guinea-pi)?,  inoculation  of.  iu 
duignosing  tuberralosis 

67,  121.  626,  71 » 

aHm-boil        747 

-  foul  t4.'«te  from       . .  . .  T74 

-  grinding  of  teeth  doe  to  . .  i^^ 

-  pain  in  the  face  frcHn  4X* 

-  ptyalism  due  to      . .  . .  il^l 

Qannia •! boiM  ..    zii 

diagnosis    from    ctironic 
pyol^>nic  infection      . .    'ii 

-  sarcoma  . .  . .    752 

-  tulKTculoiLS  diwase   ..     75:: 
general  thit^kening  of  bone 

in  . .  . .  . .     iO« 

localised  swell inir  dae  to 

386.  75; 
osteomyelitis  due  to      ..     "5i 

-  of  bundle  of  His     ..         ..      9^ 

-  cauila     e4)uina.     simulating 

I>eriphen»l  neuritis  74,  50 

-  cerebral.  dial<eto8  insipidus  in  555 
headache,    vomiting   and 

giddiness  from  ..    334 

-  of  cmnium.    tendcmcas    of 

scalp  from           . .  . .  7« 

-  diatmosis  from  absceMS  41? 

liazin's  disease   . .  . .  451 

epittielioma           . .  . .  I?* 

lupus         . .           . .  . .  44J 

-  enlarged  liver  from  . .  615 

-  of  fat*,  heale*!  (Fig*.  156-7)  5«> 

-  fauces,  palate,  or  uvula  . .  475 

-  of     jointR     (see      Arthritis, 
Tertiary  Syphilitic) 

0f  llvvr                              411,  «15 
action    of     mercury   and 

iodide  in           . .         . .  S7> 

ascites  witli  $u 

causuig  pleuritic  eflusion  1S3 

-  secondary  carcinoma..  370 
loi^l  enlargement  of  liver 

in  . .  . .         . .    370 

370,  115 
phantom 
tumoun  . .     731 

-  simulating  enlarged  gall- 

bUdder..  278,279 

-  -  -  new  growth      . .         . .    279 

-  ->  situation  of         . .         ..lit 

therapeutic  test  for      279.  370 

Waasermann's  reaction  in 

279,  371 

-  mediastinal  (see  Mediastinum, 

Gumma  <^ 

-  mminges ^7 

-  paralysis  of  vocal  cord  from  53S 

-  pelvic,  simulating  sciatica  74 

-  of  penis        . .          . .          . .  677 

-  prrexia  witli           . .  615 

-  of  skin                      . .          . .  279 

-  q>inal   cord,    i^astic    para- 

lysis of  one  leg  from     . .     540 
idloclieiria  from  . .  22 

-  spleen,  exi^eeiiingly  rare    . .    692 

-  qiontaneous  heading  f>f  812 

-  of  testis  (see  Testis,  Gumma  of) 

-  therapeutic  test  in  diacrnosing 

254,  279.  420,  672,  677,  752 

-  thyroid  gland         . .         . .     792 

-  tongue  . .  279.  42«).  814 
simulated  by  tuberculous 

ulcer 814 

-  tonsil  simulating  carcinoma    672 

-  -  sore  throat  from. .         . .     670 

-  ulcerating,  dsKription  of  811,  813 

-  unilateral      exophthalmos 

due  to 251 

-  urethral        209 

-  Wanermann'a  reaction  in 

430,  753 


-  pyrexia  m 

-  sunulated 
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Gumt,  actinomycosis  of  88 

—  bleeding      (see      Bleeding 

Qums,  and  Gingiyitin) 

—  blue  line  on,  in  lead  poison- 

ing        136,  15S.  473,  607,  525 

—  epithelioma  of         ..        419,  749 

—  examination  of,  in  obscure 

pyrexia     . .  . .  . .     620 

—  lacerated,  in  fracture  of  jaw    747 

—  retraction  of  (see  Betraction 

of  Gums) 

—  septic,  foul  breath  due  to. .       99 

—  Iponoy,  in  infantile  scarry 

295,  599 

and  fcetid,  in  scurry      44,  802 

from  mercury     . .         . .     295 

in  scurvy-rickets  . .     753 

Csee  Bleeding  Gums) 

—  suppurating  (see  PyorrluBa 

Alveolaris) 

—  swelling   of,    in   abscess   of 

antrum  of  Highmore     . .     502 

in  alveolar  absoess        . .     747 

Gan  headache 329 

Ounpowder  tjrpe  of  actinomyces  736 
Qunshot     wounds,     pneumo- 
thorax after  577,  578 
Gurgling,  abdominal  (see  Bor- 

borygmi) 
Gymnastics,  menorrhagia  from    428 

HA.BITS,  change  of,   causing 

amenorrhoaa        ..         ..  23 

"  dirty  in  idiocy         . .         . .  682 

—  effect  on  constipation  of    . .  143 
Habit-^asm  a  cause  of  con- 
vulsions      169 

—  mild  chorea  simulating      . .  156 

—  muscle  twitching  in           . .  159 

—  tetanus  mistaken  for  . .  162 
Hannamaeba  malaria  . .  35 
HiEMATEMESIS                  ..293 

—  in  abdominal  angina          . .  351 

—  alter  abdominal  operations, 

no  obvious  lesion  in       . .  304 

—  acid  reaction  of  blood  in    . .  293 

—  in  acute  yellow  atrophy  . .  370 

—  admixed  food  particles  in  293 

—  in  alcoholism  . .  . .  243 

—  ansBmia  after  . .  36,  459 

—  in  carcinoma  of  stomach 

351,  691,  846 

—  cirrhosis  of  liver        60,  368,  409, 

694,  696 

—  coffee-grounds     appearance 

of  blood  in  . .  . .     293 

—  coma  from  . .  . .  137,  140 
from  corrosive  poisons  674,  845 
diagnosis  from  tuemoptysis 

293,  316 

—  differential       diagnosis      of     295 

—  in  duodenal  carcinoma      . .     725 

—  duodeno-pancreatic  fistula 

294,  300 
~-  from  epistaxis         . .          . .  294 

—  gastric  ulcer     40,  352,  485,  846 

—  -  or  duodenal  ulcer           . .  89 

—  hfcmoptysis              . .          . .  317 

—  Henoch's  purpura     90,  380,  846 

—  irritant  poisoning    . .       674,  845 

—  leucocytosis  after  . .  . .  400 
^  lint  of  causes  of        . .          . .  291 

—  from  mediastinal  sarcoma  296 
-~  in  mesenteric  embolism     . .  153 

—  phosphorus  poisoning        . .  373 

—  preceded    by    nausea    and 

faintness  . .         . .         . .     316 

—  in  relapsing  fever  . .  . .  373 
_  splenic  anaemia        . .         . .     411 

—  splenomegalic  cirrhosis  369,  694 
~-  tarry  stools  after  . .  . .  316 
^  variable    colour    of    blood 

in 293 

HsBmatidrosis,  account  of     . .     715 


HflBmatin,  absorption  bands  of      95 
Hamatoosle,  absence  of  trans- 

lucency  in  . .         . .     522 

-  clinically     like    hydrocele 

except    for    translucency    522 

-  coma  from  occurrence  of  . .     140 

-  diagnosis  from   tumour   of 

testis         . .         . .       521,  523 
scrotal  hernia      . .         . .     523 

-  ecchymosis  of  scrotum  from    522 

-  fluctuation  in         ..        521,  523 

-  gradual  onset  in  some  cases    622 

-  history  of  injury  in  . .     522 

-  operation  in  diagnosis  of  . .     766 

-  pelvic  473 

albumosuria  in    . .         . .       20 

-  bearing-down  pain  in    . .     473 

bulging  into  rectum      . .     760 

Into  vagina     . .         . .     760 

-  coma  from  haBmorrtiage  of    140 

-  due  to  ectopic  gestation       757 

-  tucmorrtiage  from  corpus 

luteum  . .         . .     757 
pelvic  swelling  due  to  767,  760 

-  from  tubal  abortion      . .     760 

-  due  to  tappbig  a  hydrocele    522 

-  testicular  atrophy  from     . .       78 
Hamttocolpos  ..761 

-  with  amenonlioea  . .  22,  23 

-  imperforate  hymen  in       . .     761 

-  pelvic  swelling  due  to      757,  761 

-  uterus  like  a  cork  on  the 

upper  extremity  of        . .     761 
Hamttoma,  abdomhial,  diag- 

nosis  from  splenic  tomour    692 

-  albumosuria  from  . .         . .       20 

-  aural,  in  general  paralysis      269 

-  leaking  abdominal  aneozysm 

causing         693 

-  pelvic  757 

-  dystocia  due  to  . .     227 

-  penile,  causes  of     . .         . .     516 

-  perinephritic  ..         ..     808 

-  of  vulva 770 

swelling  due  to  . .  . .     768 

Hicmatometra  with   amenor- 

rhnea        ..         ..  22,  23 

-  pelvic  swelling  due  to        . .     757 
Hsmitomytlia,  amesthesia  in    664 

-  common  situation  of  . .     555 

-  history  of  injury  in  . .     563 

-  piuralysis  of  arm  from        . .     555 

-  paraplegia  due  to    . .  . .     561 

-  sensory  disorders  in  . .     563 

-  thermo-ansBSthesia  in        . .     664 
Usmato-nephrosis    in    papil- 
loma of  kidney    . .         . .     308 

Hamttoporphyrinuiia  (see  Urine, 
Abnormal  Coloration  of^ 

-  absence  of  albuminuria  with    820 

-  black  urine  from     819,  820,  821 

-  brown  urine  from    . .         . .     820 

-  detection    by    spectroscope    819 

-  high  colour  of  urine  due  to    818 

-  in  hydroa  aestivale  . .         . .     820 

-  metliod  of  precipitation    . .     820 

-  pink  uri{^e  from      . .         . .     819 

-  red  urine  from         . .       819,  820 

-  sex  hicidence  of      . .         . .     820 

-  simulating  hemoglobinuria    819 

-  sodium  bicarbonate  in      . .     820 

-  due  to  sulphonal    . .         . .     820 

-  in  tuberculosis  . .  . .  820 
Hiemato-rachis,  talipes  from  132 
Haematosalpinx  with  amenor- 

rhoBa         22 

HiEMATURIA  ..304 

-  in  acute  cystitis     . .        512,  627 

-  age  of  patient  in     ..         ..     306 

-  anaemia  after  . .         . .       36 

-  in  appendicitis        . .  . .     632 

-  with  bacteriuria      . .         . .       83 

-  bilharzia  infection  313,  630 

-  blood-clot  in  bladder  from      439 


Hcematuria,  conld. 

-  Bright's  disease      . .         . .       It 

-  brown  urine  from  . .         . .     820 

-  colic  in  . .  . .        306,  396 

-  colour  of  urine  in      305,  819,  820 

-  from  corrosive  poisoning  . .     297 

-  with  cystic  kidneys  15.  396 

-  cystoscopy  in  (Plate  V,  p.  308) 

9,  307 

-  diagnosis  of  . .         . .     313 

-  diagnosis    from    hiBmoglo- 

binuria      . .  . .  . .     315 

-  disproportionate     albumin- 

uria in      . .         . .         . .     306 

-  distribution  of  blood  in  the 

urine  daring  micturition    305 

-  examination  of  clots  in      . .     305 
testis  in  cases  of  . .     307 

-  frequent  micturition  with..     306 

-  in  fungating  endocarditis     9,  237 

-  Henoch's  purpura     90,  380,  600 

-  from  hypemepliroma         . .     395 

-  increased  after  exercise  witli 

calculus    . .  . .         395,  629 

-  influence  of  movement  on    305 
"  intermittent,  from  movable 

kidney 310 

-  kidney  enlarged  with         . .     395 

-  penile  pain  with,  in  vesical 

disease 306 

-  phosphates  coloured  by     . .       12 

-  due  to  prostatic  abscess     . .     632 

-  in  purpura  hsemorrhagica. .     600 

-  quantity  of  blood  in  urine  in    305 

-  reaction  of  urine  in  . .     306 

-  rectal  examination   in      . .     306 

-  renal  enlargement  with     . .     689 

-  from  renal  calculus 

16,  46,  135,  308,  627,  818 

carcinoma  . .    9,  395,  826 

colic         . .         . .        153,  500 

embolism S87 

sarcoma    . .         . .         . .     895 

-  -  tuberculosis     16,  394,  626,  629 

tumour  with        . .  16,  367 

unilateral   ureteric  bleed- 
ing \VL  {Plate  F,  Fig,  A, 

p.  308) 307 

-  in  scarlatina  maligna         . .     301 

-  simple  ulcer  of  bladder     . .     630 

-  simulated  by  aniline  dyes. .  820 
uroerythrin  . .         . .     818 

-  spectroscope  in  diagnosis  of    821 

-  in  suppurative  nephritis  . .     646 

-  with  suprarenal  ttmiour   . .     690 

-  thrombosis  of  inferior  vena 

cava  ..  9,  61,  825 

-  unilateral  lumbar  pain  in. .     306 

-  in  ursBmia    . .         . .         . .     329 

-  ureteral  calculus     .  .135,  514,627 

-  urethritis 631 

-  variola  maligna       . .         . .     301 

-  vesical  calculus       . .         . .     512 

-  -  growth     47,  512,  514,  628,  630 

-  -  tuberculosis  441,  513,  628,  629 
Haemochromatosis,      arg3rria 

simulating  . .         . .     575 

-  in  digestive  diseases  . .     575 

-  slate-coloured  skin  in  . .  575 
Hsmocytometer  . .  27 
Haemoglobin,   increase    of  ■  in 

congenital  heart  disease       579 

-  spectral  absorption  band  . .  95 
Hffimoglobinometer  . .  . .  27 
HiEMOGLOBINURIA  ..     314 

-  colour  of  urine  in 

304,  314,  819,  820,  821 

-  diagnosis    from    hematuria     315 

-  importance  of  fresh  urine  in 

examination  for..         ..     314 

-  methiemoglobin  in  urine  in 

304,  314 

-  mucus,  casts,  and  debris  in 

urine  in 314 
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Hatmoglobinuria,  contd. 

-  ox3'lwTnoi?lobin  in  urine  in    314 

-  paroxysmal  . .  . .  . .     821 

-  aimulation   bj   hmnatopor- 

pliyrmuria  . .     819 

-  8iifctr(K40opc  in  diagnosis  of  821 
HsmopMitOfMyni,    blanching 

with  ..  ..     717 

-  ntpid  HimiU  pul»e  with       ..     717 

-  from  nipture  o(  liver  . .  717 
sf>leen        . .  . .  . .     717 

-  aigtiin^  respiration  with    ..     717 

-  KimulittiDK  aikntes  ..  ..  717 
Hamephiltau    acut«    hmnor- 

rhatfir  otitid  in    . .         . .     4C8 

-  ansmia  in    . .  . .  . .       37 

-  bleedim;  ^unki  in  . .  . .  85 
from  mouth  in    . .         . .     302 

-  blood  in  joints  in    . .         302,  388 

-  epistuxiM  in  ..  261,  302 
familial  character  of  86,  599 
hflbmatcmcsin  In  . .  294,  302 
luL'maturia  in  . .  305 
luemopty«iH  in  ..  318 
menorrliagia  in  428.  430 
lAetrorrliagia  due  to  433,  435 
persiiitent  oosing  from  alight 

ruta  and  scratches  in     . .     599 

-  ptyalirtm  due  to      . .  . .     590 

-  purpura  in  . .  . .        596,  599 

-  sex  iiicidoni'c  of      . .  . .     599 

-  stomatitis  in  ..  ..  590 
Hamophilic  arthrttlt. .  . .  388 
IIsemopiH-umothorax  . .     577 

-  needling  of  cheHt  in  diagnosis 

of  . ,  . .         . .         . .     711 

-  su(*cuhsion  Hounds  with  ..  711 
HiCMOPTYMS  ..315 

-  after    alMiominal    operation     123 

-  a«lmixturoof  sputum  in    293,  316 

-  alkalinity  of  blood  in       293,  316 

-  amount  of  l»lood  in  . .     293 

-  ana>mia  after  . .  . .       36 

-  bright  colour  of  blood  in  . .     293 

-  brotitMiiLtl  casta  after  . .     704 

-  casta  in  sputum  after      . .     7()4 

-  cau-ses  of  ..317,318,319 

-  coma  from  . .  . .        137,  140 

-  diaguoois  from  luematemeais 

293,  316 

-  t>otwfH>n  tnio  and  spurious    316 

-  elastic  iil>r(M  in  sputum    316,  317 

-  in  cmboimm  of  the  lung     . .     186 

-  caused  i)y  epistaxis  . .     251 

-  fatid  from  aneurysm  of  aorta   322 

-  in  fibroid  luntr         . .  . .     246 

-  fre<|!io!i«*y  t>f  (Kinirrcnce  in 

nik'lit         317 

-  frottiinfss  of  lilo<>«l  in        293,  316 

-  in  piinjfrcnc  of  luiie  . .     288 

-  due  to  (^owths  176 

-  luFmHt<'im«is  from  swallowed 

bloo<l  in  ..  294,  205,  317 

-  in  healtliy  subjwts  ..     318 

-  from  infarction  of  lung     lH6,  240 

-  muiininTini;  of         . .  . .     317 

-  in  mediastinal  (growth        ..     483 

-  mitral  nvurjritjition         238,  210 

-  in     parasitic     infection     of 

bronchus  . .  . .         318, 325 

-  phthisis         . .  . .  . .     1H5 

-  from  piHMimothorax  ..     577 

-  prof  us**,  due  to  anourj'sm . .     1 76 

new  irrowth  . .        176,  322 

plithisis  . .  . .     176 

-  rapidly  fatal  . .  . .     293 

-  severe  an:i'mi.i  after  . .     459 

-  spurious,  caii'M'S  of. .  ..     316 

-  from  KtononiaHon's  lum;     ..     317 

-  the  only  symptom  of  throm- 

botic! infarct  of  lung      . .     320 

-  ticklincr  in  throsit  in  ..316 

-  tubmie   bacilli    in  316,  817 

-  JT-rays  in 318 


I  HamorrtWM,  ancmU  after  36,  459 
;  -  ante-  auJ  post-partum  . .  436 
I  -  peranum  (see  Blood  per  Ajmm) 

-  arachnoid,    conTulsions    in     172 

-  in  Bright's  disease  . .         . .     598 

-  into  calf  muscles  in  scurvj    599 

-  capillary,  in  jaundice        . .     361 

-  oirtbnU  173,  685 

-  acqutre<l     paralysis     of 

childhood  due  to        . .     155 

albuminuria  in  . .  98,  138,  337 

aphasia  from        . .  . .     685  ' 

the  apople(*tic  fit  described    173 

' arterionclerosis  witli       . .     337 

athetosis  after     . .  . .     155 

bilateral 563 

brachial  monoplegia  from    546 

bradycardia  in     . .  . .       98 

j Cheyne-Stokea   respiration 

in  125  . 

choreiform       movements 

before 157  , 

coma  in   ..  ..137.138,292 

■ f^onvulsions  in     . .         . .     169 

cortical,  birtli  palsies  due  to  155 

defective  arteries  in       . .     138 

diabetes  insipidus  from  . .     585 

diatmosis  of  i^neral  para- 
lysis of  insane  from    . .     139 

enlarged  heart  in  138,  337 

Kraniilar  kidney  with     . .     138 

-  -  headadie  in  173,  327,  328  , 

hemiamesthesia  from    336,  666 

hemianopsia  from  . .     335 

-  hemiplegia  due  to 

82,  138.  285.  336,  337 
'  —  high  blood-pressure  in 

96,  98,  138.  337 
in  Hodgkin's  disease     . .     302 

-  hyperpyrexia  from         98,  314 
I hypotension  of  c«ebro- 

spinal  fluid  in . .         . .  338  i 

I  -  -  hypotliermia  in  . .         . .  346  \ 

\ Jacksonian  epilepsy  from  161 

optic  neuritis  in  . .       98  . 

prodromal   symptoms   of  173  ' 

ringing     aortic     second 

sbuiid  In  . .         . .  337 

-  from  nipture  of  an  acute  ^ 

aneurysm         . .  . .  700  , 

simulated    by    saturnine 

enceplialopatlij  . .  139  ' 

. tumour  . .         . .  341  ' 

i a  first  symptom  of  chronic  ' 

,  ne):hritis  . .         ..       15 

' temporary   glycosuria   in  292 

tendon  reflexes  after      . .  337 

. thick  ne<'k  in  tliose  pre- 
disposed  to..  191 

unilateral   convulsions   in  170 

I epilepsy  mistaken  for. .  174 

from  uterine  pr<4apse     . .       10 

I vomiting  from    . .        844,  847 

I  -  into  cord  from  bullet  wound  563 

-  from  ears  or  nose  in  fractured 
I  skull  138  :  - 

-  functional  bruits  after      . .  106     - 

-  in  fungating  endocanlitis  |  - 
>  9.  10,  38.  593  - 
■  -  gnj(tric  (see  Hn*mateme«is) 

-  into  (.iraafian  f(41icle  resem- 
'  bling  dysmenorrhcea      . .  220 

-  from    gums    (see    Bleeding 

(lums)  I  - 

I  -  in  Hanot's  cirrhottis  . .  411  I 

-  hanl  Leces  after  . .  150     - 

-  internal  from  niptunnl  tubal  i 
I          gi-station              . .          . .  780  .  - 

, sltrns  of 646  ■  - 

\  -  intermeiu<trutd  (see  Metror- 

rhairia) 

-  Inteittinal    (see    Blooil    per 

Anum,  and  MeUpna) 
coma  from  . .        137,  139  I 


-  into     iiitestmal     wall    in 
Heno«.>h*s  purport         COO. 

-  intrt-abilominal,       hcmv 
glolkiuuria  from  . . 

-  in    jauudiiv.    from    trivijl 
caua«s« 

-  into  joints  in  hdnnophili*  (*ee 
liiemophilic  Arthritbo 

in  Henoch's  purpura 

-  in  labyrinth,  n«rTe  deafiHte 
from 

-  from  lurur  (see  Haemoptrstf) 

-  in  lymphatic  leukx>mia' 

-  medulla     oblongata.    Uryc- 
geal  paralysis  due  t**   ' . . 

-  mMlntHU.  acute  onset  <d.. 

birtli  puisie«»  due  to 

coma  in    . . 

convulsions  in 

talijtes  from 

and  thrombosis,  acquind 

paralysis   of  chiMhoo»1 
due  to  . .  . .         . . 

-  into  mesentery  in  Henoch '» 
pur|>ura    .  .*         . .         . .    ' 

-  middle  loi^e  of  cerebellum, 
priapism  from 

-  frtm    nmcMit    tmmkntm 
in  UixUrkin's  disease     . .    i 

leutuemia  ..    i 

pernicious  anemia      . .    i 

p-^eudo-leukjemia 

sour\-y 

scurvy-rickets  < 

in  von  Jaki^ch's  dtMSM 

-  nasal  Csee  Epistaxis> 

-  occult  (and  see  Occult  Blood.> 
in  paniTeatitis  . .    1 

-  ONlema  of  leisH  due  to        45).  i 

-  into  optic  thalamus,  hjper- 
Iiyrexia  from  . .    5 

-  p«ner«itic,  <x>llapee  in      . .    ' 

-  -  conatipation  in   ..         ..    i 

glycosuria  in        . .         ..    i 

severe  abdominal  pain  in    i 

simulating  acnte  intwtinal 

obstructioa  . .    * 

-  -  vomiting  in  . .         ..    i 

-  in  phosphorus  poiaooing   . .    3 

-  ptntine       i 

atwence  of  unQateral  pars- 
lysis  in . .  . .         . .    1 

bilateral    loss    of    move- 
ment in  . .         . .    3 

coma  in    . .  . .        344,  3 

hyperpj-rexia  in  . .       138,  H 

344.  i 
pin-point  pupils  with    13*.  3 

-  -  simulating  opium  poison- 
ing          3 

-  ptft-iHirtuiii 

coma  due  to        . .         . .    1 

from  hourglass  atevxB    . .    ? 

leuco(*Tto«is  after  . .    ♦ 

secom^ary  . .         . .    4 

-  severe  anxmta  after      . .    4 
producing  tUplopia  . .    9 
rectal  (see  Rlood  per  Anam> 
in  rttina                        598.  c 

-  in    albuminuric    retinitis    44 

-  clironic  Briglit's  disease. .    t- 

-  erythropsia  with  ..    8 

-  in*  fungating  endocarditis 
38.  76.  337,  338,  598, «] 

-  macular,  preceding  choroid- 
itis          4^ 

-  scotoma  from      . .         . .    83 
round  optic  nerve,  sudden 

blindness  from  . .  . .  83 
in  scurvy     . .         . .  44,  ! 

into     semicimilar     canals, 

Mtoi^re's  disease  due  to  81 
mmn,  collapse  from         . .     3^ 
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_       Hctmorrhagt,  severe,  contd. 

coma  due  to  137, 139, 140 

effects  of 2M 

-  -  extreme  tUiret  from       . .     789 

fall  of  temperature  from    780 

hypothermia  after  . .     346 

*■ leucocytosls  after  . .     400 

'. uedema  of  legB  after       . .     461 

" pallor  from  . .         . .     780 

' rapid  pulse  from  646, 780 

'l       -  sliortncss  of  breath  due  to       100 
'       -  spinal.  aiucBthesia  due  to  . .     787 

girdle  pain  due  to  . .     787 

history  of  iujury  in       ..     663 

paralyHis  of  upper  extre- 
mity from        . .  . .     555 

• paraplegia  due  to  561,  787 

priapi^im  from     . .  . .     586 

sensory  disorders  in       . .     563 

-  iti  gpleuic  aniemia  . .         . .     411 

-  splenome^^lic  oirrhoHis      . .     694 

-  spontaneou.s,   in  congenital 

obliteration  of  bile-ducts     365 

-  subconjunctival,     in    acute 

conjunctivitis       . .  . .     265 
<-  -  distinguished    from    con- 
junctivitis            ..         ..256 
in  fractured  skull  . .     138 

-  subcutaneous  (see  Purpura) 

in  fungating  endocarditis        76 

-  subdural,  convulsions  in    ..     172 

-  subperiosteal  in  scurvy  44,  85,314 

-  into  th}'roid  cyst  simulatiiig 

malignant  disease  . .     791 

-  uncinate  gyrus,  anosmia  from  669 

-  urinary  (see  Hsematoria) 

-  Uterine     (see    Menorrhagia, 

Metrorrlutgia,  Metrostaxis; 
Uterus,  Haemorrhage  from) 

-  -  intermenstrual  (see  Metror- 

rhagia) 

-  vaoinal    (see    Menorrhagia, 

Metrorrhagia,  Metrostaxis) 

-  -  in  extrusion  of  uterine  fibroid587 

-  -  inversion  of  uterus       . .     587 

-  -  new-born  infants  435,  436 

-  -  with  ruptured  tubal  gesta- 

tion        646 

-  viifious,  in  leukiemia  . .       31 

-  int^)  vitreous,  blindness  from   840 

-  -  orytliropsia  from  . .     840 

-  -  sudden  blindness  from  . .     839 
J  lirmorrluiKic  erosions  ..     298 

-  small-pox      . .  . .  . .     605 

H  SB morriioids, in  alcoholism  . .     243 

-  bleeding        . .  . .  . .       92 

-  l)CJirin2r-dowu  pain  from    . .     473 

-  i!i  clrrhosLs  . .  . .  . .     368 

-  diagnosis  from  rectal  polypus  635 

-  dyspareunia  from  . .  . .     221 

-  excessive  blood  loss  from. .     100 

-  increased  by  pylephlebitis         59 

-  uitlumed,  pain  in  the  penis 

after  micturition  in      513,  515 

-  internal,  carcinoma  of  rectum 

with  . .  . .         . .     635 

-  -  difficulty      of     palpation 

unless     intlamed     or 
thrombosed      . .  . .     635 

-  pain  in  perineum  in  . .     516 

-  priapism  in  elderly  men  from    586 

-  and  prolajtse,  association  . .       93 

-  retention     of     lu'ine     after 

operation  for       . .  . .       49 

-  sacralgia   from         . .  . .     510 

-  spasm  of  sphincter  ani  from     150 

-  thrombosis  or  gangrene  of. .  635 
Hemosiderin  in  macules  . .  424 
H  HEMOTHORAX  ..118 
Hair,     analysis     for     arsenic 

poisoning..        38,  78,  87,  576 

-  axillary    and    pubic,    early 

development  with  hyper- 
nephroma . .         . .     690 


Hair,  contd. 

-  brittleness  in  cretinism     . .     259 

-  broken  in  ringworm  of  scalp     274 

-  changes  in  myxocdema      . .       43 

-  distribution    of    ringworm 

spores  on. .  . .  ..     273 

-  falling  out,  in  mjrxoedema      454 

-  follicles,  affection  in  papular 

syphilis     . .  . .  . .     532 

pityriasis  rubra  pilaris    530 

xerodermia       . .        . .     530 

-  loosening     of,    in     sycoais 

vulgaris 602 

-  loss  of  (see  Baldness) 

lustre  due  to  favus         . .     270 

-  mode  of  affection  in  ring- 

worm       . .         . .         . .     272 

-  "  mousey  "  colour  in  Mongo- 

lian idiocy  . .         . .     263 

-  scantiness  in  cretinism     . .     259 
Mongolian  idiocy  . .     263 

-  and  receding  in  myxcedema  269 

-  shape  in  alopecia  areata 

84,  85,  274 

-  stumps  in  ringworm  of  scalp    273 

-  suppuration  round,  in  sycosis 

vulgaris 602 

-  thinness  at  back  from  head 

rolling 171 

-  trophic   changes    in    major 

trigeminal  neuralgia  . .  495 
Hair-ball,  palpation  per  rectum  635 
Hair-cutter's  cramp  . .  . .  494 
Hair-wash,  lead  poisoning  from  77 
Haldane-Gowers'       hsmoglo- 

binometer  . .         . .       27 

Haller,  vas  aberrans  of,  cjrst 

arising  from  . .  . .  521 
Hallucinations  of  hearing  in 

mental  cases  . .     793 

Hallux  erectus  in  Friedreich's 

ataxy       ..  71,  131,  559 

Haloes,  appearance  of  in  glau- 
coma and  conjunctivitis      267 
Halting  (see  Gait) 
Hamstrings,  atrophy  of        . .     660 

-  elongation  in  contortionists    183 

-  spinal  nerve-roots  supplying    543 

-  treadler's  cramp  of  . .     177 
HAND,  ACCOUCHEUR'S     ..        3 

-  affected  by  acute  rheumat- 

ism   374 

erythema  papulatum     . .     531 

-  angioneurotic  cedema  of  457,  459 

-  athetosis  of  (Fig.  42)        . .     154 

-  atrophic  palsy  of,  in  amyo- 

trophic lateral  sclerosis  131, 159 

-  bloody  sweat  of      . .  . .     715 

-  bulUe  of  in  congenital  sy- 

philis       . .         . .         . .     Ill 

in  sj-ringorayelia  . .     112 

-  cheiropompholyx  of         654,  832 

-  chondromata  of      . .         . .     755 

-  deformity  in  spastic  hemi- 

plegia       . .  . .  . .     164 

-  syringomyelia     . .         . .     654 

-  -  tetany 178 

-  enlarged    in    acromegaly 

391,  685,  749,  753 

-  gangrene  of  . .         . .     287 

-  gonococcal  artliritis  of      . .     376 

-  lupus  erythematosus  of     . .     656 

-  mercurial  tremor  of  . .     797 

-  muscular    atrophy   of    (see 

Atrophy,  Muscular,  of  Hand) 

-  in  myxcedema         454,  466,  585 

-  oedema  of  in  heart  failure      458 
and     tenderness    of,     in 

erythema  keratodes  . .     451 

-  pain  in,  due  to  chondromata    756 

-  paralysis    of,     in     Tooth's 

peroneal  atrophy  71, 128 

-  preference  of  impetigo  for      604 

-  small-pox  for      . .         . .     ^'^ 


Huful,  contd. 

-  profcHsional  cramp  of       ..     177 

-  pruritus  of 688 

-  iiavnaud's  disease  affecting 

469,  490 

-  redness  or  pallor  in  acropar- 

ffistliesia 493 

-  scabies  of    . .  . .        447,  609 

-  sensation  of  heat  and  swell- 

ing in,  in  acropancsUiesia    493 

-  sweating  of,  in  rheumatoid 

artluritis 378 

-  tremor  of 795 

from  alcohol         136,  238,  797 

general  paralysis   of   the 

insane 796 

in  exophthalmic  goitre  792, 797 

-  wasting  of,  in  amyotr<^hic 

lateral  sclerosis  . .  73,  554 

bulbar  paUy       . .         . .     687 

from  cervical  rib  . .     493 

in  peroneal  atrophy      . .     128 

progressive  muscular  atrophy 

73,  127 

syruigomyelia      . .         . .     285 

ulnar  paralysis    . .  . .     127 

Hanot's  drrhosis  (see  Cirrhosis 

of  Liver,  Hanot's) 
Harelip  with  cleft  palate     . .     640 
Harrison's  sulcus  170,  191,  213,  695 
Hat-makers,  mercury  poison- 
ing in       ..        *..  38,  77 

neuritis  in  . .         . .       77 

Hay  fever,  acute  nasal  catarrh 

in 203,  668 

-  loss  of  smell  in    . .         . .     968 
taste  due  to    . .         . .     774 

-  sp<»rotricho8is  from  . .     322 
Head,  choreiform  movements 

of,  in  spinocerebellar  ataxy  790 

-  enlarged  in  acromegaly    . .    686 
cretinism 268 

-  hydrocephalus    . .         . .     f57 
osteitis  deformans         . .     188 

-  rickets 170 

-  fixed  in  cervical  caries     . .     477 

-  forward  droop  in  acromegaly   263 

-  fullness  of,  epistaxis  reliev- 

ing  262 

-  injuries,  alopecia  from      . .       80 
cerebrospinal   fluid   from 

nose  after        . .         . .     203 

chronic  headache  after  . .     329 

coma  due  to        . .  . .     137 

effects  of  , .  . .         . .     137 

hemiplegia  from  . .     138 

Jacksonian  epilepsy  after     174 

-  ({uadrate,  in  rickets  . .     696 

-  retraction  of  (see  Retraction 

of  Head) 

-  tremor  of     . .  . .        796,  796 

in  disseminated  sclerosis    800 

I'Yiedreich's  ataxy  . .     799 

-  -  paralysis  agitans  . .     796 

-  s^^ental    areas   of   (Figs. 

132-135) 497 

Head,    H.,  re    alterations    in 

sensibility  ..         ..     660 

-  re  Brown-S^quard  paralysis    664 

-  re  nerves  of  heart  and  aorta    481 

-  re  pain  in  the  face  . .  . .     495 

-  re  referred  pain  from  pros- 

tatitis      . .  . .     491 

-  re  segmental  areas  of  scalp 

(Figs.  202,  203)  . .     783 

-  re  sensation   changes  from 

lesions  in  the  cord  . .     662 

-  re  spinal  areas  of  referred 

pain  . .         . .         . .     788 

-  re  bigeminal  neuralgia     . .     495 
Head's  areas  of  referred  pain 

in  pelvic  disease  . .     509 

-  segmental  areas  for  referred 
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HEADACHE 3:!(i 

-  in  acute  eneopluilitu        ..     139 

meningitb*  . .        139,  !V63 

p<rfioiu3'olitii»        ..         ..     1*-H 

yellow  atrophy  . .         . .     370 

-  aortic  disease  . .         . .     233 

-  arsenical  poiHoning  . .     ^76 

-  from  astigmatism  ..        498,  783 

-  in  cereh4>llar  al)C»c(«t)  or  tumour565 

-  cerebral  absoemi  311,  547,  G8G,  847  i bv  poKt-tliplitheritic  pwl- 


HMriflQ,  iMwtn  of,  delay  in 
acquiring  Hpeeeh  due  to 

-  impaired  in  otitis  medl*    . . 
witli  facial  paralysis     . . 

-  U*t»  for 

HMUi,  al>9cet«  of  (we  Abecew 
of  Heart) 

-  affection  common  in  Mon- 
Kolisim 


lifarf  diiitnte,  contJl. 

68S dry  tXMurli  due  f* 

239  I eosinopliiliA  in  diaeno^insr 

536  atttlinui  iraok  .. 

188 cpiiftaxid  In 

i flatulence  in 

lEraatritis  iu 

^iieral  pains  in  limbic  in 


i: 


i\ 


ri 


syphilis     . .  . .  . .     173 

-  -  tumour  173,  292,  33e,  341, 

350,  477,  547,  686,  847 


-  from  concussion 

-  and  cryptomenorrhoea 

-  witli  cystic  kidnejT* 

-  digestive 

-  in  en<^ph»IitLs 

-  epidemic  juiindice  . . 

-  after  epileptic  convulsions 

-  in  errors  of  refraction 

-  frontal  in  du*eaHe«  of  eyee. . 

-  -  at  onset  of  typhoid  fever 

-  in    fronto-iiasal    and    mid- 

oruital   areas,   in  frontal 
ckinusitis   . . 
-  —  noaal  inflammation. 


782 

48 
336 
547 
372 
169 
498 
328 
610 


498 
498 


VmOt 


pheral  neuritis. 

-  alcoholic.  U!M'it««  witli 

-  block 

-  bruiU«  (se**  Itniits,  Cardiac) 

-  cloudy  swelling  of,  palpita 

tion  in 

-  compression  in  aortic  aneur* 

ysm 

-  iUiltltion  of.  acute,  epigartric 

pulsation  in 

Kem*ral  mvount  of     . . 

from  spe<'ilic  fevers  . . 

canter  rhythm  in 

-  in  chronic  bronchitis  and 

emphvsema 

fibroid  <)ei;eneration 

Flint's  murmur  in 


610 
6'J 
97 


S16 hofmateme^bs  in.. 

lurauituri^t  in 

headache  in 

heart  failure  from 

histor,v  of  i-horea  in 

Acartet  fever  in 

sy])hilis  in 

hyiient-mia  of  uterus  from 

hypothermia  in  . . 

increase  of  uroerythrin  ia 

urine  in 

infantile    paralysis  from 

infantilism  ..         ..     ii 

insidious    onset    of    fun- 

gatius  endixranlitis  in       y. 
insomnia  in  . .        X*^,  3-' 


-  in  gastritis 2i»7  < of  left  auricle  from  mitral 


-  general  tuberculoBls  . .     699 

-  glaucoma     . .     257,  494,  783.  838 

-  hystwia        . .  . .        345,  7K 1 

-  <Iue  to  liypermetropla       . .     783 

-  increased  intracranial  pres- 

sure . .         . .  . .     686 

-  in  intluensa  . .        505,  610 

-  iritis  . .  . .  . .  . .     783 

-  with  lanliiceous  disease    . .       48 

-  in  late  stages  of  acromegaly     749 

-  lesions   of   central   nervous 

svstem      . .  . .  . .     585 

-  ilafta  fever  . .  . .     607 

-  meningitis   350.359.622,642,847 

-  in  mid-orbital  region  in  errors 

of  refraction         . .  . .     498 

-  migraine       . .  837,  840  847, 

-  mo<lc  of  production  of      . .     326 

-  neurasthenia      494.  506,  782.  788 

-  occipital,    in    affections    of 

tomrue      . .         . .         . .     498 

cerebellar  disease  . .     326 

cerebral  tumour  . .  . .     477 

diagnosis  from  cervical  i^arles  177 

meningitis  . .  . .     327 

simulated  by  myalgia    . .     326 

-  at  onset  of  di'iigue. .  . .     506 

-  paroxytmal,  due  to  eyestrain   498 

-  phusplioms  poisoning        . .     373 

-  plumbism     ..  ..  38,  77,  173 

-  in  pneumonia  . .  . .     63'J 

-  preceding  apoplexy  ..     173 

-  witli  puerperal  eclampsia..     172 

-  pyelonephritis         . .  . .       48 

-  rrfemnl  pain  in  severe  car 

disi'us4t      . .  . ,  . .     408 

-  n'lief  by  digitalis    . .  . .     3-»y 
ir«)n           . .          . .         . .     329 

-  with  renal  tuben'ulosis      . .       48 

-  in  M*arl:ttina  . .  . .     301 

-  segmental  areas  of  . .  498 

-  with  sinus  t^iromlxwis  139. 651 ,847 

-  temporal,  from  ear  disease    498 

-  from  tic  douloureux  . .     783 

-  toxic  causes  of        . .  . .     328 

-  in  tul)enMilous  meningitis..     612 

-  typhoid  fever90, 610,  620, 697, 699 

-  unilateral,  causes  of  . .     326 

-  unpmic         . .         . .    45,  48,  172 

-  in  variola     . .  . .  . .     301 

-  various  characUT  of  . .     326 

-  vertical,  from  ear  disease  . .     498 
in  hysteria  . .         . .     798 

-  in  yellow  fever       . .         . .     301 
Head-retraction  (see  Ketnu'tion) 
Head-rolling  in  ri^'keto        171,  78:> 


526 

482 

243 
243 
243 
639 

246 
241 
108 

245 


294,  t\ 

:.] 
3: 


V 


4' 


I  - 
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stenosis.. 

—  mitral  regurgitation  from 

239,  240,  243 

in  myoi*anliti^     . .         . .     S41 

IHTiiii-iinis  aiupmia  . .     639  ' 

rik'ht    ventricle,    pain    in 

epiinistrium  in  . .     485 

—  sharp  sliort  first  sound  in    331 

—  simulation  of  gall-stones  i 

by  . .     485 

ej'istric  ulcer  by  . .     485 

systolic  bruit  in  102,  106 

—  ilftaiO,  allmmiimria  in..  18 

-  amenorrhtva  in   . .         . .       23 

-  ana'mL)  in  . .  . .       38 

-  anal    luemorrhage    from 
mesenteric  embolism  hi      90 

-  asfit*^  in. .  . .  . .       61 

—  -  blood-pressure  high  from    251 

low  in    . .  . .  . .     329 

bra<>hial  monoplegia  in..     546 

cerettral  embolism  in     . .     138 

in    children,   splenic   en- 

lanrement  in   . .  . .     693 

—  -  congonltal,  aorUo  . .    238 
bruits  in           ..       102,  101, 

129,  244,  579,  790 

cardiac  dullness  in      . .     790 

clubbing  of  fingers  hi 

129,  244,579,  790 

colour  uidex  in  . .     679 

convulsions  due  to    169,  170 

cvano^is  in  129,  184, 

244,  679,  790 
dyspnira  in     . .         244,  790 

—  -  enlanred  left  ventricle  in  233 

enlargement  from      . .     244 

epigastric  pulsation  in      244 

hiemoptysLH  in  . .     320 

Uability  to  phUiisis  in       320 

polyiTtlMemiain244,  579,  7W) 

precordial  thrill  in     ..     24  4 

pulmonary  regurgitation  107 

stenosis,  enlarged  right 

ventricle  in  . .     2  45 

rumbling     systolic 

bruit  in. .  ..     579 

*[t*'  of  apev  l>eat  in     . .     790 

thrill  due  to..  ..     790 

without  bruit  ..        129,  181 

cyanosis       . .  . .     129 

conjunctival  nMlema  of..     256 

convulsioiw  in     . .         169,  172 

cyanosis  from      . .         . .     186 

diagnosis  of         . .  . .     626 

disiiLoced  impulse  . .     830 


4« 

11 


4? 

74 
4$ 


menorrtiagia  in  . . 

—  mesenteric  thromhcwis  in 

tvdeniu  of  le-.rs  fn>m 

orthopiut'a  in 

I)uin  in  Uie  chest  in 

tem|>oral  region  from 

and  tendenitwt  in  t«afk 

from  (Fig.  2l>4>      7^. 

palpitation  in 

pancreatitis  from 

—  -  polyuria    in    clearing   np 

of  effut«ion  in  . . 

precordial  pain  in 

puffincaM   and   a^ema  of 

face  in 

referred  pain  In  arm  in  . . 

rheumatic  history  in    121.  J- 

sliortnetus  of  breath  in  ..     1" 

splenic    enlargement    in. 

suggestini;       fungatiug 

endoi<arditis     .. 

subciitaneoiw  nodules  in 

tenderness  in  chest  from 

eiiigastrium  from      779, 

preconlial  ret;ion  from 

temjHMal  region  from 

uric  acid  in 

vomiting  in 

—  dullness     diminished     in 

emphysema 
with  h^-pertrophied  heart 

—  Increasied  in  acute  dilata- 

tion of  heart    . . 

aortic  ditease  . . 

enlarged  heart  231, 

congenital  heart  disease 

244,  57 

fatty  heart       . .  . .     24 

mitral  regurgitation  . .    23 

stenosis         ,.         ..24 

pericanlitis       . .  . .     24 

HEART,  ENLARQED 

1,  13,  102.231,23 

—  absence    or    presence    of 

murmurs  in      . .         . .    35 
in   adherent    pericardium      *i 

—  -  alcoholism  in         238.  243.  :>:: 
angina  |>ei*toris  due  to  . .     77 

—  iu  aortic  diseaj«. . 

103.  105.  107.  S'l 

—  apoidexy 17 

apparent  health  . .         . .     53 

—  arteriosclerosis     . .  . .     63 
beer  drinkera*      . .         . .     33 

—  -  in  ^right's  disease  63,  S 

—  cardiac  impuke  displaced 

down  and  to  left  in     . .     32 
cerebral  hemorrhage    138,  33 

—  clironic  nepliritis 

48.  122.  136,  173,  303.  331,  63 
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HEA RT.  EMLA RCED—HEMIA S'MSTHESIA 
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HEM  I A  N. EST  H  ESI  A  —HERS  I A ,    I\G  UJ\A  L 


Utmiatursthesia,  contd. 

-  dissociative  from  tliromboeis 

o(  left  posterior  inferior 
cerebral  artery  (Fig.  184)    066 

-  with  hemianopsia  . .        336,  666 

-  hemiplegia 336 

-  hysteria      69,  166,  506,  666,  798 

-  with  hytiterical  chorea       . .     157 

-  low  of  taste,  smell,  hearing, 

and  8i*?ht,  with  . .  . .  666 
Hemianopic  pupillary  reflex . .  595 
HEMIANOPSIA  ..333 

-  bilateral  homonymous,  illus- 

.  trated  (Figs.  103,  104)  . .     335 

temporal,  in   acromegaly 

(Fig.  102,  p.  334)        . .     749 

from  tumour  near  optic 

chiasma        . .         . .     335 

>  in  cerebral  tumour  . .       81 

-  with  hemiansBstbesia         336, 666 

-  hemiplei(ia   . .         . .         . .     336 

-  light  reaex  in  . .         . .     595 

-  migraine       . .         . .         . .     836 

-  with  normal  light  reflex  in 

optic  fibre  lesions  above 
corpora  quadrigemina   . .     595 

-  from  occipital  cortex  lesions 

595,  837 

-  optic  tract  lesion    . .         . .     595 

-  perimeter  in  demarcating..     333 

-  pupU  tests  for  site  of  lesion  in  336 

-  quadrant  variety  in  migraine  837 

-  with  word  blindness  . .     684 
Ilemiataxia                 . .  68,  69 
Hemiathctosis                        . .     338 
Uemiatrophy  of  face  with  torti- 
collis        . .         . .         . .     167 

simulating  facial  paralysis 

(Fig.  141)  ..537 

or  trunk    . .         . .         . .       72 

Uemichorea  156,  341 

-  paralysis  of  arm  in  . .  548 

-  simulating  hemiplegia      340,  341 
llemicrania  from  eye-strain . .     495 

-  in  migraine  . .         . .         . .     838 

Hemiopia  (see   Hemianopsia) 
HEMIPLEGIA  ..336 

-  abnormal  gait  in    . .         . .     277 

-  from  abscess  . .         . .     138 

-  acute  lM;dsore  in      . .         . .     285 

-  agraphia  witli  . .     685 

-  altered  reflexes  in  . .         . .     137 

-  anklc-(>lonud  in       . .         . .       44 

-  aphasia  in    . .         . .         336,  685 
•  uliculation  in         . .         . .     686 

-  ataxy  in       . .  . .         . .       68 

-  athetosis  from         . .         . .     155 

-  Babinslti's  sign  in  . .         . .       82 

-  be<lsonN  in  . .         . .         . .     811 

-  from  bilateral  cerebral  soft- 

ening          563 

-  causes  of      . .         . .         . .       82 

-  from  cerebral  embolism    285,  699 

syi>hilLs 173 

tiurombosLs  . .         . .     285 

-  chorea  simulating  . .         340,  34 1 

-  choreiform  movements  before 

and  after. .         . .         . .     157 

tremor  in . .         . ,         . .     799 

-  witli  coma 137 

-  without  coma  in  thrombosis    138 

-  condition  of  muscles  in      . .     336 

-  conjugate  deviation  of  eyes  in  137 

-  contractures  with  . .        162,  163 

-  crossed         336 

>  double,  dysartlu-ia  in      336,  686 

without  aphasia  in     . .     686 

emotionalism  in . .         . .     258 

-  facial  paralysis  with  533,  536 

-  witli  fuucrating  endocarditis    237 

-  gangrene  in  . .         . .     282 

-  Iiemiana>8the8ia  with        336,  666 

-  hemianopsia  with  ..         ..     336 

-  hysterical    ..        ..        ..      69 


UemiplegM^  contd. 

-  inequality  of  knee-jerks  in  397 

-  infantile        . .         . .         . .  155 

ataxy  in  . .         . .         . .  68 

athetosis  in         . .         . .  68 

hcmi-attietosis  in           . .  338 

-  talipes  in 131 

-  from  porencephalus  161 

-  puffing  out  of  one  check  in  137 

-  rigidity  with           . .         . .  16-1 

-  site  of  lesion  in       . .         . .  336 

-  spastic,  characters  of  hand, 

arm,  and  leg  in  . .  164 

in  general  paralysis  of  tlie 

insane  . .         . .         . .  682 

-  tremor  in    . .                   795,  798 

-  ulceration  of  the  leg  in       . .  811 

-  unequal  pupils  in  . .  . .  137 
Uemiatrophy  of  face  or  trunk  72 
Henodl't  chorea  electrica  ..  157 
convulsions  in. .         161, 169 

-  purpura (Z*!^.  ill)..       90.  880, 

382,  600 

-  acute    abdominal    symp- 

toms in  380.  600,  846 

age  incidence  of  (Fig,  111) 

380,  600,  846 

-  arthritic  symptoms  in  90,  380 
blood  per  anum  in  90.  600 

-  -  colic  hi     . .         . .  90,  380,  600 

constipation  in   . .         . .       90 

(lia»;nosis  of  . .         . .     600 

from  acute  neiihritis..     600 

rheumatism  . .         . .     380 

rheumatic  purpura . .     3H0 

diarrhcra  in         . .         . .     380 

cfiistaxis  in  . .         . .       90 

Iwmatemesis  in  380,  846 

lurmaturia  in      90,    880,    600 

luemoglobinuria  in         ..315 

Iwmorrhage  from  kidney  in  600 

intestine  in      . .         600, 846 

joint  pains  in       . .         . .     600 

mekena  in  . .         . .     380 

-  mosontcric  hsemorrhage  in    846 

purpura  in  . .        596,  60(1 

pyrexia  in  . .     380 

rtrurrcnce  of  attai^ks  of    600 

severe  prostration  in      . .     600 

-  -  simulating    intestinal 

obstruction      ..  90,  846 

intussusception    90,  600,  846 

stomaoh-ache  in . .         . .     600 

urine  in     . .         . .         . .     600 

vomiting  in    90,  380,  600,  844, 

846 
Hepatic  abnrrss  (see  Abscess, 
Hepiitic) 

-  artary,     aneurysm    of    (see 

Aiieurj-sm.  Hepatic) 

-  colic  (sec  Colic,  Biliary) 

-  reflex,  ptyalism  from         . .     591 

-  tumour  (sec  IJver  Enlarged) 
Hepatitis,   pain   in  the  right 

hypochondrium  in         . .  499 

Hepatogenous   albumostiria. .  20 

Hepatoptotll.  blood-stagnation 

in  abdominal   vcsiaels  on 

standing  in          . .         .  i  407 

.  dragging  pain  in     . .         . .  407 

-  dyspnoea  on  exertion  in     . .  407 

-  faintness  in  . .          . .         . .  407 

-  floating  kidney  with          . .  407 

-  gallstones   with       . .         . .  407 

-  heaviness  of  liver  region  in  407 

-  influence  of  posture  on      . .  406 

-  kinking  of  bile-duct  hi       . .  407 

-  occurrence  usuully  in  neurotic 

dyspeptic  valetudinarians    407 

-  palpitation  in  . .         . .     407 

-  physical  signs  of       404,  406,  407 

-  rarity  of 406 

-  sudden  attacks  of  pain  in 

right  of  abdomoi  in      . .    407 


liepaUtf stasis ^  amid, 

-  nrom  veuoiu  congestion 

-  witiiout  symptoms.. 
Handitarv  ataxia  (»««  Frie.J- 

reich  s  Ataxy) 

-  chorea 

-  oi»tk*  atrophj- 

-  tropho^dema    (see    MilmyV 

disea^fe) 
Hartdlty  and  auoRteoplasia  .. 

-  baldness  due  to 

-  and  bradycardia 

-  cystinuria     . . 

-  exostoses 

-  Friedreich's  ataxy  . . 

-  gout. . 

-  luemofthilia  . . 

-  Milroy's  disease 

-  myopatlties.. 

-  otHMity 

-  paroxTsmul  ttseiuivi*^^*'^^^'^ 
Htrnia,  bands  and  atlL««ions 

from 

-  bladder  in     . . 

passage    of    more    wat<r 

after  reduction  uf  heniia 
in  nises  with    . . 

-  cerebri,  movement  with  r*- 

i^iration   . . 

-  congenital,   first   deiM.'ent  in 

adult  life  . . 

-  epigastric,  pain  in  li>e  epi- 

gastrium in 

-  in  tbe  groin 

-  gurgling  on  reduction 

-  hydrocele  of  sac  of . . 

-  idenlilication  of  contents  of 

-  importance  of  examination 

both  in   upright  and   n^ 
cumbent  iKMition 

-  impulse  on  coughing  in    739, 

-  internal,  olMtniction  due  to 

-  labial,  simulating  Bartholin 

cyst  . .  . .         76*. 

-  of  the  lung  .  .  . .         194. 

-  palpation    t>f    appendix    in 

-  perineal 

-  reducibility  of 

-  resonant  on  i>ereii^«%ion  un- 

less omentum  ordy  in   739, 

-  retention     of     urine     aft#-r 

oi>crution  for 

-  iiaphraomatic,    coiiia«HaJ 

rarity  of   . . 

succussion       sounds      in 

tliorax  with 

-  ftmaral,  age  incidence  of  73S. 
causes  of  irreducibility  of 

-  diagnosis     from     femioral 

gland     .  .  .  .  734,  73??. 

from    hydrocele    of    a 

hernial  sac  . . 

inguinal  hernia 

mal-detscoiided  testis  . . 

obturator  hernia 

psoas  abs(*ects  . . 

SHphena  varix . . 

disappearance    on     lying 

down 

femoral  swelling  due  to.. 

general  acci>unt  of 

gurgling  on  reduction  d 

impulse  on  coughini?  in . . 

position  and  relationship 

759, 

reducible  on  pressure    732. 

resonance  of 

sex  incidence  of  . .         "J3, 

-  simulated  by  li|>oma 

psoas  abeceaa  . . 

saphena  varix . . 

strangulation  of  . . 

-  iniainal,  age   incidence  of 

740. 


HERNIA.    INGUINAL— HIP.    INJURY    OF 


mil  wcs  and  In  boUi  Hin  140 
Into  a  congniW  Mc..  14} 
oruentam  (romeocjitod 

■  b«twHn      dinct     uid 

■  iTom  CDCTStcd  hydronlfl 

■  fomoral  hemlA  . .  7119 
-  IrrnphapgioQU  of  cord     741 


Uined  Uatig  U3  i 
[ion  . .      740  ' 


lancters  of  . .     61 

Bla    from   epltlicLl- 
.  ol  Bcrotiun  . .     01 

(thing  pupUlonw  ..     Gl 
>  aTphilis    MO,  ««l,  71 


-  frtquenli^  Irreducible 

-  globular  ilupe  ol 


•a-Td* 


aMuratar,    disgnoak 


740,  143 
740,  149 


side  ol  ttaigh  In 
wal  at  TB^Uul  fxamlna- 
tion  in  deUctlng 


icible  with  gurglB   . .     i 
ia  dbtin^iahablo  in      1 


-  inl«n»aUl  neuralgia  allcc  418 

-  iDIDlTBDWDt  of  Upa  In    . .  401 

-  l7mpbacTtoaia  kn  oerabr^ 

iplDsl  Baid  in..         ..  SM 

-  nulalae  and  pjivxia  wltli  4M 

-  nninlgtc  pain  wlUi       . .  810 

-  Dilitln  u  TMicular  anptkn  404 


-  (ranHlii.  <x 

-  -  tvnderntaa  at  the  acalp  in  781 

-  -  vuklM  In  . .         . .  807 

-  (aiiltallt.  bubo  tan  with  . .  a7e 

-  -  dia^Hla  ol    ,     ,  -  07fi  |  - 

-  diBtlnctioo    froia   bcrpea 

loaUr 830 

-  '  enluged  Ingniul  glamta 

irritatiaa  dnrUw  mLcturl-  '  ' 

tion  in JOS 

Itcblng  and  turning  in  ■  ■  SIO 

-  paru  aOeeted  bj  . .  sao  ! 

-  -^  penUe  sorea  In     . .       AlA*  614 

-  '  or  prrpnce  . .  I0>  I 


778,  77T 
..  180 
184,  1S» 


hrflTtrom   ..         SOS,  74« 
oma, .  in,  8SS 

udeA,  pDlycjtJiemia 
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H  YPERCHLORHYDRI  A— HYSTERIA 


m    i 


401 
709 
783 

255 
594 
783 
783 
783 


463 


Blood- 


736 
395 
395 


liffperchlorhydria.  contd. 

-  heartbuni  with  . .     333 

-  increased  appetite  in  . .       49 

-  pain  in  the  epigastrium  in . .     485 

relieved  bj  taking;  food    485 

HyperMroslt    (see     Sweating, 

Abnormalitiort  of) 
HjperkeratO'is     in      arscnkMd 

poi^onins  . .  . .  70, 87 

Hy])erla(>tAtion,amemiafrora        40 
Hypermetropia,       congenital 

creAoents  ue«ociatcd  wiUi 

-  convergent  squint  due  to  . . 

-  headaclie  from         . .       327, 

-  increasing  in  tumour  of  optic 

nerve 

-  small  size  of  pupil  in 

-  tenderness  of  forehead  from 

temporal  region  from 

vortex  from 

Hjrpermetropic     astigmatism, 

ophtlialraoscopic   appear- 
ance of  (Plate  VIII)     .. 
Iljpermnesia  . .  . .         . .       25 

Hypaniflphroma,  aching  in  loin    895 

-  causing  premature  develop- 

ment of  external  genitalia 
(Figs.  125-0)        . .        451,  690 

-  demarcation  from  renal  tissue  395 

-  enlargement  of  the  kidney  in  395 

-  hematuria  in  . .  . .     895 

-  microscopically    similar    to 

adrenal  tissue      . .         . .     395 

-  obesity  in 453 

-  origin  from  adrenal  rests  395,  690 
upper  pole  of  kidner      . .     895 

-  premature  puberty  with  . .     690 

-  renal  colic  in  . .         . .     895 

-  secondary  deposits  in  lungs    455 

-  simulating  enlarged  spleen 

-  slow  growth  of 

-  yellow  colour  of 
HypopiesL^        (see 

pressure,  high) 
HYPERPYREXIA 

-  in  acute  rheumatism 

-  cerebral  diseases 

315 

-  htemorrhage 

-  injuries 

-  heat-Ptroke  . . 

-  hysterical 

-  from     lesions     of     corpus 

striatum 340 

of  subthalamic  region    . .     346 

-  pontine  lurmorrhage        138,  345 
lesions 

-  septic  conditions     . . 

-  typhoid  fever 

-  anemia 
Uyper-resoiLance  to  percussion 

in  pneumoUiorax 
Hypersecretion   in   functional 
dyspepsia 

-  stomach- tube  test  for 
Hypertrophic  pulmonary  osteo- 

artliropathy    (see     Osteo- 
arthropatliy) 

-  pyloric  stenoeis,  congenital 

420, 

-  rhinitis  (see  Rliinitis,  Hyper- 

trophic) 
Hypertrophy   of  cervix  uteri 
simulating     prolapse     of 
uterus 

-  extensor  longus  Iiallucis  . . 

-  of  heart  (see  Heart,  Enlarged) 

-  oesophagus,  idiopathic       ..     225 

-  pro8tate(seeIYostate,  Enlarged) 
TTvanotics,  delirium  due  to  . .     195 

•••^lorhydria     in    gastric 
»'noma  . .  37, 351 

'onal  drspepsia      . .     354 
..852 


..  843 
194,  622 
98.  138, 
846,  622 
..  98 
..  622 
..  139 
..  618 


340 
622 
622 
622 

677 

354 
355 


845 


586 
161 


144 

858 
484 

471 
588 

592 
722 
726 


688 
725 
720 


691 
720 
393 

090 
720 
724 
725 


HypOdlondHatIt, constipation  in 

•  insomnia  in 

-  oesopthairismas  type 

-  in  oxaluria    . . 

-  pruritas  in    . . 

-  with  undue  abdominal  aortic 

pulsation 
Hypachondrium,  doHnition  of 

-  enlarged  spleen  felt  in 
HYPOCHONDRIUM.     LEFT, 

PAIN    IN    (see    Pain    in 
Hypochondrium) 

bulging  of,    by   enlarged 

spleen    . . 

liver  palpable  in . . 

retroiKjritoneal  cyst  in  . . 

swelling  in,  due  to  tubercu- 
lous peritonitis 

sjibphrenic  abscejw 

suprarenal  tumour 

tumour  in,  due  to  carri- 

nomu  of  splenic  flexure 

of  pancreas 

pancreatic  cysts 

various  tumours  felt  in . . 

HYPOCHONDRIUM,  RIGHT, 
PAIN  IN  (see  Vain  in 
Hyi)ochondrium) 

discomfort  in,  in  catarrhal 

jaundice 

organs  normally  contained 

111  «•  ■•  •• 

re«lncs.4   and    swelling    of 

due  to  heiiatic  absce« 

-  tenderness  in  (see   Tender- 

ness in  Hypochondrium) 

various  tumours  felt  in  . . 

Hypocythsmia 
Hypogastric  region,  deflnltion 
organs      normally      con- 
tained in 
Hypogattrium.  bladder  form- 
ing swelling  in  (Fig.  191) 

-  Fallopian  tube  tumour  in.. 

-  intussusception  felt  in 

-  ovarian  tumour  in  . . 

-  pain  in  (soe  Pain  in  Hypo- 

gastriura) 

-  uterine  tumour  in  . .  . .     730 

-  various  tumours  felt  in  . .  730 
Hypoglossal     nerve,     bulbar 

paralysis  affecting          . .  159 

-  -  paralysis,  jttyalism  In  . .  591 
H)rporamsii  ..*  ..  .,  25 
Hypopyon,  cauterization  in..  807 

-  galvano-oautery  in            . .  807 

-  from  paralysis  of  fifth  nerve  807 

-  pncumococtMis  in    . .          . .  807 

-  pure  carbolic  acid  in         . .  807 

-  from  uhreration  of  the  cornea  800 
Hypospadias,       chansres       in 

stream  of  urine  in  . .  438 
Hypothenar  muscles,  atrophy  of  73 
HYPOTHERMIA  345,621 

-  in  alcoholism  . .         . .     344 

-  children,  from  exhaustion. .  621 
in  marasmus       . .  . .     621 

-  cerebral  alwcess      . .         C47,  023 

-  conditions  associated   with 

much   pain          . .          . .  621 

-  after  convulsions               . .  021 

-  in  cretinism             . .          . .  259 

-  heart  di-ease           . .         . .  345 

-  from   internal   haemorrhage  780 

-  with  Urdaceous  disease   ..  48 

-  in  myxti'dema         . .          . .  259 

-  neurasUieniu  . .  . .  506 
•  opium  poisoning               138,  844 

-  pyelonopliritis         . .          . .  48 

-  renal  tuberculosis  . .          . .  48 

-  starvation 621 

-  summer  diarrhcpa   . .        . .  621 

-  tuberculous  peritonitis      . .  57 

-  uremia        45 


365 


715 


722 

26 

722 

722 

730 
780 
780 
780 


HyptliyraMiaiM,    in   ateleiasa 

-  nervoiw  ^rmptoms  with   . . 

-  obet^itT  in     . .  . .        453. 

-  tetany  from 
Hypotonia  of  moM'les  in  tabm 
Hypoxanthin  bsMV*.  uric  acid 

derived  from 


"—. 


15<i.  1 

5l«.  'i 

..     * 

..     1 

137.  1 

..     1 

field     of 

6««»,  837.  S 

163,  105.  1 

itx),  ifi9.  i: 


-  abdominal  aortic  pulsation  in 

-  absence  of  fatimit*  in 

-  acute  pains  in  limbs  in     .. 

-  age  incidence  of     . . 

-  ainbljf^tiA  with      . .        St»). 

-  amnesia  from 

-  anesthesia  in  (see  AnsBtliesu. 

Hysterical^ 

-  anorexia  in  . . 

-  anuria  in      .  .  45, 

-  aortic    aneurysm    mistaken 

«or ..  ,,  ,,  ,, 

-  aphonia  in  (icee  Aphonia) 

-  aUxy  in 

-  Babin^ki's  sicn  aboent       *? 

-  bilateral  adductor  paralysis 

in  . .  . .  . .       *  . , 

-  blindne^i  in . . 

-  bortwrytrmi  in 

-  brisk  knee-jerk  In 

-  bulla?  in        

-  duuure   of  signs   and   jsym- 

ptoms  in  .  .      *  . . 

-  choreic  morements  in 

-  clavus  hystericus  in 

-  clonic  spasms  in 

-  club-foot  in . . 

-  coma  in 

-  constipation  in 

-  constriction     irf 

vision  in  . . 

-  oontractures  in 

-  eonvuMont  in 

345.  404.  79^  » 

impaired  con^ciouscncas  in    1 

polymorphous  character  d  4 

simulating  tetanus         . .    4 

sphincter  unrelaxed  in  . .    1 

-  cough  due  to  . .  . .    1 

-  danger  of  diagnosing         . .     7 

-  deafness  in  . .  191,  6 

-  delirium  in  . .  . .    3 

-  Mainoiit  from  dtwemtnated 

flclcrosis     . .  663.  798,  * 

-  by   effei-t    of    sagg«rtion    1 

-  from  malingering  ..    3: 

-  neurosis    . .  . .         . .    5: 

strychnine  poisoning      . .     ^ 

tetanus  . .         162,  « 

-  distention  in            . .  . .  ♦ 

-  dysphagia  due  to  . .  . .  2: 

-  emotional  outhuiBtft  in  ..  7; 

-  exaggeration    of    deep  re- 

flexes in        166.  342,  SiZ.  « 

-  excessive  appetite  in        ..      ^ 
tliirst  with  . .  . .     7f 

-  facial  spasm  . .  . .     52 

-  fiDcal  vomiting  in  . .  . .     8< 

-  fits  described  . .     1< 

-  flexor  plantar  reflex  in    342,  31 

-  flushing  in 31 

-  globus  hystericus  in  22 

842.  506.  710.  79 

-  *'  glove  "  anxsthcisia  in    342,  5^ 

-  headache  in       329.  845,  784,  TV 

-  hemiannsthcsia  in 

69,  506.  666,  7S 

-  hemiplegia  in  69,  340.  31 

-  hiccough  in..  ..         ..     3< 

-  hypenosthesia  in    . .        509.  <K 

-  hyperpyrexia  in     ..        341,  W 

-  impaired  cooMiousnem  in..     IC 

-  increase  of  symptoms  fran 

ansemia  in 

-  Insomnia  in . . 

-  intention  tremor  in 


79 
35 
80 
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Hydatid  diacoM",  eutUd. 

physical  signs  of            415,  720 

pyrexia  in            . .         . .  416 

relation  to  taenia  odiino- 

cocciis 719 

serum  reaction  in 

58,  279,  415,  719,  720 
site  of  development  of  . .  720 

-  -  peritoneum,  account  of  719 
of  vertebne          .  .181,  785,  786 

-  lluid,  characters  of  . .          . .  415 

in  ascitic  fluid  (Fig.  6)    57,  58 

booklets    . .                 57.  58,  415 

ilhiHtration  of      . .          . .  67 

Hydatidiform   mole,   chorion- 
epithelioma  followin;;    . .  434 

vaj^inal  discharge  from..  211 

llydrjpmia        . .          . .          . .  26 

Flydramuios,  diagnosis  of  . .  228 
from  ascites         . .          . .  759 

-  d3*stocia  due  to  ..  227,  228 
llydrarthrosw,  intermittent..  387 
llydroa             114 

-  npfitivjile,  Iwrmatoporphyrin- 

nria  in      . .          . .          . .  820 

-  coctinophilia  in         . .          . .  249 

-  ^pstationis,  bullxc  in  ..  Ill 
Hydrocate,  translucency  in  not 

always  apparent. .          . .  765 

-  tCUte,  accompanying  acute 

epididyrao-orchitia          . .  522 

-  -  in  mumps  . .  . .  522 
polyorrhvmenitis             . .  522 

-  -  rheumatism  . .  . .  522 
from  scrotal  injuries       . .  622 

-  -  in  small -pox         . .          . .  322 

-  blccdinir  into            . .          . .  765 

-  bloodstained    fluid    in,    in 

malignant  disease  of  testis  520 

-  of  canal  of  Nuck,  diagnosb 

from  fibromyoma  of  round 

liirament  . .          . .          . .  741 

disappearance  on  lying 

down            . .         . .  771 

Bimiilatins^  hrruia        ..  771 

vulval  swcllinsr  from   . .  768 

-  cliohsteriii  crystals  in  fluid  of  765 

-  clirouio,  arliinff  in  testicle  in  522 
drajrgijTig  scMisation  in  loin 

in           522 


of  the  cord  . .                 740, 

741 

-  dia^Miosis    from    inguinal 

Jioruia   . .          . .         740, 

741 

vaginal  hydrocele 

765 

-  extension  upwards  along 

cord 

765 

-  impulse  on  coughing  in . . 

741 

-  not  reducible 

740 

-  size  and  shape 

765 

-  translucency  in   . . 

741 

development  in  sac  of  hernia 

740 

diagnosis  from  cyst  of  testis 

521 

-  encysted  hydrocele  of  cord 

765 

testis 

522 

-  femoral  hernia    . . 

740 

-  growth  of  testis 

520,  521.  522, 

742 

-  hapmatocele             522,  523, 

765 

-  stTot^il  liemia 

522 

of  femoral  hernial  sac      733, 

734 

llabby  consistency  of 

765 

fluctuation  in          . .        522, 

765 

formation     of     luematocele 

after  tapping 
frc(iucnt    associiition    with 

hernia 
great   tliiokenin?  of   tunica 

\agiiialis  in  some  cases  of 
of  a  horn  ial  sac 
iullanied,     diagnosis     from 

strangulat^'d  hernia 
loculated 
milky  fluid  in 
physical  signs  of     ..         521, 


522 

742 

521 
740 

741 
765 
765 
522 


Hydrocele,  cantd. 

-  relation  of  testis  to         522,  765 

-  with  STphllitic  orchitiit      . .     519 

-  scrotal  swelling  due  to     622,  765 

-  size  of  766 

-  straw-coloured  fluid  in     . .     521 

-  testicle  enveloped  by        . .     765 
atrophy  from       , .         . .       78 

-  translucency  in      . .         . .     765 

-  vacrinal  . .  . .         . .     766 

-  with  tuberculous  testis     . .     765 
Hydrocophalut,  anosmia  from    669 

-  antenatal  recognition  of    . .     228 

-  Cheyne-Stokes  respiration  in    125 

-  convulsions  in         . .         170, 172 

-  crepitus  with  ..         ..     179 

-  dwarflsm  with         . .  . .     214 

-  dystocia  due  to      . .         . .     227 

-  egg-shell  crackling  in         . .     177 

-  headache  in  . .  . .     327 

-  infantile  diplegia  duo  to    . .     556 

-  meningitis  with       . .         . .     557 

-  paraplegia  duo  to  . .       556,  557 

-  vomiting  from        . .        844,  847 
Hydrochloric  add  in  oAttric 

Julco^   absence  of  37,  845 

-  -  deficiency    in    carcinoma 

of  stomach       ..353,845,816 

gastric  contents  . .     299 

in  cluronic  gasteitis. .     845 

gastrectasis  . .         . .     846 

test  for         . .  356 

in    benign   pyloric 

obstruction      . .     353 
Hydronephrosis,    absence    of 

luematuria  in      . .         . .     396 

-  pain  in 396 

-  bilatoral,  from  obstruction 

to  outflow  of  urine  from 

bUidder 395 

in  pelvic  carcinoma        . .     311 

prostatic  disease  . .     310 

urethral  stricture  causing    310 

in  vesical  disease        *  . .     311 

-  conversion  into  pyonephrosis   396 

-  diagnosis  of  ascites  from    . .       53 
from  cystic  disease  of  the 

kidnev  . .  . .  . .     310 

enlarged  gall-bladder     . .     279 

-  direction    of    growth    from 

above     downwards     and 
inwards     . .  . .  . .     393 

-  fluctuation  in  . .  . .     395 

-  luem'ituria  in  . .        304,  310 

-  intermittency  in     . .  . .     310 

-  due  to  movable  kidney 

500.  581,  583,  729 
l>apilloma  of  kidney       . .     308 

-  -  renal  calculus      .  .309,  581,  583 
uterine  carcinoma  . .       48 

-  pelvic  swelling  due  to        . .     757 

-  periodic  polyuria  in  500,  581,  583 

-  renal  enlargement  from 

391,  394,  396.  500,  583 

-  round  smooth  outline  of    . .     395 

-  sense     of     tenseness     and 

elasticity  in         . .         . .     395 

-  simulation  by  cyst  of  kidney    396 

-  in  ureteral  obstruction 

135,  395,  627 

-  variations    in    quantity    of 

urine  passed  in    . .  . .     396 
in  size  of  . .         . .         . .     396 

-  from  vesical  growth  . .       47 
HydrophOhia,  convulsions  in  169, 801 

-  diagnosis  of  tetanus  from. .     162 

-  due  to  dog  or  wolf  bite      162,  801 

-  dysphagia  in  . .         225, 801 

-  long  latency  of        . .  . .     802 

-  mental  symptoms  in  ..162 

-  priapism  in  . .  . .  . .     586 

-  ptyalism  in  . .  . .  . .     591 

-  retraction  of  the  head  in    . .     641 

-  rigors  in       . .         . .         . .     647 


Hydropfiobia,  contd. 

-  ^asms  in 163 

-  trismus  rare  in        . .         162,  801 
Hydropneumopericardium, 

churning  sounds  in        . .     711 

Hydro-pneumottiorax  . .    577 

-  acute  cyanosis  from  . .     712 
dyspnoea  from     . .         . .     712 

-  pain  in  the  chest  from    . .     713 

-  from  injury  . .         . .     712 

-  needling  of  chest  in  diagnosing  711 

-  from  paracentesis    thoracis    712 

-  due  to  phthisis        . .         . .     712 

-  simulated     by     subphrenic 

abacus 712 

-  succussion  sounds  in         . .     710 

-  sudden  onset  of       . .         . .     712 

-  tubercle  bacilli  in  sputum  in  712 
Hydrops  amnii,   diagnosis  of 

ascites  from         . .  . .       52 

phyvical  signs  of . .  . .       52 

Hydroquinone-acetic  •  acid    in 

alkaptonuria  . .  . .  822 
Hydrosalpinx,  pelvic  swelling 

due  to 757 

Hydrothorax  in  mitral  regurgi- 
tation      ..  ..        239,  240 

-  orthopncea  from  . .  465,  467 
Hygroma,  cjrstic,  in  axilla  . .  732 
Hymen,    closure   of,   sterility 

due  to       ..     ..  705,  706 

-  imperforate,   with   amcnor- 

rhoea  ..  ..  22,  23 
hiematocolpos  from        . .     761 

-  unruptured,  dyspareunia  from  221 
Hyoid  area,  referred  pain  in, 

in  affections  of  lateral  part 

of  tongue  . .         . .     498 

with     hypenestliesia 

in  ear  disease  . .  498 
Hyoscyamus,  delirium  from  196 
Hyperacidity  of  gastric  juice 

with  ulcer  . .       89 

-  of  urine,  frequency  of  micturi- 

tion from  . .         . .     438 

Hyperacusis     from      nuclear 

facial  paralysis  . .  536 
paralysis  of  sta])edius   . .     537 

-  in  fevers,  etc 190 

-  migraine       . .         . .         . .     190 

Hyperesthesia  in  adiposis 

dolorosa    . .  . .  . .     465 

-  of  arms,  from  visceral  disease  494 

-  band  type  in  tabes  dorsalis      666 

-  in  brachial  neuralgia  . .     491 

-  from  combined  scleroses  of 

tlie  cord    . .  , .  . .     667 

-  compression  of  cord  . .     786 

-  in  Dercum's  disease  . .     455 

-  hCTpes  zoster  . .        494,  667 

-  hyoid  region  from  ear  disease  498 

-  hysteria        509 

-  leprosy  nodules       , .  . .     450 

-  from    lewon    of    the    optic 

thalamus 666 

-  in  lipomatosis,  diffuse       . .     455 

-  peripheral  neuritis     505, 506,  666 

-  pernicious  anaemia..  ..     667 

-  predisposing  to  pruritus  . .     588 

-  referred  pains  . .         . .     476 

-  spinal  caries  . .  . .     667 

-  from  spinal  tumour  . .     667 

-  in  tabes  dorsal  is      . .        665,  666 
-vesicje,  frequent  micturition  in  443 
Hypenestljesic  spots  in  neur- 
asthenia ana  hysteria    . .     667 

Hyperalgesia  during  regenera- 
tion  of  peripheral   nerve    661 

-  of    maschs    in    peripheral 

neuritis     . .  . .         660,  661 

-  thoracic        . .  . .  . .     778 

Hyperchlorhydria,   absence  of 

Icoal  tenderness  in  . .     486 

-  in  functional  dyspepsia      . .     364 
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209 
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348 


821 
821 

821 


I Hco-ordination,  contd. 

-  in  combined  sclertMbi 

-  diriwiuiiiated  9<*lerosi8 

-  distirwnibtbed  from  paraljitifl 

-  in  Frio<lreich'8  atMxy       131, 

-  peripherHl   neuritis. . 

-  tabe^  dorsal  is 

-  tcBt  for  i)rH*cncc  of 
India,  ankvIostomiRsis  iu 

-  mvcctoniu  in 

-  rt'lapsinir  fever  in    . .        373, 
India-rubber   bottle   stomach 

123,  27U, 

-  neuritis  in  workers  in 

INDICANURIA 

-  abnormal  protein  decompo- 

Hition  imlicutcd  by  1)7,  821 

-  in  acute  appendicitis         . .     50() 

-  black  urine  from     . .        H20,  821 

-  bleaching'  powder  te.-.t  for  . .     821 

-  brown  urine  from . .         820, 

-  cure  by  calomel 

-  darkening;  of  urine  on  ex- 

pwure  to  air,  from 
witii  liquorpotatMsodue  to  21M) 

-  f^ieral  account  of . .         . .     821 

-  interttinnl  origin  of . .         . .     821 

-  and  lactit'  acid  therapy     ..     311) 

-  nitric  a^id  test  for  . .         348,  821 

-  norm-U  colour  of  urine  witli    821 

-  in  pancreatitirt        ..         ..     11«» 

-  due  to  puK  collectioas        . .     821 

-  from  putrid  empyema       ..     821 
-simulating?  melanuria       821,822 

-  trivial  sisniiticance  of 
Indies,  West,  vellow  fever  iu 
INDIGESTION 

-  in  cliildren,   insomnia  from 

-  ctironic,  aiucmiu  in 

-  fluiUiim;  in  . . 

-  in  ueneral  conf^estion  of  liver 

-  pancreatic  lesiouA  caiuing 

-  In  pyloric  obstruction 

-  roKacea  from 
lndi]i;o-l>lue,  blue  lu-inc  after 

-  treatment  of  epilepHy  l.»y  . . 
Indoor  life.  anfl>mia  due  to  . . 
Indoxyl-dycurouic  acid,  blue 

tint  of  urine  due  to 
Induration  of  lungs  in  mitral 

stenosis     . . 
Inequality  of  the  Pulses  (see 

I'ulws,  Inetjuality  of) 

-  pupils  (Koe  l*upil,  Abnormal- 

ities of) 
Inertia,  uterine,  dystocia  from 

symptoms  of 

Inftncy    (and    see    Children), 

athetosis  in 

-  bullip  in       

in  impctit^o  in     . . 


••  I 


31!) 
372 
349 
357 

3» 
268 
407 
117 
144 
208 
823 
823 

3«J 


823 


245 


-  ciiOHMfonn  movements  in  150, 157 


-  colic  Ml  

-  colitis  of 

-  constipation  in 

-  ctmtracturos  in 

-  convulsions  in,  causes  of    . . 
disi'ussion  of 

not  often  lutilateral 

poreuceptialus  In  1 70, 

-  diarrtHfa  of  (see  Diarrhu'a 

of  Ihfsnts) 
ami  vomiting;,  aoctonuria  in 

-  epistaxis  in  . . 

-  eruptions  in  napkin  region  in 

-  crytliema  of  Jacquet  in,  dia- 

gnosis of  congenital  sy- 
philis from 

-  flbrillury  contractions  in    . . 

-  hemiple-^'ia  of 

-  atiixy  in 

-  talipes  in 

-  hypertrophic     stenosis     of 

ii)yloru8  in,  vomiting  from 


Infancff,  anUit. 

-  insomnia  in . .         . .         . .     35A 

-  jaundice  in 3G5 

-  metrostaxis  in         . .         . .     433 

-  milk  in  breasts  in  . .         . .     202  i 

-  muscular  dystrophy  in     158,  5€1  | 
->  nystagmus  in  . .         . .     452 

-  obscure  fever  in,  possibly  due 

to  bacilluria         . .  . .     f>16  ' 

-  osteochondritis  in  congenital 

sypliilis  in  . .  . .     38G 

-  parafilegia   of,    from   spina 

bilida        . .  . .  . .     55(» 

-  priapism  in,  causes  of       . .     685 

-  re^nritation  of  milk  in     ..     812 

-  scurvy  of  (see  Scurvy, Infantile) 

-  seborfhd'ic  dermatitis  of  . .     440 

-  8pa<itic  paralyses  of  . .     154 

-  splenic  aiuemia  in  . .         . .       42 

-  summer  iliarrhcea  of,  poly- 

cytliemia  in         . .        579.  580 
Infantile  paralysis  (sec  Paralysts, 
Infantile) 

InfantUism      212 

-  causes  of      . .         . .         . .  215 

-  in  conirenital  syphilis         . .  2G0 

-  cryptojrenetic  ..         ..  2lri 

-  iTyp  torch  ism  in     ..         ..  218 

-  and  dwarlism  distin^ished  214 

-  essential        . .  . .  . .  21C 

-  and  iritfantism  toiretlicr      . .  21 1 

-  illustrat«Nl  (Fig.  66)  ..  215 

-  intestinal      . .         . .         . .  215 

-  ossiticiition  ]>rematuro  in  . .  214 

-  with  premat4ire  senility  in 

progeria    . .  . .  . .     218 

-  tl»yn)id  type  described  (Fig. 

67)  . .  . .  . .     216 

Infarction  (and  see  Embolism) 

-  from  f ungating  endocarditis 

39.  76,  138,  237,  321 

-  of  kidney,  albuminuria  in . .         9 
diagncteis      from      acute 

Priarht's  disease 

in  fun'/atinii  endocarditis 

hsematuria  in 

renal  ab«c««s  from 

ca^ts  m  unne  in 

'  of  lunOf  embolic,  sudden  pain 
in  chest  in 

in  fungating  endocanlitis 

gangrene  of  lung  from. . 


227 
229 


151 
111 
446 


92 
149 
165 
169 
170 
174 
172 


1 

251 
446 


446 
158 
338 
68 
131 

843 


1 


J2l. 


175. 


51 


t. 


314 

237 

305,  311 

. .     625 

..     314 

321 
321 
712 


ha>moptysis  from  240,  317,  321 

in  leuka>mia        ..         ..  321  j 

mitnd  regurgitation  . .  240  ' 

stenosis        . .         . .  320  i 

aft^r  o|>eration3  . .          . .  322  I 

pliysical  sigiw  of  . .          . .  321  i 

-  i»leuritic  effusion  in       . .  123  ; 

puerperal . .          . .          . .  322  ' 

pyopneumothorax  from  712  i 

in  venous  thrombosis    . .  321  i 

-  in  Hpleon 699  | 

-  thmmbotic  . .          . .         . .  700  j 

Infectious  jaundice  (see  Jaun-  ' 

dice,  Epidemic)  j 
Infect  i\  e  arthritis  (see  Arthritis, 
Infective) 

-  eudo<*arditis  (see  Fungating 

Kndiicnr'.litis)  | 

-  synovitis  (see  Synovitis,  In- 

fective) ' 

Inforior  dental  nerve,  neuralgia  > 

of 502  I 

-  oluteal  nerve,  skin  distribu- 

tion of      . .         . .         . .  659  , 

spinal  root«  tleriveii  from  512 

-  vena  cava,  obstruction  of 

54,  461,825  > 

albuminuria  from  ..17,61  j 

uHMt^-s  in      . .         . .       60  ■ 

h.cmaturia  in..       ..       61 

ri'deina  of  back  from     826 

U^  from..        469,  461  I 


Inferior  rrna  cara,  rtm/J. 
obstruction  of,  vjirk*ose 

veins  ill 
t!iroinbo«b<  (aet^  Throm- 

I  Hx^ia  of  Inferior  Venn 

C-ava) 
inNtinmatlon,    canlinAl   Fym- 

ptoms  of  .  .  . .      "  . .     1 

Inltatl^n,    in    dio:moiiing   car- 
cinotna  of  pancreas 

hour-cLw*.  stontitch         . .    3 

pancrtratic  cyjsi    ..  ..    * 

tumour  . . "         . .  . .    ' 

sixe  of  stomach    . .         355, 7 

Infljyofiza,  abdominal  pain  in      ^ 

-  acute   srencr^l   pains  i!i  tlii? 

liml>s  in         . .  ....    5 

-  -  tui'niorrliatric  otitiis  in   ..    4 

-  albuminuria  in 

-  anosmia  «n  . .  ..  ,,    f 

-  artitritis  in  . .  . .  . .     * 

-  bacilhis  (se<.»  J'.a>*illu.«  InOu- 

enzae) 

-  brachliil  nc'inUrta  iu 

-  bronchitis  iu 

-  broncho-pf^ijiimoniu  in 

-  condilioiis  nu<itak«'n  lor 
-conjunctivitis   ju     .. 

-  cocyM,  seven-,  i-i     . . 

-  cough  i.i 

-  danger  of  i!i:iimoe.ini;  76,  ♦;!««. 

-  dei»res#ion  in 

-  diaguoeis  ol. .  . .         505. 

from  febric.ila      . . 

func'atin:;    r>n<l(-K<ur^Jitt!t. . 

-  paratyphoid  fev«-r 
tub^roulo^ls 

-  ty|>hoid  fi'vrr       tilO,  611. 

-  diarrhcpa  in . . 

-  epididymo-orchitis  from 

-  epistaxis  in  . . 

-  extreme  pro^tn«tiou  in 

-  gastro-ent«»ritif^  in  . . 

-  headache  in, . 

-  1aun<iice  in . . 

-  lachrymation  in 

-  leucoi'vtosis  tmconucon  in  loO,  6 

-  menorrhagLi  in       . .  . .     4: 

-  microiHxvus    catarrluilts    in    Tw 

-  muscular  atrojdiy  in 

-  nee*i  Uvr  bacterial  diasmosis  <rf  ? 
(*aution  in  diagnosis  of  . .     '• 

-  nerve  deafnes<s  after  ..     I' 

-  orchitis  frt>m 

-  pain  at  the  back  of  the  eyes  in  «i 

-  -  in  the  luml^ar  nvionin       6 
severe  in  . .  . .  . .     5< 

-  pancreatitis  from    ..  ..     1' 

-  peripheral  neuritis  after   165,  5« 

-  Pfeifler's  bacilhis  in         3«>5,  *V. 

-  pink-eye  in  . .  . .  . .     i'^ 

-  pneumonia  in  505.  61 1\  7< 

-  prolonge*!.    ali^^nce   of    t!ie 

characteristic  svmptoms  in  f.] 

-  pyrexia  in  50.%  6<»9,  61o,  651.«o 

-  "Uie     recently      develo(»ed 

refuge  of  the  diagnostic- 
ally  destitute  **   . .'         . .     f.; 

-  puLse-rate  relatively  slow  in     7i 

-  rwpittttorj-  tyiH»     '. .  . .     ^* 

-  rigors  in         *   647.  648.  651.  fi 

-  sitmificanco  of  delirium  in. .     IS 

-  splenii'  enlargement  in     6»2,  6S 

-  spoiuiy litis  deformans  after    7* 

-  sputum  in  pnttmionic      5(t5, 

-  sudden  onset  in 

-  sweating  in 

-  tachycardia  after  . .        772. 

-  talipes  from 

-  t4?stirub»r  atrophy  after     . . 

-  thrombosis  after     . . 

-  transverse  myelitw   doe  to 

-  tropical     abscess     of     liver 

mistaken  for 


5<»5. 


..       *> 

5«.)5,  6 
..     5- 

..     5- 


6!j 

i: 

i: 

5« 
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Hysteria,  amid. 

-  Joint  tymptomt  in         160,  889 

diagnosis  of         . .         . .     389 

-  -  disappearance  under  anes- 

thesia     389 

-  disproportionate  pain  in      389 

muscular  atrophj  in      . .     390 

sleep   unaUccted   bj   the 

pain  and  tenderness  of      389 

-  stiffness  often  extreme  . .     389 

-  leg-raiding  test  of  . .         . .     342 

-  lock-jaw   in. .  . .  . .     464 

-  loss  of  smell  in       . .       666,  669 
taste  in     . .  . .        666,  774 

-  mediastinal     new     growth 

mistaken  for       . .         . .     777 

-  meteorism  In  . .         . .     433 

-  mistaken  for  asthma        . .     583 

-  myoclonus  in  . .         . .     160 

-  and  neurasthenia,  difficulty 

of  distinguishing  ..     788 

-  nystagmus  absent  in         . .     800 

-  opisthotonos  in        162,  463,  464 

-  optic  dLks  not  affected  in . .     800 

-  pains  in  the  limbs  in        . .     606 

-  -  in  ovarian  region  in      . .     609 

-  ~  and  tenderness  in  back  in    788 
scalp  from       . .         . .     784 

-  palate  reflex  in        . .         . .     509 

-  palpitation  in         ..        685.  527 

-  paralysis  agitans  mistaken  (or  548 

-  paralyiif  in. .         157,  163,  389. 

506,  798,  800 

-  absence     of      associated 

movements  in  . .     549 

muscular  wasting  in  . .     541 

anaesthesia  in     . .  . .     549 

of  arm  in]. .         . .         . .     548 

general' atrophy  in     ..     548 

characteristic  attitudes  of    166 

-  -  with  chorea         . .         . .     157 
electrical  reactions  in  . .     541 

-  -  flaccidity  in        . .         . .     541 

-  -  gait  in      . .         . .         . .     541 

-  -  with  hysterical  chorea  . .     167 

joint 389 

of  one  leg  due  to. .         ..     541 

typical  attitude       . .     541 

-  -  reflexes  in  . .         . .     541 

-  -  rigidity  in  398,  541,  548 
of  arm  in          . .         . ,     548 

-  —  of  limbs  in       . .         . .     398 

-  -  simulating  pregnancy   . .     166 

-  paraplegia  in  ..69,  562,  567 

-  perverted  taste  in . .  . .     774 

-  phantom  tumours  in       433,  721 

-  phosphorus  excretion  in  . .     572 

-  pneumonia  mistaken  for  . .     777 

-  pleurisy  mistaken  for        . .     777 

-  polyuria  with  581,  682,  789 

-  professions  of  insomnia  in      359 

-  pruritus  in  . .         . .         . .     588 

-  pseudo-neuralgia  in  . .     498 

-  ptyalorrhcea  from  . .         . .     590 

-  pupillary  reaction  in         . .     160 

-  pyrexia  from  . .         . .     618 

-  quivering  of  eyelids  in      . .     160 

-  retention  of  urine  in  . .     441 

-  retraction  of  the  head  in  . .     641 

-  rii^idity  of  limbs  in  . .     398 

-  rigor-like  attacks  in        646,  647 

-  risus  sardonicus  in. .        651,  652 

-  scoliosis  in  . .  . .  . .     180 

-  screaming  in  . .  . .     160 

-  "  seizures  "in         . .         . .     506 

-  sex  incidence  of      506,  641,  710 

-  simulating  cerebral  tumour      798 

epilepsy 160 

strychnine  poisoning    464,  662 

tuberculous  hip  or  knee      166 

-  spasm  of  bladder  in  ..     443 

-  spasmodic  contractions  in 

159,  166,  537 

-  sphincters  not  paralyWd  in    800 


Hysteria^  eontd. 

-  spinal  caries  mistaken  for  777 

-  spine  symptoms  in           . .  788 

-  "  stocking  "  ansMthesia  in  506 

-  stridor  from           . .         . .  710 

-  subjectiye  smell  sensations  in  669 

-  sudden  recovery  from      . .  506 

-  suggestion  treatment  in 

150,  343,  527 

-  some  symptoms  of . .  157 

-  tenderness  in  the  chest  from 

776.  777 

-  of  the  scalp  from          . .  781 

-  tests  for  motor  types  of  548,  567 

-  tetanic  spasms  in    162,  464,  802 

-  tetany  simulated  in          . .  178 

-  trance  in      . .         . .        137, 140 

-  tremor  in 795,  798 

-  trismus  in  . .                   162,  801 

-  typhoid  spine  simulating  . .  787 

-  variable  paralyses  in        . .  506 

-  vomithig  in..                   844,  847 

-  simnlating  indigestion   . .  350 

-  writer's  cramp  simulated  in  178 
Hystero-epilepsy  161 

-  retraction  of  the  head  in  . .  641 

ICELAND,    hydatid    diseue 

in 719,  720 

IdltiiyMii,  age  incidence  of . .  630 

-  anidrosis  with                   . .  714 

-  diagnosis  from  tinea  imbri- 

cate            S76 

-  hjrstriz,  papules  of           . .  530 

-  onychogryphosis  in  445 

-  scales  in 655 

-  sore  fingers  from  . .  . .  266 
lettrut  (see  Jaundice) 

Ideas  of  grandeur  in  general 

paralysis  . .           139,  178,  969 

IdlMJif,  absence  of  speech  due  to  682 

-  convulsions  of  children  in. .  169 

-  delayed  walking  from       . .  557 

-  destructiveness  in  . .  682 

-  dirty  habits  in                  . .  682 

-  irritebUity  in          . .         . .  682 

-  kynhosis  with                    . .  182 

-  and  microcephaly  . .  214 

-  Mongolian,  fades  of          . .  263 

-  paraplegia  in  . .         556, 557 

-  ptyalism  in  ..  ..  591 
Idioglossia,  description  of  . .  688 
Idiopathic   dilatetion   of   the 

colon  (see  Uirscbspmng's 
Disease) 

-  oesophagus           ,           . .  225 

-  muscular  atrophy  and  hyper- 

trophy, fibrillary  con- 
tractions in         . .  158 

Ileum,  congenital  malforma- 
tion            151 

Iliac  abscess  (see  Abscess,  Iliac) 

-  crest,  bedsore  over            . .  285 

-  fossa,  swelling  in  (see  Swell- 

ing in  Qiao  Fossn) 

-  pain  in  (see  Pain  in  the 

Iliac  Fosses) 
>  glands,  enlarged  (see  Ljrmph- 
atic  Glands,  Biac) 

-  vein,  thrombosis  in  186, 456 
niacas,  nerve  supply  of  ..  542 
Ilio-costal  space,  bulged  out  by 

renal  tumour      . .         391, 393 

perinephric  abscess    . .  392 

Ilio-hypogastric    nerve,    skin 

distribution  of            . .  659 
nio-ingninal  nerve,  skin  distri- 
bution of 659 

Bio-psoas  muscle,  spinal  nerve- 
root  supplying    . .         . .  543 
Ilium,  disease  of,  swelling  in 

iliac  fossa  from  . .         730,  737 

-  osteomyelitis  of      . .         . .  1%! 

-  tuberculous  disiesBe  ot       . .  1^1 


Illusions  in  chronic  alcc^olism 
Imbecility,  amenorrboea  in  . . 

-  dwarflun  with 

-  prominent  in  Mongolism  . . 

-  ptyalism  in..  .. 
Impacted  wisdom  tooth,  dia- 
gnosis of  tetantis  from.. 

Impending  death,  delirium  in 
Imperforate   hymen,    vagina, 

or  cervix. . 
Impttigo,  bull9  in 

110,  113,  446,  602, 

-  crusts  in  . .        602, 

-  cutaneous  diphtheria  with 

-  diagnocis  from  mild  modi- 

fied smallpox  (Fig.  161). . 

-  pustular  ffn>^Uid® 

-  —  ringworm  . .  . . 

-  distinction  from  ecsema.. 

-  enlarged     occipital    glands 

in 

-  flat  and  irregular  pustule  in 

-  no  leucocytosis  with 

-  lips  rarel  V  affected  by 

-  papules  m  . . 

-  perltehe  with 

-  preference    for    face    and 

hands  604, 

-  pustules  in    . .  601, 602. 

-  pyrexia  slight  in     . .        602, 

-  relation    to    pemphigus 

neonatorum     . . 

-  scabs  in  653, 

-  simulated  by  herpes  facialis 

-  small  erythematous  spots  in 

-  sore  fingers  from    . .         . . 

-  streptococcal  infection  in  . . 

-  tenderness     of    the     scalp 

from  .  • 

-  vesicles  in    . .  608, 

-  billion,  description  of      113, 

-  €lnNiwte 

-  follicular,    diagnosis    from 

pemphigus 
pustular  eczema 

-  distribution  of  eruption  in 

-  pustules  pierced  by  hairs 

-  stephylocoocal  infection  in 
yellow  crusts  in  . . 

-  oy  rata         

-  norpotlfonnlt 
Tmplantetion  cyst  of  vulva  . . 
IMPOTENCE 

-  in  cachexia  . . 

-  distinction  from  sterility  . . 

-  senile,  priapism  preceding 
Impulse  on  coughing  in  rare 

cases  in  hydroode 

-  displaced  cardiac  (see  Heart) 
I  Incompatibility,  sterility  due  to 

706 

INCONTINENCE  OF  FiECES  ' 

-  in  meningitis 

-  primary  lateral  sclerosis. . 

-  Of  urlno  (and  see  Micturition, 

Abnormalities  of) 

-  chronic  cystitis  from     . . 

-  from  destruction  of  spinal 

centres . .  . . 

-  diagnosis  of  distention  from 

-  distinguished  from  enuresis 

-  dribbling  per  urethram  in 

-  from  enlarged  prostete 

-  false         

-  in  meningitis 

-  from  retrovorted    gravid 

uterus 

-  vesical  sphincter  lesi(»is 
iRCO-onllnitlon  (and  see  Atexy; 

and  Contractions) 

-  causing  abnormal  gait 

-  in  ataxic  \)«nj^\«^ 

\  -  cnn^cM^^ax  Q&aMa^   .. 


175 
23 
214 
216 
591 

162 
195 

23 

608 
831 
602 

607 
604 
274 
831 

419 
601 
400 
830 
831 
404 

609 
654 
608 

446 
654 
830 
602 
266 
601 

781 
831 
602 
602 

602 
602 
602 
602 
601 
602 
602 
113 
768 
316 
347 
346 
585 

522 


707 
347 
642 
567 

437 
628 

443 
440 
247 
440 
52 
440 
642 

438 

440 


277 


922 


I\CO-ORDIXATIO\—ISFLUEXZA 
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I 
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Inco-ordination,  coiUd. 

-  \n  combined  scleroiw 
diMtemuiated  sk-lcrosis 

-  (lUitinfmbAhod  from  paralysis 

-  in  Friedreich's  ataxy        131, 
peripheral   neuritis. . 

-  tabfts  dorsal  is 

-  te«t  for  prcfloncc  of 
India,  ankylostomiasis  in 

-  invcetoma  in 

-  r^lapHinar  fever  in    . .        373, 
India-rubber   bottle   stomach 

123,  270,  299 

-  neuritis  in  workers  in        . .       77 
INDICANURIA  ..348 

-  abnormal  protein  decompo- 

sition indicat<Hi  by  i)7, 

-  in  acute  appendicitLs 

-  black  urine  from     . .        820, 

-  bleachuit;  powder  te>t  for  . . 

-  brown  lu-nie  fnmi..         820,  821 

-  cure  by  calomel      . .  . .     821 

-  darkenini;  of  urine  on  ex- 

posure to  air,  from        . .     821 
with  liquor  potaiMte  due  to  200 

-  ^'eneral  account  of . .  . .     821 

-  inteHtin.ll  origin  of..  ..     821 

-  and  lactic  acid  therapy     ..     31i> 

-  nitric  acid  test  for  . .         348,  821 

-  normal  t?olour  of  urine  witli    821 

-  in  pancreatitis         ..  ..     IIU 

-  due  to  pus  collwtions        ..     821 

-  from  putrid  empyema       . .     82 1 

-  simulatin{?  melanuria        821,  822 
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-  trivial  sisniiflcance  of 
Indies,  West,  vellow  fever  hi 
INDI8ESTI0N* 

-  in  cliildren,   insomtiia  from 

-  chronic,  aiiscmiu  in 

-  (lushing  in  . . 

-  in  ureneral  congeatiou  of  liver 

-  pancTeatic  lesions  causing 

-  in  pyloric  obstruction 

-  rosacea  from 
Indi^o-blue,  blue  turine  after 

-  treatment  of  e|»ilepsy  by  . . 
I  iidoor  life,  aiupmia  <lue  to  . . 
I iidoxyl-f^lycuronic  acid,  blue 

tint  of  urine  duo  to 
Induration  of  lunp^  in  mitral 

stenosis     . . 
Ine(]uality  of  the  Pulses  (see 

Pulses,  Inequality  of) 

-  pupils  (see  Pupil,  Abnormal- 

ities of) 
Inertia,  uterine,  dystocia  from 

symptoms  of 

IntillCy   (and    see    Children), 

atneto«is  hi 

-  bulliD  in 

-  in  impetigo  in 
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407 
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823 
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Infancy,  cotUd. 

-  insomnia  in 3^> 

-  jaundice  in 3(*6 

-  metrostaxis  in         . .         . .     435 

-  milk  m  breasts  in  . .         . .     202 

-  muscular  dystrophy  in     158,  5ei 

-  nysta^nius  in  . .         . .     452 

-  obscure  fever  in,  possibly  due 

to  bacilluria 

-  osteochondritis  in  congenital 

syphilis  in 

-  paraplegia   of.    from    spina 

bifida 

-  pria])ism  in,  causes  of 

-  regun^itation  of  milk  in    . . 

-  scurvy  of  (sec  Scurvy, Infantile) 

-  seborrhd'ic  dfrmatitis  of  . .     446 

-  spastic  paralyses  of  . .     154 

-  splenic  anaemia  in  . .  . .       42 

-  summer  diarrlut^a  of,  poly- 

cythemia in         . .        579,  580 
Infantile  pariUysis  (sec  Paralysis, 

Infantile)* 
InfantUIsm      

-  causes  of 

-  in  congenital  syphilis 

-  cryptflcenetic 

-  tTypton^hism  in 

-  aiid  dwarfism  distingtiishcd 

-  essential 

-  and  gitnintism  together 
:  -  illustrateil  (Fig.  06) 
'  -  intestinal 

'  -  ossification  premature  in  . . 
I  -  with  premature  senility  in 
I  progeria    . . 

;  -  tliyroid  tyi>e  described  (Fig. 
,  67) 

I  Inftrction  (and  see  Embolism) 
,  -  from  fungating  endocarditis 

39,  76,  138,  237,  321 
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Inferior  rrna  cara^  rtmhl. 
— obscruotkni  ot,  vtfrMM 

veins  ill 
tlironibo«i4  (sees  Tlauo- 

lioiiiiH  of  Inferior  V<fu 

Cava) 
Inllamiiuitlon,    cardinal  «pi. 

ptOIQS   of    .  . 

Inflation,     in    di3i7n«v-ifls  «.--«r- 
cinoma  of  it.tnrmk,< 

hnur-eL'MS  stomach 

pancroat  ic  cyst   . . 

tumour..'  ..   ^* 

size  of  stoniAch    ..        -'"5.'- 

InflUMfia,  al><loniinal  pain  :&    ■'■ 

-  actiie  general  i»aiiis  i".  tv 

limbs  in  . .  ....'■• 

hn>morrttack*  otitis  in  ..   ♦■; 

-  albuminuria  in 

-  annrtmia  in  . ,  ..        ..   '• 

-  artbritift  in  .  . 

-  bacilhiR  (ri*H;   IIuimIIus  Iul'u- 

eiisa?) 

-  bracliial  nr«.:r<*liri-i  in 

-  bronchitis  in 

-  hronrho-|)tMjiinionL»  in 

-  conditions  nu<<taken  <ur 

-  conjunctivitL-t    in     .. 

-  coryz:i,  sevon-,  i-i    . . 

-  coiif^h  in 

-  ilanjTer  of  diagiuvNiu-.*  76 

-  dei»re«sion  iik 

-  diatniofsLs  ot.  . 

from  febric'iLi 

funcrutin:;    «»nilwirdi'i?.. 

paratTfdioid  leviT 

tubfTOulosis 

t>'plioid   fever        lilO.  till 


::1. 


i::.. 

50V 


I  -  of  kidney,  albumintiria  in . . 

' diagnosis      from      acute 

I  Bright 's  disease 

I in  fungatin?  endocarditis 

' hsematuria  in       . .       305, 

renal  abstx^  from 

I casts  in  urine  in 

I  '  of  luna,  embolic,  sudden  pain 

,  in  chest  in 

I in  fungating  endocarditis 

gangrene  of  lung  from . . 


314 
237 
314 
625 
311 

321 
321 
712 


ilT.  ■■■* 
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227 
229 


151 
111 
446 


-  choreiform  movements  in  156, 167 


-  -  luKmoptysis  from  210,  317,  321 

in  leukaemia 

mitral  retmrgitation  . 

stenosis 

after  operations  . . 

piiysical  signs  of  . . 

pleuritic  effusion  in 

jiuerperal. . 

pyopneumothorax  from 

in  venous  thrombosis    . 


;.^ 


-  colic  in 

-  i'olitis  of 

-  constipation  in 

-  contractures  in 
cimvulsions  in,  caus<>s  of    . . 

discussion  of 

-  -  not  often  unilateral 

-  porenccphalus  hi  170, 

-  diarrhfpa  of  (see  Diarrhira 

of  Infants) 
and  vomit  uig,  acctonuria  in 

-  epistaxis  in  . . 

-  eruptions  in  napkin  re<;ion  in 

-  erythema  of  Jacrjuet  in.  dia- 

gnosis  of   congenital   sy- 
philis from 

-  flbrillary  contractions  in    . . 

-  hemiplegia  of 

ataxy  in 

-  talii»es  in 

-  hypertrophic     stei\«»s\s     ol 

j'3'lorus  in,  voinil'mg  from 


92 
149 
16.'> 
169 
170 
174 
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1 
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446  I 
158  1 
338  ' 
68  I 
131  I 


-  in  spleen       . .         . .  . .     699  | 


-  thrombotic 

Infe<*tious  jaundice  (sec  Jaun- 
dice, Epidemic) 

Infective  arthritis  (see  Arthritis, 
Infet'tive) 

-  endo<*arditis  (see  Fungating 

Endocarditis) 

-  synovitis  (sec  Synovitis,  In- 

fective) 
Inforlor  dontal  norvo,  neuralgU 

OI   ••  ••  ••  •• 

-  OlUtOOl  nerve,  skin  distribu- 

tion of 
spinal  roots  dorivetl  from  612 

-  vena  cava,  obstmction  of 

54,  461,825 

albuminuria  from 

iit<«'it>*s  in      . .  . .       60 

Ii.i>maturi:i  in..       ..       61 

wvVwxA  vA  V»wjV  Vcvswv    *'i^ 


-  diarrlicpa  m . . 

-  epididymo-orcliitis  from 

-  epistaxis  in  . . 

-  extreme  pro^'trntion  in 

-  mtftro-ent^^iti-?  in  . . 

-  headache  in . . 

-  lanndice  In. . 

-  lAchrymation  in       . .         .-'■'■ 

-  knicofvtortisnm'otninon  in4»*>.*'' 

-  menorrhaciu  in        . .         . .    <-* 

-  micrococ«nis    ratarrli.dis   in    ■*'■ 

-  muscnhir  atropbv  in  '\ 

-  need  f«»r  b:tcteri:i\  iliacnoiiiM^f  -' ' 
caution  in  diHirnosis  of  ..    *^" 

-  nerve  deafness  aft«.»r  ..    -' 

-  orchitis  from 

-  pain  at  the  back  of  tlie  eye*  it  *| ' 

in  tlie  Iuml»ar  n^iou  in      '  • ' 

severe  in  . . 

-  pancreatitis  from 

-  peripherul  nouritw  after   l»ij. 

-  PfeilTer'a  ba<:illas  in         '*y^. 

-  piuk-ey»»  in  . . 

-  pneumonia  in  505.  61  >i.  •  = 

-  prolonge<l.  al*seni*e  i.f  t!ie 
cluiracteristio  Hvmptonii^  ir.  •  '■ 

-  p>Texia  in  54>5,  OOU,  filo.  ft:»l.  • 

-  ••  tl>o  recently  devi-lope-i 
refuse  of  tli»»  diacn<vtio- 
ally  dentitute  '*    . .' 

-  pul«)e-rato  relatively  tk)w  m 

-  rcspiratorj-  tj'iie 

-  rigors  in  C47.  »;i8.  6il.  *- 

-  siimifKrant^  of  delirium  in..    > 

-  splenic  enlanremont  in     C9.'.  « ^ 

-  sfionfly  litis  deformans  after    > 

-  sputum  in  pnciinumio       5<»i.  "' 

-  sudden  onsft  in 

-  sweating  in 

-  tachycanlia  after   . .         772. 

-  talipes  from 
17,61  j  -  testicular  atrophy  afl*T     .. 

-  thromlxisiis  aft4>r'     . . 

-  transverse   myelitic    due   to 

-  \.<to^\W«lI     alksi>ci4«<     of     livtr 
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IRIDOCYCLITIS-   JOI.KTS.    AF     'CTIOKS    OF 


JAR0RAK1H.  pt7Bli»ni 


liTlUbUitT  Id  ..         ,.     ; 

iCDin   kinkiim  of   bile-iluct 
'    patopualH  . . 


I  ;  -  i)Miiive™iigMtioiiolliTH-3W,4«7 

RO!     -  purruni  with  . .       9M,  tW 

SS;     -  In  pjJepblebitll       ..  S«,37U,MV 
8.%ft  I  -  relAjwiiiC  fever  SM 

MM    -  ilmplE,  or  intuits  . .       3132.  Ml 


-  urioe  colour  Id 


Inn,  bl*ck  itoobi  Iram 


4M    MUHOICE see 

I  -  nclKiliirir  ..        t7S,»l» 

ISa     -  -  m  Hptidipnili      . .         . .     3T2 
78^  I  -  Id  vy\tt  yollow  atroi^  of 


-  hy|ipnro|il>T 


-  perfltLoriiio  of,  drjDcas  ot  the 

-  relief  of  lienduha  by           '.  !■•»  I  .  w 
Iimponfiibility     <ji     patirnt  .  -  fr 

Hftvr  epileptic  coDvubiooi  IM  I  -  - 

IRRITNBIUTV                     ..  M     - - 

-  in  cboreA      , IM  i  -  a 

-  Kcnenii  i>iDK«tl(Hi  ol  liver  407     — 

-  in  iillocT MS  I  -  - 


.,    SM  ,  —  ftwn  Bypliiliii      .,        J 
Iflt,  iei     —  i-iiiyn  in  iliiiuDcjBlr  ol    . 


rrtUnL  loc-al,  causing  clilt 


uu.  301.  410,  4lt.  OS!,  SK-~m 


nlip»a 


neaii  from        . .    1174  '  -  ewu?  of  lirui~inii  in  . .  R»*  \  Jrllj-'llsli  tiaun.  ]iniritu>>  from    fi8S 
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INTERSAL    r    ^HEXOUS    SERVE— IODOFORM 


Intenuil  saphenous  nerre,  nkin 
dirttribution  o(    . . 

-  Mcretioas,  effect  on  monstnM- 

tlon 

on  arterio<4cleroAis 

IntcroMei,  atrophy  of 

-  and  lumbricaleii,  spinal  nerve 

root  supplying    . . 

-  nerve  supply  of       . .        642, 
Interphalaiisrcal  joints,  hyper- 
trophic osteo-arthropathy 
in 

Interscapular  pain  (see  Pain, 
Interscapular) 

Intentitial  keratitis,  photo- 
phobia In 

-  nephritis      (see       Urlght's 

Disease.    Clironic ;      and 
also  Granular  Kidney) 
Intertriffo,  erytliema  from    . . 

-  pain  in  perineum  from 

-  of  umbilicus 

Interventricular  septum,  pat- 
ent ..        129, 

IntwUMl  colic  (Me  CoUc, 
Intestinal) 

-  oonAtipation  ^see  Constipa- 

tion) 

-  crisM  in  tabes  donalis    1S4, 

-  distention,     diminution    of 

liver  dullness  in  . . 

-  fermentation,   flatulence  in 

-  microscope  in  diagnosis  of 

-  tetany  in 

-  flstiila  cauHin^  pneumaturia 

-  neurali^ia 

-  obctructlon,  abdominal  dis- 

tention in  IM,  350, 

-  absolute   constipation   in 

-  acetoniuria  in 

-  acute        

bile  in  vomit  iu.. 

borborygmi  In     . .        153, 

-  from  cHn'.iiioma  of  colon 
3J»3,  .-iOO,  ftOl,  645,  flW),  731, 

-  -  causes  and  symptoms  o^ 

151, 

-  chronic,  diarrhoM  in      .. 

flatulence  in    . . 

or  recurrent    . .        147, 

-  colic  in 

coIlapAc  in 

-  -  conditions  of   incomplete 

constipation  in 

-  coast ipntion  in     145,  350, 

r>71.  Ct4,  »45,  733, 
from  cystic  kidneys        . . 

-  diatrnosiH  fr«»m  colic 
peritonitis 

-  ftbculent  vomitin:;  in    431, 

-  -  foul  bro.ith  in 

-  -  :;aIl-stour>s  causinor 

-  -  cTfnerjil    ubilomiunl    pain 

in  . .         . .        350, 
hiccom»h  in 

-  -  liypoth«>rniiii  in  . . 
indicanurla  in 

-  from  intuflsuM:eption     fiSfi, 
laparotomy    In    diagnosis 

of 
loucocytorfis  in    . . 

-  mctcorism  In 

from  minute  hen) Li* 

nausea  in 

-  pain  in     . . 

-  peritonitis  from  . . 

-  -  from  pressure  of  appendix 

al>»e«ss  on  rocium 

-  nHMirront,  in  children,  in 

Hinw'hspninff's   diAca!*e 

-  rik'idity  of  abdomen  not 

marke<i  with  ..        431, 

-  severe  abdominal  pain  in 

-  rigmoidoKope  In  3Q7. 
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•al  (thstruftion,  contd. 
Aulated  by  ascites      ..     717 
Henoch's  purpura       90,  840 
mesenteric    thrombosis 
or  embolism  . .       90 
pancreatitis  90,  292,  040,  840 

-  -  peritonitis        . .         . .     045 

-  stiffening  of  inteatine  in. .     152 

-  -  strangulated  hernia  causing 

710,  733 

-  temporary,  due  to  f«cal 

accumuLition 

-  thrombosis   or   embolism 

of  mesenteric  vessM^t.. 
tuberculous  peritonitin  . . 
-  colon  causing  . . 
visible  peristalsis  in     151,  152. 

207.  350,  431,  571,  723,  724 

-  -  vomiting  in   133.  153,  350,  431. 

571.  844,  845,  840 

and  constipation   with 

431.  045.  733 

-  parasites  fsee  I'orasites,  In- 

testinal) 

-  putrefaction  (see   l*utretac- 

tion) 
InttStlnt,  acute  diverticulitis  of 

-  atony  of,  illustrated 

-  borborvgmi  in  (see  Borbor- 

ygmi) 

-  carcinoma  of  (see  Carcinoma 

of  Colon) 

-  diseases  of,  referred  pain  in 

area  of  10th  dor«al  nerve  in  509 

-  4yttnttric  ulceration  of,  cys- 

titis in      . .         . .         . .     033 

extension  to  bladder  024,  633 

infective  peritonitis  from  644 

tendemms  in  . .     134 

tuberculous,  cvstitis  in      633 

-  enlarged  mesenteric   glands 

in  tuberculous  enteritis. . 

-  hypoplasia  of 

-  inaicanuria   in   tuberculous 

colitis        

-  lardaccous  disease  of 

-  larcre,  diaOTam  of  nonnal  . . 

-  mnttine       of,       abdominal 

tumour  due  to    . . 

-  musculature  of,  wvak        . . 

-  neuro-muscular  defects  of 

142,  143, 

-  pain  in  spastic  const-ipation 

-  paralysis  of,  in  acute  general 

p<M'itonitJs 

-  from  spinal  cord   lesions 

-  perfonition  of  tul>erculous 
typhoid  ulceration  of    . . 

-  peristalsis  of  (see  Borborygmi) 


015 
810 


-  nipturo   of   aneurysm  into 

-  small,  visible  peristalsis  in 

-  stricture     of,    constipation 

duo  to  . .  . .     140 

-  tuborculout,  blood  per  anum 

due  to       . .  . .         . .     731 

ca<*hexia  dm*  to  . .  . .     731 

intiltnitionrausini?  stricture  140 

olistnirtion  due  to         . .     731 

tenesmus  due  to..  ..     731 

uU*eration  of        ..  ..     719 

causini;     pneumo-peri- 

toneum         ..         ..     711 

extension  tobladd?r 

313,  024,  033 
l>us  In  stools  from      . .     001 

-  tn^lioid   ulceration  of,  pus 
in  the  stools  in  . .  . .     001 

ulceration  of  Csee  I'lceration) 

-  venereiil  ulceration  of,  pus 
in  the  stools  in  . .         . .     001 

-  worms     in     (:«eo      Worms, 

Intestinal) 
Intoxication.    Habiiudci's  sicm 

duiVd^  aVcobolic  . .         \.      83 


422 
143 

M9 

414 
143 

691 
143 

144 
144 

472 
432 
711 
711 
97 
140 
571 


Inlorication,  etmtd. 

-  chronii*.  linicop<*nut  in 
Intracranijl  inrowth  (s<>e  C 

brum,  Tumour  of) 
Intrathoracii'  new  crrovith  i 

MediHstinum,  New  ( ira 
Intubation  of  larynx,   hxi 

ptysis  from 
Intussiiscoptlon,    abdomic 

tumour  with  9'->.  134. 
11»0.  723,   727. 

-  ace  incitlcnce  of 

-  blood  and  mucus  p«*r  rec 

in  14S.  190,  413.  036. 

-  colic  due  to 

-  constipation  in 

-  diagnosis  from  euterosp 

-  diarrlicea  from 

-  felt  per  rectum 

-  indicanuria  in 

-  intestinal  olMtniction  fi 

i:»l,  l.VJ,  4.11. 

-  rectal  examination  in  lit 

-  sausace-sliaped    tumour 

-  sigmoid()M'oi>e   in    . . 

-  simulated  by  Henoch's  i 

pura  ..  ..9<). 
appendicitis 

-  spasmodic   abdominal   \ 

from 

-  symiitoms  an<l  sisms  of 

-  tenesmus  from 

-  tumour  with 

in   hypochondrium   fi 

hypogastrium 

riffnt  lum)>ar  region  fi 

-  visible  peristalsM  in 

-  vomiting  from 
Invenion  of  utenis   . . 
lotfMo  of  pOtOSOium,  anos 

from 

-  bleeding  gums  from 

-  bulke 

-  coryxa  from  .  .87, 

-  in  diagnosis  of  fnininia 

-  -  syi)hilis  220,  254, 

449.520.  521.  0(M, 
072,  674,677,  r.81 

-  ontptlom  alHence   t»f  c-o 

donra  in  . . 
age  incidence  of  . . 

-  briffht  red  colour  of 

diai^osis  from  acne 

albuminate  syphiiidc 

smuU-pox     '     . . 

distritmtiou  of     . . 

pustules  ui 

-  foul  tast»  in  mouth  fron 

-  inflnence  on  syphilitic  p; 

-  laryngeal  symptoms  froi 

185, 

-  loss  of  taste  due  to 

-  and  nifnnir^,  accravati< 

liaxin's  iluieasi;  by 

-  in  diagnosis  of  trumm 

-  efftvt  of.  on  irumma 

-  ptyalism  due  to 

-  purpura  from 

-  relieving  pain  in  secomJ 

syp!iiiis     . . 

-  simulatins  laryni^eal  cris 

-  swelling  of  eyes  and  face 

-  testicular  at'ro{diy  due  1 

-  universal  uddema  from 

-  vesicles  in    . . 

lodino  used  by  malintivrer 
vesicant    . . 

-  scaly  eruption  due  to 

-  tost  for  bile  pigment 
Iodised    serum.    itsoroi»pc 

demonstrated  by 
Iodoform     capsule     test 
pantToatic  disease 

-  purpura  due  to 
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IRIDOCYCLITIS— JOINTS,    AF     '^CTIONS    OF 


925 


in  diseases  of 
from   corneal 


Iridocyclitis,  causes  of  . .     266 

-  from  corneal  ulceration     . .     806 

-  ccdema  of  eyelid  from       . .     256 

-  severe  pain  in  the  eye  from    256 
Iridodialjrsis,    irregularity    of 

pupil  from  ..         ..     501 

Iridoplegia  (see  Pupil,  Abnor- 
malities of) 
Iris,    adhesions   of,    diagnosis 
between  inflammatoiy  and 
congenital  origin  of 

-  appearance     of,     in     con- 

junctivitis,     iritis,      and 
glaucoma 

-  coloboma  of 

-  photophobia 

-  i^rolapse    of, 

ulceration 

-  tremulous  in  lens  dislocation 
I  ritll,  atrophy  of  eye  from    . . 

-  atropine  treatment 

-  blindness  total  from 

-  blockage  of  pupils  from     . . 

-  causes  of 

-  constriction  of  pupil  in 

-  diagnosed  from  conjunctiritis 

256, 
c^laucoma  . .         . .       256, 

-  glaucoma  from 

-  headache  in  327,  328, 

-  irregular  pupil  from 

-  luchrymation  from 

-  from  ophthalmia  neonatorum 

-  pain  in  eye  in    255,  256,  494, 
temporal    and    maxillary 

segmental  areas  in 
trigeminal  area  in 

-  photophobia  from  255, 

-  in  syphilis 

-  tenderness  of  the  temporal 

rei^ion  from 

vertex  from 

Iron,  black  stools  from 

-  blue  sweat  due  to    . . 

-  coloration  of  stools  by 

-  in  diagnosis  of  chlorosis    . . 

-  licadache  from  taking 

-  in  intestinal  sand    . . 

-  perchloridc  of,  dryness  of  the 

mouth  due  to 

-  relief  of  headache  by 
Irresponsibility      of     patient 

after  epileptic  convulsions 
IRRITABILITY 

-  of  the  bladder         . .        443, 

-  in  chorea 

-  general  congestion  of  liver 

-  in  idiocy 

-  leukaemia 

-  meningitis    . . 

-  neurasthenia 

-  pnuritus  causing 

-  in  rickety  children . . 
Irritable  breast  of  Astley  Cooper 

-  spine,  typhoid  spine  caUed 
Irritant,  local,  causing  chloasma 

coryza  . . 

skin  pigmentation  from 

-  poison,   analysis  of   gastric 

contents  for 

eschars  on  lips  or  mouth 

from 

-  -  hicmatemcsis  from 

symptoms  produced  by. . 

vomiting  from     . .       674, 

][scha?mia  of  calf,  talipes  from 

-  paralysis  of  the  hand  ttom. 
I.scbio-rectal  abscess  (see  Ab- 
scess, Ischio-rectal) 

-  fosiwp,  re<'tal  examination  of 
ITCHING  (and  see  Pruritus) 

-  absence  in  syphilides 

-  in   dermatitis  herpetiformis 

-  drug  rashes  . .       424, 
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Itching,  eontd. 

-  eczema  533,  657,  76 

-  herpes  genitalis 
ophthalmicus 

-  intense  in  eczema   . . 

papular  eczema   . . 

prurigo  ferox 

strophulus 

urticaria   . . 

-  from  leukoplakia    . . 

-  of  lips  in  Fordyce's  disease 

-  pustular  eczema 

-  ringworm 

-  scabies 

-  at   site    of    inoculation    in 

anthrax 

-  slight  with  psoriasis 

-  in  small-pox 

-  urticaria  pigmentosa 

-  with  vesicular  eruptions    . . 
lyory  exostosis  (see  Exostosis, 

Ivory) 

JABORANDI,  ptyalism  from 
JacksonUui  epilepsy  161, 

causing  convulsions 

from  chronic  inflanmiation 

clonic  convulsions  in     . . 

-  diagnostic  importance  of 

aura  in 

motor  cortex  lesion  in  . . 

muscular  atrophy  from 

from  new  growths 

Jacquet's  infantile  erythema 
Jaffa's  test  for  indican 
Jamaica,  ankylostomiasis  in 
Japan,  distoma  pulmonale  in 

-  paragon  imus  Westermani  in 
JAUNDICE 

-  acholiuric       . .         . .         372, 
m  septidpmia 

-  in  acute  yellow  atrophy  of 

liver 

-  alcoholism    . . 

-  in     alveolar     echinococcus 

disease 

-  from  aneurysm  of  hepatic 

artery 

-  with  ascites,  causes  of 
in  portiil  obptruction      58, 

-  with  biliary  colic      135,  152, 

-  from  carcinoma  of  bile-ducts 

of  duodenum 

liver  ..  ..60,412, 

-  -  pancreas  280,  500,  690,  724, 

-  catarrhal 

albumosuria  in   . . 

general  account  of        361, 

similarity     to    onset    of 

acute  yellow  atrophy  of 
liver      . .         . .      *  302, 370 

-  causes      associated      with 

disease  of  liver    . .         . .     368 

-  with  cholangitis      . .         650,  651 

-  choluria  in  . .         . .         . .     819 

-  with  cholecystitis  . .         . .     650 

-  in  cirrhosis  of  liver 

60,  301,  410,  411,  693,  696 

-  from  congenital  obliteration 

of  bile-duct         . .         . .     361 

-  danger  of  fatal  post-opera- 

tive oozing  in     . .         . .     508 

-  ease  of  bruising  in  . .         . .     598 

-  epidemic,  general  account  of     r.72 

-  epistaxis  in  . .         . .     251 

-  experimental,  from  toluylene 

diamine  poisoning  . .     374 

-  due  to  f ungating  endocarditis  370 

-  from  gall-ptones     .  .278,  300.  410 

-  srrave,  of  children  . .        362,  365 

-  haemorrhage     from     trivial 

causes  in . .  . .         . .     598 

-  from  hepatic  abscess        40%, ^"A 

-  in  inflnenza  . .         . .    bQo 
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Jaundice^  contd. 
irritability  in 
irora   kinking  of 
in  hepatoptosis  . . 

-  with  large  gall-bladder     . . 

-  long-standing,  carcinoma  of 

liver  the  commonest  cause 

-  -  m  Hanot's  cirrhosis      410,  411 

-  in  malaria 371 

-  nervous        374 

-  olive-green,  in  cancer  of  liver   413 

-  from  pancreatic  cyst         . .     724 

-  with  pancreatitis 

117,  135,  280.  202.  724 

-  passive  congestion  of  liver  370,407 

-  purpura  with  . .        596,  598 

-  in  pylephlebitis      . .  59,  370,  649 

-  relapsing  fever        . .         . .     373 

-  simple,  of  infants   . .        362,  363 

-  slow  heart-action  in  98,  365 

-  in  splenic  amemia  . .         . .     411 

-  splenomegalic  cirrhosis      . .     693 

-  stenosis  of  bile-ducts       365,  410 

-  tuberculous  portal  glands  59 

-  tumours  of  gall-bladder    . .     392 

-  urine  colour  in  360,  820,  821 

-  urobilinuria  and      . .         . .     116 

-  xanthoma  planum  with     . .     805 

-  xanthopsia  in         . .         . .     840 
Jaw,    actinomycosis    of    (see 

Actinomycosis) 

-  carchioma  of  (sec  Carcinoma 

of  Jaw) 

-  clenched  during  convulsions 

-  fibroma  of  . .         

-  fixed,  ptyalism  from 

-  fracture  of  (see  Fracture  of 

Jaw) 

-  hypertrophy    of,    in    acro- 

megaly (Fig.  88)     263,  749,  75a 

-  lesions  of,  causing  ptyalism    591 

-  motor  tics  affecting 

-  muscles,  trichinosis  of 

-  myeloid  sarcoma  of 

-  necrosis  of,  in  acute  exan- 

themata  . . 

periosteal  abscess 

from  alveolar  abscess    . . 

detection   of   sequestrum 

in  diagnosis  of 

following  injury , . 

from  mercurial  poisonintr 

phoi«p]iorus  poisoning     87, 

ptyalisni  due  to  . . 

stomatitis  due  to 

from  syphilis 

in  typhoid  fever. . 

-  x-rnys  in  diagnosis  of    . . 

-  new  growths  of 

-  osteoma  of,  site  and  charac- 

•  «-l9  •  •  •   •  •   • 

-  sarcoma  of  (see  Sarcoma  of 

Jaw) 

-  stiffness  of,  in  tetanus 

-  lower,  pain  In 
swelling   of  (see  Swelling 

of  Jaw) 

-  Upper,  pain  in 
swelling  of  (see  Swelling 

of  Jaw) 

Jejunum,  obstruction  to,  ab- 
sence of  distention  in    . . 

Jelly-fish  stings,  pniritus  from 

Jenner's  stain . . 

Jerk,  achillis  (see  Ankle-jerk) 

-  knee  (see  Knee-jerk) 
Jewellers,  nail-staining  in     . . 
JOINTS,  AFFECTIONS  OF  (and 

see    Artlu-itis  and    Osteo- 
arthritis) 
contractures  from 
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Joints,  afffctinnf  of,  could. 

-  J-  simnlatinff        occwpatlon 

neuroeies  . .         . .     178 

-  chief  site  of  pain  in  somo 

cases    of    chronic    rheu- 
matism . .         •  •     &07 

-  gommata  of  (see  Arthritis, 

Syphilitic) 

-  hemorrhage  into,  in  hacmo- 

phllia        302 

-  malignant  disease  of  . .     3S8 

-  mechanism    of    recognition 

of  movements  of  ^.661 

-  obocure    pyrexia     <lue     to 

osteomyelitis  near  . .     620 

-  ptlnt  In,  In  acute  rheumatism  121 

dengue      . .  . .  . .     506 

Henoch's  pun>ura  . .     600 

(and  see  i'aiu  in  Joints) 

-  prominent      in     achondro- 

plasia         212 

-  Itseudo-ankylosis      of,       In 

chronic  rheumatism       . .     &07 

-  rheumatic  nodules  round . .  452 
Jordan  Lloyd,  on  renal  pain 

with  calculus      . .         . .     306 
Judgment  defects  in  general 

paralysU 172 

Jugular  vein,  obstruction  by 

thyroid  gland  tumour  . .     793 

t)m>mbosifl  (see  Tlirombosis) 

Juvenile  muscular  dystrophy^  561 
Qbrillary  contractions  in    158 

KAHLER'3   DISEASE  ..     21 

Kala-azar  ..         ..         34,693 

-  enlarged  spleen  with  anaemia 

in    (Plate    XII,   Fig.   H, 

p.  696) 34 

-  geographical  distribution  of    693 

-  Leishman- Donovan     bodies 

in  (Plate  XII,  Fig.  //)  698,  696 

-  spleen  enlarged  in  . .        692,  693 

-  splenic  puncture  in  . .  693 
Kaposi's  disease  . .  575,  801 
Katliode.  meaning  of . .  . .  633 
Keith  on  rectal  malformation  637 
Kcratln-coated     capsules     in 

testing      for      pancreatic 

disease 364 

of  metliylene  blue  in  dia- 
gnosing j)ylori«?  obstruc- 
tion       ..  ..  ..  713 

Keratitis  Ui  con<?enital  syphilis 

259,  828 

-  conjunctivitis  due  to         . .  256 

-  corneal  opacity  from  . .  806 

-  e  lagophtlialnio       . .         . .  807 

-  neuroparalytica       . .  . .  807 

-  photophobia  in  . .  . .  574 
Kmntomalacia,  age  incidence  807 

-  associated    with    marasmus  807 

-  corneal  opacity  in  . .         . .  807 

-  foamy    white    patches    on 

conjunctiva  in     . .         . .  807 

-  night  blindness  in  . .  . .  807 

-  prognosis  in  . .  . .  807 

-  xerosis  of  coniuntrtiva  in  . .  807 

Keratodt'follicularit . .        . .    806 

simulated     by     keratosis 

pilaris   . .  . .  . .  806 

molluscum  contagiosum  806 

-  pilaris,  papules  of  . .  . .  530 

relationship  to  ichthyosis  630 

scales  in  . .  . .  . .  655 

-  simulated     by     keratosis 

foUiinibris        . .  . .     800 

Kerion,  tender  scalp  from     ..     781 
Kemig's  sign  in  meningitis  . .     350 
KMnty  abscess  (see  Abscess, 
Renal) 

-  affection  from  back-pr«wure 

from  distended  bladder . .    KV\ 

-  alveolar  sarcoma  ol  . .    ^^^ 


KiiiHejf,  contd. 

-  angiosarcoaia  395 

-  atrophy  oC^'due  to  complete 

ureteral  obstruction       . .     627 
.  bbnanual  examination  of 

306,  391,  689 

-  cakolos  in  (see  Calculus) 

>  carcinoma  of  (sec  CSrcinoma 
of  Kidney) 

-  changes  in  old  people        . .       14 

-  colon   carcinoma  communi- 

cating with  . .         . .     577 

-  cystic  dliiease  of  (sec  C^tlc 

Disease) 

-  disease,  brachial  monoplegia    • 

in £46 

compensatory  hypertrophy 

of  otlier  kidney  . .     394 

-  high  blood-pressure  from 

(and  see  Bright's  Disease)  96 

insomnia  in  . .         . .     356 

pain  in  tlie  back  in         . .     476 

-  referred  pain  in  area  of 

10th  dorsal  nerve  in  . .     509 

reno-reflex    pain   on    the 

sound  side  in  . .         . .     394 

-  displacement    in    general 

visceroptosis        . .        407, 473 

-  effect  of  fevers  on..         ..       17 

-  embolism  of . .         . .        8,  9,  237 

-  embryoma  of  . .         . .     395 

-  endoUielioma  of      . .         . .     395 

KIDNEY,  ENLARGEMENT  OF 

(and  see  Kidney,  Tumour 

of) 310.391,500 

aching  in  loin  in. .         . .     307 

albummuria  in    . .         . .     367 

-  band  of  colon  resonance  in  367 
causing  excessive  fatness 

in  children       . .         . .     454 

-  confusion    with   movable 

kidney  ..     894 

from  cystic  disease  310, 396, 558 

lining  of  loin  by  . .         . .     729 

luDmaturia  in     304,    807.    367 

in  hydronephrosis         600,  583 

from  hypernephroma     . .     395 

injury       808 

jaundice  from      . .        362,  367 

-  liver  mistaken  for  . .     405 
from  new  growUi 

307.  391,  394,  395 

obscured  in  various  ways      394 

palpable  in  epigastrium..     725 

I'jmbar  region..         ..     727 

from  papilloma    . .         . .     308 

pelvic  swelliiu;  due  to     . ,     757 

jossibly  the  only  function- 
ing one  . .         . .     394 

-  -  in  pyelitis  . .        500,  625 
due  to  pvonefihrosis 

583,  624,  626 
pyramidul  clots  in  urine 

in  307 

pyuria  in 367 

in  renil  calcuhus. .  . .     500 

colic  in  . .         . .         . .     307 

tuberculosis     .  .312,  filS,  629 

sickening  sensation  from 

pressure  on      . .         . .     280 

-  ->  simulated     by     enlarged 

spleen  . .  . .  726,  729 
tumour  of  risrht  suprarenal 

capsule  simulating  . .  367 
from  vesical  tumour       . .     395 

-  worm-like  clots  in    urine 

in  307 

-  evidence  of  bleeding  from  . .     805 

-  felt  in  left  iliac  fossa  . .     735 

-  floating         407 

-  confusion    with    Riedel's 
lobe  of  liver     . .         . .     405 


I   Kidnrif^  comtd. 

I  -  hydatid  cy*t  of      ..        ..  > 

I simulating   bydroncpb- 

I  rosia  . .        . .  1* 

-  lijpernephroma  from  sopn- 

renal  rests  in  ..  (!• 

-  hypertrophy,  compemitiB? 

for  atrophy  of  the  ocbir  * 

-  infarction  of  (^tee  Infarvtwc 

of  Kidnej> 

-  inflamntationa     of,    gvoenl 

pains  in  the  limbi  in    J(C,  •'• 
subphrenic   abscess  froa  r? 

-  injury  to  (see  Injuries  to  Kicar 

-  lardaceoua  Cse«  lArdaccccs 

Disease) 

-  leftionA      causing      pleoritic 

effusion      . .  . .   V." 
Clieync-StcdcesrespintMa!. 

-  movaMe  (see  Morable  KidofT. 

-  now  growthH  of  (see  Outi- 

noma  of  K-iduej ;  Saxvoou, 
etc.; 

-  normal  situation  of  ..   '■ 

-  of    old    people,    intexstitiil 

fibrosis  in. .  ..        ..     l- 

-  pain  in  penis  from  dii«rase  of  * 

-  papilloma  of  (see  Paitillomi 

of  KidneF) 

-  polycystic  disease  of  31^,  WiSi" 

-  rhabdomyoma  of    . .        . .   is^ 

-  right,  normally  palpable  ..   '- 

-  Rose- Bradford  ..     U 

-  sarooma  of  faee  Sarcoma  of 

Kidney) 

-  serous    cyst    of.    simnlatiic 

hydronephrosis    . .         . .    > 

-  stone  in  (see  CHlciilus.  Retail 

-  tendemeHS  in  Cj*ee  Tondrrww 

over  Kidnev) 

-  tubtrculoais  of         309.  3»4.  (i: 

-  abscess  in  . .    I?* 

-  -  absence  of  symptoms  in 


\ 


8.  i«.  :■• 
..   *^ 

«5.  f* 


miliary  form 

achiiu;  in  loin  in  . 

age  of  patient  in . 

albuminuria  with 

sliglit  in 

anuria  in .  . 

caseous  form,  abscesw  in      5?* 

origin  as  primary  foca> 

in  one  kidney      3^1.  fi:^ 

causing  pleurisy..  ..     1.: 

Cheyne>Stokes  '     n^spira- 

tion  in. .  . .  ..    l:l 

colic  hi      . .  . .         125,  >■? 

cystitis  secoudarr  to     .,    ^:^ 

—  cystoscopy    in   (i*tate    V. 

Fig.  D,  p.  308)  6:?6,  tir* 

diagnosis  from  t)rro«vth  . .     ti- 

renal  calculus  . .         310.  e:?^ 

tyi>hoid  fever  . .  . .    61' 

vesical  tubcniJloeus 

312,  «S 
frequent  micturition  in       3»«. 

310.  312,   391.  4M,  626.  <?> 

htomaturia  in       .  .  16,  304,  Sum. 

3»4,  62«.  «^ 

—  increase    in    severity    of 

symptoms    witli    infec- 
ti<Mi  of  pelvis  in 

—  infection  of  ureter  in    . . 

—  inoculation  of  guinea-pigs 

in  diagnosing  . . 

kidney  enlarged  in  3»4,513.»;::9 

miliary  form  of  . .         394,  6r< 

—  muco-pus  in  urine  with      ^-O 

—  -  pain  in  penis  at  end  of 

micturition  in. 

—  plugs  in  urine  in  . 

—  polyuria  in 

—  primary 


\  —  -^^«LUtlB  from 


VS«<««^^«»li«  ^Va^.  yj;^ 


43> 


KIDSEV,    TUBERCULOSIS    OF—LABYRISTH 

KiDk  d(  Uir  rolon  CBiulns  roa- 

KMH-UrfDn  "btcllliii      (a« 

hMlUiB  DlnliUitrae) 
Ktampke'i  ]>iinlT>li  . .       GJS 


clilldren 


-  tubm-uUmrfUitimlueta   01 

-  iirbtuj  ctuiiinfl  In         -  -     AJ 


flbslDD,  JmrhiLred  In  pinljaU 

ol  HDtmor  cnirul  nem. .  f 

'  -  lost  in  «^tlo  pinUjili. .  i 
-  In  popUtol  mbvao 

lismD^lllr  ^ritii  of     . .  : 

-  ILcben  plnnuH  nAvtlnj       .  -  I 

frwiiu^ntLr  ilhileadad  Ln  ' 

--'1  in.  ill  Mp-UiiiiC  diMMt  : 


-  pivri 


ruloup,  Itukn-'a  cjit  In 


.1  I  -  "  tl^iirh  atrophy  n 
II  .  KneMUKWiiwi"-- 


'"■'■"a, 


Aw  to  liTJrcHieplkTO^  . .     3V1  phniniuniii 


n  rlolit  lumbar  rcolan..     ia;     -  -  Iits 
.innibitian  bf  tumour  of  h 


-  ready      diitappe^uKe      in 

Fl-'lUnc  ol  . .         . .  S»; 

-  En  TDDtliV  pFrcHi«al  atri>riitf  iW 
-unrquaiwilliconu..         ..  HI 

-  -  In  mnrni  iisralriUe  of  th« 

-  -  linnipttgiii  .'.'       aVi,  !tl7 

nrrvoui  A\a,Ka  . .     391 

EdM-jDlnt.  locking  of,   from 

ilbplaced  cartllaga        ..     399 
EsKn-iiTlndna,     clnhaaii     ot 

-  Innij,  limnopl'THlB  from      ..     3IT 
Knife-mtrr  ciyntala  of  triple 

plm«ph»t» ^F*.  IM)     ..  B!S 

Snofk-knt«  in  Moiwoliam    . .  SIA 

from  rickela  . .         . .  ill 

ocim,     re    nrvki^brachiAl 

pU-IUH Ml 

re  lumbosacral  plexua      , ,  M 

oi.lik'a  Apols  In  rnoalo*   . .  SM 

Krmlli^linnil  (aee  ClaH'liand) '  IIT 

-  -n  <in  Zrhtn  (we  Claw 

•ril  vulvBU  aite  i'licldeii^  onio 
Dnlmion  villi  Irukoplakio 
vulrltla  ..170 

-  -  dyspareunia  Irom  ..     HI 

KnhlHl,  'luias  of  ..         !!  181 

-  >amMne.l  »lth  toriloaii      ..  183 

-  iK'irll^m  due  to      ..         ..  SU 

-  Iroiri  hydatid  disoaH  of  ver- 

-  inlanlili™  will.      '.'.         '.'.    SIS 

-SomrirfcrW  '.'.         '.'.    SU 

-  HD'I  aciillwi^  awnrlatfd    181,  IM 

ImkopUiiia  ol      . .         321,  770 

-  mTvoma  of..         ..         ..     ftl^ 

-  criliMna  ol  In  acDtfl  ni^liritli    *i» 
L«»»»r,  "alterpiilna"  o[    ..     WHI 

-  dincultfiHr  nntoria)      ..     ^7 

-  pnraly^ia  of  anlerii^  cnral 

-  proloni;cd.birljipal4i«ducto  IAH 

-  tendemeeB  in  thr  bonk  from    TSV 

-  urinary  flataia  afler  . .     41S 
L«*yrinth,   ewupe  of  lienor 
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LA  B  YRISTHISE  DBA  FN  ESS— LA  R  YXX 


I*ibyrinthine    deafncafl,    how 

indicnted 
Tjaceration  of  Ic*?,  talipes  from 
Liehrymtl  absoetf,  epiphora 

from         

-  duct,   oi)iphora   alter  exci- 

sion of      . .         .  •         • • 

-  obstnxotion  ciuwiusj  epiphora 
ityringiiu;  iu  duiffaosia  of 

-  ghnds,     cnlarifcment     in 

chloroma 
in  lymphatic  leukicmiii 

-  nerve,  skin  distribution  of 

-  secretion,     arrnst    of     in 

paralysis  of  fifth  nerve  . . 
Ltchrymation  from  conjuncti- 
vitis 

-  comeiil  nlceration  . . 

-  date  of  fir^t 

-  in  influenra . . 

-  iritis. . 

-  major  trigeminal  neuralgia 

-  running  at  nose  from 
Lacrofiwe,  crump  during 
Lactation,  acute  ma!>titi«  in . . 

-  araenorrhfpa  due  to 

-  arunmia  duo  to  prolonged . . 

-  breast  changes  in    . . 

-  discharge     of     milk     from 

nipple  during      . .        201, 

-  flui^ing  in  . . 

-  mastodynia  in 

-  prolonged,  followed  by  tetany 
Lactic  acii  in  gastric  contents 

1'90,  333,  351,  353,  845, 

in  gastrectaais. . 

gastric     carcinoma 

351,  353, 

-  tlierapy  in  in<licanuria 

-  in  VBpinal  sei'nstions 
LactOM,  durkcutng  with  picric 

ai'id 

-  dlHtinotion  from  glucose  . . 

-  osazone  cr>'st;ils  from 

-  reiiuction  of  bismuth  by  . . 

-  in  urine,  test)  for  . . 
I/acnncc,  metallic  tinkling  of 
r.iaBvulose  in  urine 

Jjalling,  dofmition  of.. 

-  perswtonce  of,  indicative  of 

men*Al  deficiency 

Lamina  cribrosa  iCl,  4«2, 

Landouzy  -  Dejerine'a  facio- 
scapulo  -  Immcral  myo- 
pathy, characters  of 

fiiiVilLiry     contractions 

nire  in 

muscul'ir  atrophy  in  . . 

Ijandry's  paralysis,  acute  onset 

parnplei?iu  from..         5G2, 

plantar  reflexes  in 

I^anguagc,  written,  unaffected 
by  word  ileaf  ness 

T^anu'jro-liko  hair 

Laparotomy,  after  abdominal 
injnrv 

-  in  diaonosing  acute  abdom- 

inal   conditions      90.  34'J, 

h{Pmorrha(;ic  pancreatitis 

pancreatitis     ..        7*J1, 

-  -  carcinoma  of  cncxnim 
colon 

gnll-bladder 

-  —  Kiim^oid  colon  .  • 

clironlc  pancreatitis 

cicatrized  bile-ducta 

-  -  colic  . . 

-  encysted  ascites 

--  -  gall-stones  . .        364, 

-  gastric  carcinoma  352,  71 S, 
general  i>eritonitiH        645, 

-  -  gumma  of  liver  . . 

-  hepatic  absceen  . . 
growth 


1S9 
132 

250 

2  V) 
250 

2ro 

5l>9 

C59 

8(^7 

255 
S0« 
•J.V(» 
5415 
L'55 
495 
203 
177 
743 
23 
in 
7  J?. 

743 
2GH 
479 
178 

816 
815 

816 
349 
210 

290 

290 

290 

290 

290 

193 

291 

688 

688 
463 


561 

1.58 

70 

562 

567 

81 

681 
81 

616 

780 
646 
846 
726 
btn 
278 
735 
361 
365 
645 
719 
365 
848 
713 
279 
279 
S79 


LafHirotomy  in  diagnosing^  contd. 

hydatid  cyst  of  liver     279,  364 

disease*  ..         ..     720 

intestinal  obj>tniction    . .     267 

-  -  mesenteric  embolism     . .     432 

mucot-ele  . .  . .         . .     281 

retro|)eritoneal  cysts     . .     725 

-  -  Riedel's  lol)e        . .         . .     279 

splenic  lurmorrliage       . .     7<H) 

straniniUt«d  spleen        . .     7<K» 

subphrenic  abscess         . .     5<»1 

suprar(>nal  t^miour         . .     690 

tubercJilous  cavum        . .     736 

liver      . .  . .  . .     414 

-  distuuniishing  kidney,  supra- 

renal, and  splenic  enlarge- 
ment        . .         . .         . .     726 

rensil  ami  suprarenal  tu- 
mours  . .  . .         . .     393 

-  luematemesis  after..         291,  SUl 

-  infective  peritonitis  from        614 

-  scar,    peristalsis    visible    in 

ventrrtl  herniation  of     . .     570 

-  urgent,  in  acute  abdominal 

conditions  . .        485.  846 

>  visible      intestinal      peristalsis 

an  indication  for  . .     571 

LanlacooUl  casts,  renal  10 

-  dlwaM,    absence    of    ascer- 

tainable cau-e  extremely 
rare  414 

-  -  affection  of  intestines  in      696 
albuminuria  in  8,  10,  197, 

414,   696 
39,  696 
45,  48 
in  diagnosis 


696 

696 

39 

414 

l97,  414,  696 
. .  696 
39 
414,  696 
..  414 


aiucmiu  m 

anuria  in . . 

blotni-count 

from  leukirmia 

—  in  bronchiectasis 

causes  of. . 

from  congenital  syphilis 

diarrb.cpa  in 

from  empyema 

fai'ies  in  . . 

liver  enlarged  in 

firm  in  . . 

from    long-st^indiug  sup- 
puration ..         414,696 

syphilis         . .         . .     414 

low  specific  gravity  urine 

in  197 

patient  weak,  frail-look- 

in!T.  and  bl(>odlet»  in  . .     696 

from  phthisis       . .  . .     696 

polyuria  in  58?,  684,  696 

—  renal  changes  in  . .     696 

sago  spleen  in      . .         . .     696 

severe  chlorotic  anxmia  in   696 


-  in  spinal  caries  . . 

-  spleen  enlarged  in 


..     696 
197.  414. 
692,  696 
39 
411,  696 


symptoms  of 

in  tertiary  syphilis 

tube-c;ists  in       . .         . .       10  ! 

now  uncommon  in  tub«T-  j 

culous  joint  disease    . .     386  , 

of  liver,  cliaracters  of    . .       10  ' 

of  spleen  ..         ..10,  414,  696  I 

Large  intestine,  carcinoma  of  , 

(sec  Colon,  Carcinoma  of)  ' 

LarynQOal  affections,  ptyalism  | 
from   difficulty   in  swal- 
lowing in 591 

-  branchw   of    vagus,    effect 

on  cough 171 

-  crioes  of  tal>es         465,  466,  562  I 

-  diphtheria  (see  Diphtheria, 

Laryng<;al)  ' 

-  obstruction     (see    Larynx,  ' 

Obstruction  of) 

LARYNGEAL     PARALYSIS 

(see  Paralysis,  Laryngeal) 

Larynoimtui   ttrMului,  acute 

dyspnoea  in        ..         ..    466 


'»" .   —I 


iM 
67; 


Larj/ngirtnujt  utridHlas,  roM'd. 

carpoptf<ial  spaism  with  . .    4«3* 

t»onvulsions  with . .         . .    -I'-i 

cyanosU  in  . .         l^5.  W^ 

mistaken  for  iliphtlieria        tv> 

ortliopna'H  in        . .       45.'',  4v« 

paroxysmal  laryngeal  ob- 
struction in  '  . .  ..    4*>; 
in  rickety  chikln'n        170.  4*  v 

Laiyn^tis,  acuta,   a^^oiuation 

witli  acute  plinryiigitis  . . 
blood  streaks  ui  sputum 

due  to  diptitl'.eru 

dys{iliatri;t  from  . . 

(jedematous,  from  staphv- 

kxHxvus  . .         ' . 

rapid  oedema  of  larynx  in 

673 

sore  throat  in 

suffocati\e,   baoteriolocy 

rapid  cyautiKis  from    . . 

-  tracheotoriiv  in    . . 
--  bacteriolotrit'ul    iliatmo^is  of 

nature  of  1 S.'.,  •J26,  465,  67",  *'> 

-  in  cwigenital  s>-philJs         , .    4 1». 

-  diagnosis  of  laryuqesl  par- 

alysis from  . .         . .    .'07 

-  dry  cough  in  ..         ..     17J 

-  luemoj»tysis  in        ..        31S.  zti 

-  hoar^ieni''^  in  . .         22»>,  'm*. 

-  laryngeal  obstniotion  from       4<'"» 

-  larynsrost*opic  iii<iK<ctiou  in     *'>' « 

-  In  measle:*    . .  . .  . .     it*- 

-  pneumocoival  . .         465. 4«'i 

-  causini;  rough  cotich         ..     17'» 

-  streptococcal  . .         . .     K> 

-  stridor  due  to         . .         . .     7"^ 

-  typhiiitic >•'• 

bilateral    ..  ..         3-'5.  t;7S 

-  diacmo^is  of         . .  ..    Zt'^ 

from  cttTcinomu  • .     t'>7S 

tuberculous      . .  226,  'i?* 

dysphagia  from  . .  . .     -^ 

effect    of    m«Tcury  and 

iodide  in  diigiio^is  of . .  671 
extensive  bilateral  ti:Mie 

destruction  in..  ..  .".ri 

hetihng  with  deformity  in  ".-'> 

lia>moptysis  from  31  ^,  .".,.■> 

tt'dcma  of  larynx  in       . .  *•»•» 

sore  tliroat  ironx  ..  «w«> 

subacute  mtture  of        . .  «7G 

-  -  Wassermanu's  reaction  in 

325.  674 

-  tuborculoui,     api«.^     kui'j 

signs  in    . . 

asisociation  witli  phthisis 

bilateral  occurrence  of  . . 

-  how  diagno>*ed    . . 

diagnuiiiis  from  carcinoma 

syphilitic  laryngitis  . . 

dyspluu;iu  from  . . 

liauiioptysis  from  318,  .i-7» 

-  multiph;  sh:illow  ukens  on 

epiglottis  in     . .         . .     o1'* 

a[^dema  of  larj'nx  in        . .     \*^'> 

primary  hing  duease  in 

325,  «74 

sore  tluHwt  from  ..     67(» 

stridor  from         ..         ..     7l«» 

-  -  subacute  nature  of       . .     671^ 
tubercle  bacilli  in  si>utum 

in  ..         ..        .^25,674 

tuberculosis  of  tonsil  with    67'.' 

linryngoscope  in  diagnosis  of 
cause  of  liirmoi»tysiR 

-  essential     in     diagnosing 

laryncreal  ulceration 

-  Inspection  by  in  laryngitis 

-  in  laiyngeal  paralysis       537 
Larynx,  affected  early  in  my- 
asthenia gravis    . . 

->  affectioDS  of,  vertigo  due  to 


;e5 

1.74 

•  •    ' 

<'.7.-> 
f.7-"i 


325 


2-6 
673 
559 

225 
828 


LARYNX— LEUCOCYTE    COUNT 


iiotnn  ol,  L^pmoptjBSaCrQDi 


lof  omolor  i"*^. 


la(««FDHtgl> 

Qptyato  in    ai8, 

by  cough   on 

ol  >iU  ol  mptn- 

8  if,  mlMsken 

.■ttuswol 

..184,166. 

'rom  diphtheria.  .  64?,  T0& 

rom  lonlim  bodj       let,  142 


RtnnitiUTfngH]  ■tAcm  843.110 
(rom  MreptocMal  liirjn- 


n  in,  munlni;  dysphagli 
'«l«ot,  duetosypbilia  ..    G40 


Mi  I  -  •puClcitT  ol 


-  Wcrdniv-HoOEOHaa  pBralyein 


on  of  urine  iu  . .     U7 
u;  gait  In         . .     IIS 


t  (•«  Scollnbl 
n       pimilisl. 

,   atrophj   of     fiflO 

roolfl  vupplyhiff  Afiil 

™1pli«l»     ..'     S6S 


ISB 
L«ml'«  l»t  tor  »«i™ 
LewmuD'Donorui  b 

LdjOimui'a  ■tai^  ST.  U,  S4 

Lonon-jeUow  colour  of  ikia 

in  pnoldoDa  uiHiila  tlD,  MS 

polyuria  caiued  by        . .     fiSl 

-  diiJocation  of,  JmgulArlty  of 

LmtiKO  (tee  T^xUmj ' 

Lapronr.  BBBBihMli  In 


liflBCh.bitB,  purpnrm  from    fiVO,  697 
Lag,   Atrophic  patoj  of   ono, 

from  ECU  tepc^amyclitll  lSe,M4 


.  "  nofloaum  nlTfptlng  . .  4A0 
bystcTlcal  psislrsU  of  ! !  Ml 
■  method  of  mnisurinirlfniiUl  of  laO 

.  -inS^rv/lkin'ofr/iiF.  HaV     Ml 


■.\^  deformuH         ..     IS 


La.    PIHALVIIS  OF    ONE 


Id  pMudo-hjpatroiihic  pi 
■  pMudo-cedHiu  of,  in  my 


-  bci>FrHtb(«li  of  ooduln  in  4W) 

■  of  laryn" M« 

■  -  lismoptrela  In  SIB,  SS» 
'  kpra  builliii  in  Inlona  of. .  tit 
■ in  nnsal  diHchsTRe  in..  4aB 

-  Iupu>  simulattng    ..         ..  4M 

-  lymph  ifianilA  emirp«J  in  . .  424 

■  mucoaa  membrane  tflBcted 'in  4M 


.  perforatbi^    ulrer 


-  now.  epiituk  In  .  .     IM 

Bncin.  Hheent  from  urine   In 
phoBphtfue  polBonin^    . .     973 

yellow  (trophj    10:.  370,  841 


930 


LEUCOCYTES— LIGHTNING    PAINS 


LtUOOCytet,  abnormal  varieties  of  29 

-  in    blood,    yariatioDS    with 

digestion  and  time  of  daj    899 

-  excess  of,  in  urine  in  bacteri- 

uria  . .  83,  84 

-  normal  varieties  (Plate  If)       28 
LeucocytliBemia  (see  Leukemia) 
Leococytic  renal  tube  casts. .         7 
LEUCOCYTOSIS  ..399 

-  absence  of  in  malaria      371,  588 

-  in  acute  f^noral  peritonitis    472 
cellulitis    . .  . .         . .     456 

-  after  severe  loss  of  blood  . .     400 

-  definition  of  . .         . .     399 

-  with  empyema  of  gall-bladder  280 

-  with  hepatic  abscess  279,  369, 408 


in  Hudvkin's 
in  leularmia 


disease  617 

64,  802,  366, 

599,  620,  693 

new  groTK'th  of  stomach     . .  691 

with  parasitic  worms         . .  620 

in  pneumonia  . .  89,  645 

pregnancy 399 

pytemia         649 


with  ruptured  tubal  gesta- 
tion . .         . .         •  • 

-  significance  of,   in  pyrexia 

wiUiout  obvious  cauae  . . 

-  in  septic  arthritis    . . 

-  di^t    in    fungating   endo- 

carditis    . . 

-  In  subperiosteal  abscess 
>  subphrenic  abscess,  501,  720,  721 

-  due  to  suppuration . .        614,  620 

-  in  suppurative  peritonitis. .     645 

-  trichinosis    ,,^     . .         . .     604 


646 

620 
376 

39 
750 


of 


-  typhus  («vf r 
UyeodMinla.     diagnosis 

chloasma  from    . . 

linece  albicantes  from 

from   scldrodermia,   mor- 

phaui,  macular  leprosy. 

syph  Hides,  and  partial 

albinism 

-  macular        

-  pigmentation  of  the  skin  in 
Lcnioonycliia    . . 
LEUCOPENIA 

-  in  malaria   ..  808,  869, 

-  pernicious  annmia  . . 

-  splenic  annmla 

-  typhoid  fever  90,  872. 
Ltyeorriiaa    (see    Discharge, 

Vaginal) 
Ltulwmia,     acutt,     without 
enlarged  spleen  or  gland 

-  albuminuria  in 

-  albumosuria  in 

-  amenorrhoca  in 

-  annmia  severe  in     469, 

-  ascites  in 

-  basophils  corpuscles  in 
~  blcedinff  pums  in   . . 

-  blood  per  unum  in  . . 

-  blood-count     in     diagnosis 

from    lardaceous    disease 

-  cachexia  in 

-  Cliarcot-I/eyden  crjrstals 

-  compression  of  the  lung 

-  duration  of  . . 

>  tfliltrBad  portal  olandt  in 

-  -  lachrvraal  glands  in 

liver  in 

lymphatic  glands  in 

salivary  glands  in 

q)leen  in    31,  69,  64, 

314.  690,  617,  067, 

-  epist-ixib  in  . .        261, 
~  hlem-ituria  in         . .        805, 

-  bmnoptysis  in 

-  hcnnorriiacro   from   mucous 

membranes  in     . . 

-  heavy  sweats  in 

-  hyperplasia  of  marrow  in 


371 

675 
402 


575 
423 
424 
445 
401 
698 
30 
411 
697 


617 

10,  17 

20,  21 

23 

699,  649 

64,  122 

31,  32 

..       85 

..       90 


in 
in 


76, 
31, 


606 
114 
118 
667 

31 
362 

31 
414 
362 

31 

76,  802. 

692,  693 

302 

314 

318 

649 
G49 
776 


Leukctmia,  corUd. 

-  infarction  of  lung  in 

-  irritability  in 

-  jaundice  in  . . 

-  leucocytosifl  in  64, 

399.  599,  617,  620, 

-  lymphatic,  albumosuria  in 
anaemia  in 

ascites 

bloo<i  chan^  hi  81, 

cliam^es  in  liver  in 

enlarged   axillary    glands 

portal  glands  In 

hsemorrhagic 

high  colour  index  in 

Jaundice  in 

leucocytoeis  hi    . .        399, 

-  -  lymphatic  gland  enlarge- 

ment in         5$,  59,  76, 
419,  421,  699,  617, 

lymphocytosis  in  cerebro- 
spinal fluid  in  . . 

lymphocytes  in   . .        802, 

-  -  myelocytes  in 

pleuritic  effusion  in 

purpura  in  . .        696, 

-  -  relation  of  chloroma  to. . 
spleen   scarcely   oilarged 

in  some  cases  . . 
-  enlarged  hi  59,  599,  692, 


483, 

32. 

81 


469, 


-  metrorrhagia  due  to 

-  mixed 

-  myelocytes  in 

-  nerve  deafness  in    . . 

-  noises  in  the  ears  from 

-  oedema  of  legs  from 

-  poricarditis  in 

-  peripheral  neuritis  in 

-  pleuritic  effusion  in 

-  priapism  in  . . 

-  punctate  basophilia  in 

-  pyrexia  m  32,  609,  617,  620, 
>  rigors  in  648, 

-  serous  inflammations  in     32, 

-  shortness  of  breatli  in 

-  skodaic  resonance  due  to  . . 

-  ^lianomMlullary,  absence  of 

glandular  enlargement  in 

albuminuria  in     . . 

albumosuria  in    . . 

ascites  in 

blood  changes  in       31,  76, 

-  diacmosis  from  new  growtli 

of  stomach 

differential  leucocyte  count 

eosinophilia  in    . .        248, 

leucocytoeis  in  64. 

myelocytes  m    29,  64,  302, 

(tleuritic  effusion  in 

purpura  ui 

spleen  enlarged  in 

61,  617,  692, 

-  tenderness  in  ribs  in 
of  the  sternum  in 

-  thrombotic  infarcts  in 
of  spleen  in      . . 

-  uric  acid  in  . . 

-  von  Jaksch's  disease  simu- 

lating 

-  wasting  in   . . 

-  T-rays  in,  effect  of  . . 
LfUkoplakia,  age  incidence  of 

-  epithelioma     arising     from 

(7^a/<' Jr,p.8l4)770,  813. 

-  syphilis  causing      . .        237, 

-  of  vulva        . .  . .        768, 

-  -  a  cause  of  dyspareunia  . . 

intense  itching  from 

Levaditi's  method,use  for  q>iro- 

clupta  pallida 
Ltvator  anguli  scapuisB,  nerve 
supply  of 

-  ani  muscles,  constipation  due 

to  weakncM  of    . . 


321 

31 

362 

302, 

693 

20 
699 

58 
366 
414 
421 

58 
599 

32 
366 
693 

416, 
693 

339 
693 

32 
122 
599 

44 

693 
693 
435 
693 
,  32 
191 
794 
401 
122 

70 
122 
586 

30 
649 
6^19 
122 
100 
667 

64 

17 

20 

64 

693 

690 
693 
249 
693 
693 
122 
596 

693 
776 
776 
10 
700 
817 

42 
649 

81 
770 

814 
813 
770 
221 
770 

769 

560 

149 


character  of 
528,  529,  53,1. 
from    papu- 


Lerator  ani  musdes,  corUd. 

function  in  defaecaticn 

injuries  of,  causing  pro- 
Lips*  of  uterus 
painful  spit^ra  of 

-  palpel)r<e,  congenital  aboience 

or  ill-development  of     . . 

paralysis  of ,  causing  ptoitu 

spasm  of,  in  exophthalmic 

goitre    . . 
Leyden's  myopathy,  fibrillary 

contractions  rare  in 
Uce,  pruritus  caused  by 
Uchan     annularis     affecting 

fingers 

-  planus  affecting  fingers 
flexor  surfaces 

chariicter  of  papuk  <rf  52l^, 

diagnosis     of      piQnriasts 

rubra  pilaris  from 

from  ecxema  . . 

)isoriaAis 

syphilides 

verruca  plana . . 

intense  itching  in 

involvement  of  lips  in  . . 

macules  in 

papules  in  . .         657, 

pityriasis  rubra  after 

predilrction     for      flexor 

suriaces 

pruritus  in 

simulatetl    by    xanthoma 

dinheticorum  . . 

unibilicatiou  of  papules  in 

vesicles  in 

wheals  in 

-  ruber  planut, 

papules  in 

diagnosis 

Isr  eczema 

«yi»!iilides . . 

staining  of  skin  after 

-  ttrofulosorum.    absence    of 

itching  hi 

cliaracter  of  papule  of  bi"^, 

distinction    from    miliary 

papular  t(yphilidc» 

papular  ecsenui 

xerodermia 

long  duration  of 

pustules  in 

relati<»n     to     sel>a<*eous 

elands  . . 

scales  in   . . 

tendency  to  rwurrence  of 

-  urticata"*,  pniritus  in        SS*?. 
Lichenixation,  pruritus  in 

-  of  skin  in  prurigo  . . 

Lientery  

Lift   attUranet,    accentuation 

of  heart  sound  and 

albuminuria  in  relation  to 

im(K>rtiince   of   not    mis- 
taking    reiluction     by 
uric  acid  for  glycocsnru 
polyuria  caused  by  exam- 
ination for       . .        581, 
Liftini?  weiirhti.  orchitis  from 
Ligature  of  arteries,  gangrene 
from  . .  . .         L'82. 

-  (Pdema  of  limb  caused  by . . 
Liglltnino,  gancrene  from 

-  paint  in  childhooil.. 

in  face  in  tabes  dorsalis. . 

-  -  In  tabis  . .        350.  489. 

507,  662. 

all  decrees  of  severity  m 

bilateral  character  of 

fleetimr  nature  of 

frequently     the     first 

symptom 

-  -  -  induced     by     changes 

in  the  weather 
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iW 
i^9 

S53 

IM 

h^i 

607 
533 

5W 
83:' 
657 
533 

833 
4*13 
AU 
hZi 
6^8 

657 
0<8 

8415 

83i 
hZi 

658 

5S9 
533 
5'-1> 

5*9 

5:»9 

53n 
.V.'9 
5'JO 

5:9 

:i-9 

.^3^ 

5>S 
531 
197 

3 

19 
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79 

2S7 
457 
2!i-.' 
4S9 
498 
49!«, 

rM 

4!i9 
489 
489 

489 
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LIGHTNING    PAINS— LIVER.    CONGESTION    OF 


U*XY  700  ■ 

iDKiiulit]'  or  lower,  Kallabi 

motor  tkfl  aflocttng  . .  IflO  , 

muscular  twitching  of.  hk 

p Jd  lu  ixce  i^ln  In  ijmta)' 

papular  nfpiil'ldia  of        . .  flit    ■ 

pjtjri'iaifl  ro4ea  ot  . .  AAB    - 

p«C-dlphtliaitlc  panljila  of  HO 

(TBmor  of.  In  pualyilKAgi^na  7E 

mpluo  gale  In  Ulac  atwcw). .  7! 
-H*  Osit,  Abnonnalllkg  ol) 

MB  albs.  hfTDiB  along    UJEI,  11 

ALBICAHTEI  . .  M 


ouUns 


e  paralffllK,  Iom 


(■liUa       ] 

MbuTtioD    from    nbrom* 


6  polsoDlnic       . .  6 

;oli4D  Idiocy      ..  tf 

In  bulbar  paralyils  fr 

i7opath>  (Fig. 

mij  alXected  In  Impetigo  SI 

IbUjaclPTOma  of    . .          ..  %t 

-  adf&lCH  la  yordjCO'S  diflpBBB  4< 

-  flWAlllnb:  of,  ^ao  (a  mcrcurj  I 
'  iTphMltic  ulcer  on!!         '. .  8: 


-  Gotunnii  from   « 
Id  labyTintiilnB 


af  )fpBov  airophf.  row 
liaffnoBia  from  phot- 
plionu  polAonlng 


-  hypflTpjmla  In     , .     344 

-  Jaundhifl  In   )M.  M2.  370 

-  leucln    and    ^rroaln 

Innrlnfi  In  Mi,  370,  843 


.     ITO 
a,  ITO 


fugad  »llh  bjdatM 

rarity  o( 

nndlagnoaatle  during  Ufa 


itropentonaal,     dlagnuHl* 


(  duB  to  7B7,  Ul 


WwUaflHted  In..         ..  '  4M 
,   AFFECTIONS  OF   RED 


Ll«r.  A  of   tbo  body  weight 
-  A  to  iji,  of  "'"  ^"^J  "elgbt 


p»rt  of  normal 


helliii, 
and 

tehlng    in 

f% 

ion  in 
10)          M 

.ypb,lod™^ol^^. 

j^kl"H 

Ui  p*rltcl.« 

eo  Abw«s,  HapatlcJ 


-  dyspepsia  In    , 


932 


LIVER.    CONGESTION    OF— LIVER,    SMOOTH 


499 
407 
407 

407 
407 


407 
723 


406 


Liver,  conge^ion  of,  venous,  contd. 

myocardial  disease    . .     407 

pain  in  the  right  hypo* 

chondriom  in 

perihepatitis  in 

pulsation  of  liver  in  . . 

skin    tendernew}    over 

liver  in 

eliglit  jaundice  in 

smooth  surface  of  liver 

in      . .         . .        370,  407 
in    tricuspid    incompe- 
tence 

-  cyst  of,  simulated  by  pan- 

creatic cyst 

-  difllculty  in  estimating  sixe 

in  conditions  with  much 
ascites 

-  dllMMi,  ascites  in.. 

causing  jaundice 

hcemocliromatoeis  in 

increase  of  uroarythrin  in 

urine  in 

insomnia  in 

pain  in  epigastrium  from 

rigtit     liypochondrium 

from 

side  of  chest  from  . . 

shoulder  from 

and  tenderness  in  back 

from  (Fig.  204)      788,  789 

-  pleuritic  effusion  from  . . 

-  -  ptyalism  in 

urobilinuria  in 

xanthoma  multiplex  with 

-  ditpiacod   by  fluid  hi  chest 

193,  405 

chest  conditions  simu- 

lating  enlargement. . 

downward  by  abscess    . . 

in  general  visceroptosis . . 

-  -  due  to  spinal  curvature. . 

rickety  chest  deformities 

right  lobe  of  from  tight 

lacing    . . 

right-sided  pneumothorax 

upward  by  meteorism  . . 

-  deep     furrow     from    tight 

lacing  or  belt 

-  dropped                    . .        148,  473 
LIVER     DULLNESS,     DEFI- 
CIENT       

— in  acute  yellow  atn^hy 

30a,  370,  404 

in  emphysema  246,  406 

from  gas  in  peritcmeal 

cavity 
from  presence  of  intes- 
tine in  front  of  liver  . . 
in  hepatoptosis  . . 

-  meteorism 

general  peritonitis 

(liminution  in  tight  lacing 

dome-shaped       extension 

upwards     in     tropical 

Iiydatid  cyst  . . 

extent  of 

-  dwarfing  of  one  or  other  lobe 

in  alcoholism 
syphilis     . . 

-  ado*  of,  in  chronic  univerBal 

perihepatitis 

cirrhosis 

fatty  degeneration 

-  firm    and     uniform     in 

health 404 

-  -  lardaceous  disease  . .     414 
lymphadcnoma   . .         . .     414 

—  rounded  in  fatty  liver  . .  414 
secondary  carcincnna     . .  412 

—  venous  congcstifm         . .  407 
->  embiyomata  of,  ImpoMibi- 

lity  of  diagnosis  during  life  41S 


Lirer,  contd. 

-  engorgement  in  pneumonia    373 

LIVER,  ENLA  RGED    369,  404.  407 


53,  59 

362,  368 

..  575 


819 
356 
779 

779 
779 
779 


123 
591 
818 
805 


405 
720 
473 
405 
405 

405 
405 
716 

405 


404 


406 

406 
..  406 
404,  716 
..  644 

401 


409 
415 
404 

404 
404 

412 
409 
414 


363 

..  371 

55,  366 

..  411 


363, 
363, 

•  • 

and 


300, 
370, 

369, 


rectal 


368 
365 
368 
309 

24G 
61 
324 
370 
370 

367 


364 
372 

405 

324 

391 
363 
615 
294 
410 
651 
303 
415 


from  abscess 
active  congestion 
and  ascites,  causes  of 
in  bronzed  diabetes 
from  carcinoma  .  .60, 
in  catarrhal  jaundice 
cirrhosis  60,  301, 

cliolaiigitis 
chronic     bronchitis 
emph^-sema 

-  heart  failure    . . 
compression  of  lung  by . . 
congenital  syphilis 
congestion  . .        363, 
diagnosis  of  cancer  of  colon 

from 

-  from  renal  tumour    391,  392 
in  distoma  hcpaticum  in- 
fection . . 

epidemic  jaundice 

extreme  depression  simu- 
lating     

fibroid    lung    and    bron- 
chiectasis from 

free  downward  movement 
wiUi  inspiration  of 

witli  gall-stones  . . 

gumma 

haQmatemesis  with 

in  Uanot's  cirrhosis 

hepatic  abscess  . . 

Tlodgkin's  disease 

in  hydatid  disease 

importance      of 
examination  in 

with  jaiwdice,  causes  of  363,366 

lardaceous  disease    10,  39,  696 

in  leukaemia         . .         . .       76 

lymphosarcoma  and  lym- 
phadenoma      . .         . .     366 

in  mitral  regurgitation  238,  240 

normal  resonance  in  loin 
unimpaired  by 

obstructed  common  bile- 
duct 

obstruction     to     inferior 
vena  cava  by  . . 

-  of  portal  vein  by 
phosphorus  poisoning  363, 
pseudo-leukemia 

Bylephlebitis 
[  relapsing  fever 
from  secondary  cardnomA 
sharp  edge  in 
simulated     by     omental 
tumour 

-  tuberculous  peritonitis 
simulathig  renal  tumour 
in  splenomegalic  cirrhosis 
suppurative  pylephlebitis 
swelling  of  chest  wall  from 
from  syphilis       . .  55, 
tricuspid  regurgitation., 
tropical  absMSB  . . 
tumour   of   right   supra- 
renal capsule  simolatiDg 

varicose  abdominal  veins 

from 

-  fatty 


I  - 


367     - 


392  I  - 
363 


825 
692 
373 
42 
370 
373 
412 
391 

367 
56 
392 
369 
649 
194 
363 
106 
408 

367 

825 
414 


—  absence  of  symptoms  due  to  414 

-  in  alcoholism      . .         . .     414 

-  characters  of       . .         . .     414 

-  from  phosphorus    . .       87,  414 

-  in  severe  anaemia  ..     414 

-  tuberculosis         ..         ..     414 

-  uniform    enlargement   of    414 

-  in  wasting  diseases        . .     414 
fluke  (see  Distoma) 
gas-containing  locuU  in      . .     231 
gunmia  of  (.see  Oumsu  of 

Liver) 


Liter,  contd. 

-  hard,  with   definite    beaded 

edge,  in  cirriiusis . .         ..     36S 

-  hard  no«iules  on.  in  seccMid- 

ary  carcinoma . .  ..     412 

-  very  liard     . .  . .  i^.* 

-  hobnail,  with  ascites  . .      &} 

-  hydatid      cvsts      of       (see 

Hydatid  Cysii«) 
injiUT,  al>!«cess  of  liver  from    ii^ 
lardact*ouA  (see  Lardaceous 

Diseane) 

-  large  und  ^mootli  in  stencta* 

of  bile-ducti^        . .         ^5,  4l<i 

-  lateral  mobility  in  hepato- 

ptoi^is        . ,  . .         ..     ¥f^ 

-  lobes,  abnormal      . .         . .     7i'3 

-  k^ulation,    when    present, 

due   to   previcHis  disease, 
not  mal-development     . .     401 

-  local  enlargement  in  gumma 

of  liver      . .  . .         . .     570 

-  lower  edge  normally  palpable 

under  right  ribs  on  deep 
inspiration  in  thin  people    4f>4 

-  iymphadanoma  of,  absence 

of  jaundice  in      . .         . .    414 

pain  in  . .         . .    414 

tenderness  in  . .         . .    414 

diffuse  form  of     . .         . .    414 

firm  edge  of  liver  in       . .    414 

nodular  form  of  . .         . .    414 

undetectable  in  life    ..    414 

-  -  smooth  surface  in  . .    414 

uniform  enlarged  liver  in    414 

•-  melanotic       sarcoma       of, 

melanuria  due  to  . .    S2? 

neoplasms  of.  causing  pleo- 
ritio  eiTifiiion        . .         . .     123 

-  normal  situation  of  ..lit 

-  nutmeg  (see  Nutmeg  Liver ; 

and  Liver,  Congestion  oi. 
Venous) 

-  pain  in  (see  I'ain  in  liver) 

-  palpation  of  norm*l  . .    4iVt 
peritonitic  rub  over  611 

-  primary  cancer  of  (see  Car- 
cinoma of  liver,  primary) 

sarcoma  of,  indistinguish- 
able from  carcinoma..    413 

-  pultatila         61,  106,  370,  4U7.  764 
diagnose  from  transmitted 

movement  from  aorta    407 
hypertrophied  heart  407 

-  pushed   up    by    abdominal 

tumoura   . .         . .  40C 
by  ascites    . .         . .    4W 

-  relationship    to    abdominal 

waU  404 

-  relatively  larger  in  children 

than  adults  . .  . .    4i)4 

-  Riedel'8  lobe  of  (see  Riedel's 

Lobe) 

-  rotation    round    horizontal 

axis  in  hepatoptosis       . .    4(*<i 

from    upward    extension 

of  right  renal  tumour. .    Z92 

-  rupture  of,  hseraoperitoneiim 

from         . .         . .         . .     717 

-  sarcoma  of  (see  Sarcoma  of 

Liver) 

-  secondary    cancer    of    (see 

Cnrcinoma  of  Liver) 

-  riirunken,  in  cirrhosis        . .      (** 

-  slight  depression     in    dia- 

phragmatic pleurisy        . .    40i 

-  tmooth  in  chronic  universal 

perihepatitis        . .         . .     Wi 

fatty  degeneration  411 

Uanot's  cirrhosis  . .    410 

-  and  hard  in  general  con- 

gestion ..         ..407 

-  -  health 404 

-  Isrdaoeoas  disease  . .    414 
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T  ver,  conid. 

lA>rdosis,  contd. 

Lung,  contd. 

-s  spit,  in  fatty  d^eneration . . 

414 

-  and  kyphosis  combined    . . 

183 

-  collapse,  in  aortic  aneurysm 

482 

a.^splenomegalic  cirrhoeis  (see 

-  myopathic,  illustrated 

183 

from  bronchial  stenosis 

322 

.H      Cirrhosis  of  Liver,  Spleno- 

-  secondary  in  rickets 

214 

-  comprossion      of,      absent 

,'(      me^lic) 

Loss  of  consciousness  (see  Coma) 

breath  and  voice  sounds  in 

331 

t  Bfareptotrichosis      of      (see 

-  weight  (see  Weight,  Loss  of) 

-  -  by  ascites            . .        324, 

668 

k-      Actinomycosis   of   Liver) 

Love,  lose  of  weight  due  to  . . 

848 

big  heart  . .         . .        324, 

667 

;  <  suppuration,    subphrenic 

Lower  extremity,  pain  in  (see 
Pain  in  t^e  Lower  Bx- 

—  carcinoma  of  the  liver   . . 

667 

X       abscess  from 

720 

—  —  empyema              . . 

324 

»  swelling  of,  rectus  abdominis 

tremity) 

486 

fibroid  lung  and  bronchiec- 

^,     muscle  mistaken  for 

723 

-  jaw  (see  Jaw) 

-  limb,  tables  of  innervation 

tasis  from 

324 

^   Bwellini^  in,  situation  of    . . 

722 

greatly  enlarged  spleen  324, 667 

.  syphilis  of  (see  Syphilis  of 

of  muscles  of       . .        542, 

543 

—  gumma  of  liver   . . 

—  hepatic  abscess   . . 

667 

Liver") 

Ludwig's   angina,   oedema   of 

667 

.  i  tender  (see  Tenderness  over 

face  or  neck  in    . . 

459 

—  hydatid  cyst  of  the  liver 

667 

Liver) 

ptyalism  due  to  . . 

590 

liver  t^imour 

324 

^  tenderness  in  the  chest  from 

LumbaoOt  always  bilateral  . . 

476 

—  by  mediastinal  new  growth 

667 

affections  of 

776 

-  association  with  sciatica  . . 

487 

pericardial  effusion       324, 

667 

..   toni^e-like     projection     of 

-  diagnosis  from  pelvic  disease 

477 

pleural  effusion      324,  881 

,667 

right  lobe  of 

404 

—  tumours 

476 

—  skodaic  resonance  in     . . 

832 

\  transposition  of 

404 

-  exclusion  of  abdominal  or 

—  in  splenomedullary    leu- 

- tropical  (see   Liver,    Acute 

pelvic    growths    in    dia- 

kaemia . . 

667 

Ck>ngestion  of) 

gnosis  of 

476 

—  by  subphrenic  abscess  324 

667 

-  tropical     abscess    of     (see 

nervous  disease  in 

476 

wick  pneumonic  lymph 

324 

Abscess,  Hepatic) 

organic  disease  in 

476 

—  tubular  breathing  in 

332 

-  tuberculous,   undiagnosable 

-  myalgia  of  the  back 

507 

-  destruction  of,  elastic  fibres 

'         clinically 

414 

-  pain  in  the  back  in . . 

476 

in  sputum  as  evidence  of 

701 

-  tumour  of  (see  Liver,  En- 

- simulated     by     spondylitis 

-  distasa,  albuminuria  in 

18 

larged) 

deformans 

787 

ascites  in 

61 

-   tumed-up    edge,    in    peri- 

- tenderness  of  the  spine  in 

785 

causing    enlarged     right 

hepatitis  

60 

Lumbar  cushion 

458 

ventricle          . .        245, 

246 

-   nmbilicated  nodules  in 

-  plexus,  muscles  innervated 

pancreatitis 

116 

60,  279, 

412 

by 542, 

548 

chronic,   oedema   of   legs 

-^  various  tumours  of 

866 

-  iNincturo    in    cerebrosptaial 

from 

461 

—  venous  congestion  of  (see  Liver, 

fever         . .         . .        828, 

598 

epileptiform  convulsions  in 

172 

Congestion  of  Venous) 

—  diagnosis  of  cause  of  pro- 

 tuematemesis  In  . . 

294 

—  wandering  (see  Hepatoptosis) 

longed  pyrexia 

609 

heart  failure  from 

461 

Xiividity,  extreme  (see  Cyanosis) 

cerebral  conditions. . 

558 

insomnia  in        . .        356, 

859 

LK>bar  pneumonia  (see  Pneu- 

 meningitis 

-  -  orthopnoea  in 

859 

monia) 

328,  464,  568 

,648 

—  pain  in  temporal  region 

788 

liObelia  in  diagnosis  of  asthma 

582 

radicular  pain  in  ann 

494 

tenderness  hi  chest  from 

776 

Xiocking  of  joint  in  osteo-ar- 

diagnostic   characters   <rf 

epigastrium  from 

788 

thritls 

S84 

fluid  obtained  from   . . 

888 

-  embolic  infarct,  sudden  pain. 

from  displaced  cartilage 

388 

—  in    general    paralysis    of 

dyspnoea,   cyanosis,    and 

Lockjaw  in  hysteria  . . 

464 

the  insane 

269 

hffimoptysis  hi    . . 

320 

-  tetanus         . .           162,  463, 

652 

—  post-basal  mmingitis    . . 

828 

-  emphysema  of  (see  Emphy- 

- (see  Trismus) 

-  rtoion,  definition  of 

—  toft,  organs  normally  con- 

722 

sema) 

Locomotor  ataxy  (see  Tabes 

-  endothelioma   of,  gangrene 

Dorsalis) 

tained  in 

722 

of  hand  from 

287 

Loin,  aching  in  (9ee  Aching  in 

spleen  bulging. . 

688 

-  fibrosis  of,  albumUiuria  in 

18 

Loin  ;  and  Pain  in  Loin) 

various  tumours  felt  in 

729 

alterations  of  resonance  in 

332 

-  colicky  pains  in,  from  faecal 

—  right,        intussusception 

—  apparent  enlargement  of 

accumulations     . . 

393 

causing  tumour  in 

727 

liver    from    depression 

-  draggmg    sensation    in,    in 

organs    normally    con- 

due to 

405 

hydrocele 

522 

tained  in 

722 

ascites  in . . 

61 

-  filling  out  of,  by  cystic  renal 

various     inflammatory 

breathing  abnormalities  in 

246 

tumour     . .         . .         393 

,689 

swellings  in. . 

727 

-  -  with  bronchioctasis,  abun- 

 in  perinephric  abscess    . . 

391 

tumours  felt  in     726, 

727 

dant  expectoration  in 

246 

by    renal    or    suprarenal 

visible  peristalsis  in  . . 

727 

causfs  of 

324 

tomour 

729 

-  vertebras,  carcinoma  of,  pain 

clubbing  of  fingers  in . . 

324 

-  injury,  perinephric  effusion 

in  the  testicle  in. . 

524 

diagnosis  of     . . 

324 

of  blood  after     . . 

392 

Lumbo-sacral      plexus      and 

foetid  sputum  in 

246 

-  pain  in  (see  Pain  in  Loin) 

branches,   diagram   illus- 

 physical  signs  of 

324 

swelling     in,     in     uretaic 

trating  (Fig.  143) 

544 

cavernous    or    amphoric 

calculus 

135 

tumours  affecting,  causing 

breathing  in    . . 
clubbing  of  fingers  hi 

246 

-  tendemesd  (see  Tenderness  in 

paraplegia 

561 

Loin) 

Luno«  abecess  of  (see  Abscess 

128, 129,  193,  246, 

324 

-  tumour  due  to  fsecal  accu- 

of Lung) 

—  congestion  of  liver  in    . . 

370 

mulations.. 

393 

-  actinomycoste  of    . . 

322 

cough  in 

246 

London,  ringworm  parasites  in 

-  —  haemoptysis  in    . . 

317 

cracked-pot  sound    tn  . . 

246 

272, 

273 

-  acute  oedema   of,  in  acute 

—  crackling  rftles  in 

332 

Long  flexors  of  the  toes,  spinal 

Bright's  disease  . . 

466 

cyanosis  from     . . 

186 

nerve  roots  supplying  . . 

543 

-  anchovy -sauce  sputum  from 

diagnosis  of  phthisis  from 

246 

-  thoracic     nerve,     muscles 

abscess  of  liver  bursting 

dyspnoea  in 

246 

supplied  by 

550 

through 

828 

enlarged    right    ventricle 

spinal     roots     derived 

«  aneurysm  of  aorta  ruptur- 

due to  . .         . .        246, 

246 

from . . 

550 

ing  into 

318 

-  -  epigastric  pulsation  in  . . 

246 

Loose  body  in  joint,  diagnosis 

-  aspergillosis  of 

822 

from  epithelioma  of  bron- 

from    displacement    of 

hsemoptysifl  in    . . 

817 

chus      

324 

semilunar  cartilage 

389 

>  carcinoma  of  (see  Carcinoma 

foul  sputum  in    . . 

246 

in  oeteo-arthritis 

389 

of  Lung) 

—  haemoptysis  in    . . 

246 

Lordosis 

183 

-  cirrhosis   (see    Cirrhosis    of 

heart  displaced  with 

-  in  achondroplasia  . . 

212 

Lung ;  and  Lung,  Fibrosis 

129,  193,  232,  246,  330, 
failure  from  61, 186,  464 

332 

-  congenital  dislocation  of  hip 

277 

of) 

817 

,  526 

« 
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Lung,  fibrosis  of,  contd. 

hypertrophic  ostoo-arthro- 

pathy  in  . .         . .     390 
impairment  of  percusAion 

note  in. .  . .  . .     246 

increased   renonance  and 

vocal  fremitus  in       . .     332 

inspissated  mucus  in     . .     324 

from     mediastinal     new 

srrowth . .  . .         . .     121 

-  -  orthopnuea  in      . .         . .     4C4 

palpitation  in      . .  . .     525 

pasuivc  contfestlon  of  liver 

from  heart  failure  in  . .     370 

periodic  cyanosis  from  . .     679 

physical  signs  of  193,  232 

polycythemia  in  579,  580 

retraction   of   chest   wall 

from      ..         ..        193,  194 

-  -  scoliosis  with       . .        180,  193 

sliortness  of  breath  with      579 

shoulder  drawn  down  in      246 

spinal  curvature  from  . .     246 

tactile    vocal    fremitus 

increased  in    . .         . .     246 

tubular  breath  sounds  in    332 

vomiting  witli     . .  . .     844 

-  fluke     (see      Faragonimns 

Westermani) 

-  gangrene  of  (see  Gangrene 

of  Lung) 

-  growth  of,  progressive  loss 

of  weight  from  . .         . .     322 

-  hydatid  cyst  of  (see  Hydatid 

Cyst) 

-  infarction  of  (see  Infarction 

of  Lung) 

-  Injuries     causing     surgical 

emphysema         . .         . .     231 

-  mottling  of.  in  phthisis     . .     120 

-  MW   orewtn,   blood-stained 

pleuritic  effusion  hi       . .     322 

sputum  in    . .  . .     322 

breaking  down,  pneumo- 
thorax from  . .     578 

bronchial  stenosis  in  . .     322 

diagnosis  of     . .  . .     322 

effects  of  . .         . .     185 

gangrene  from  . .     578 

luemop^is  in  317,  322 

heart  displaced  in     . .     830 

particles  of  growth  in 

pleuritic  efTusion  in       322 

in  sputum  in      . .     322 

physical  signs  of         . .     322 

pleuritic  effusion  in  121,  322 

pneumothorax  from  . .     678 

profuse  hspmorrhage  in    333 

red-currant-jelly-like 

sputum  in   . .         . .     323 

varicositr    of   thoracic 

veins  m        . .         . .     332 

-  obstruction  to  root  of,  by 

aortic  aneurysm  . .     322 

-  pai»ive    congestion    of,    in 

mitral  stenosis    . .  . .     246 

-  rupture  of  aortic  aneurysm 

into  832 

-  secondary  deposits  in  hyper- 

nephroma . .         . .     465 

-  sporotrichosis  of  (see  Sp(N^>- 

trichosis) 

-  thrombotic  infarction       . .     820 

-  wounds     and     contusions. 

gangrene  of  lung  from  287, 388 

Lumbricals.  nerve  supply  of 

643,  660 

Lupoid,  milianr  benign,  dia- 
gnosis of  lupus  and  sar- 
coma from  . .         . .     461 

Lupus  erythematOMis  affecting 

fingers 366 

sebaceous  ducts         . .     667 

-  age  incidence  of  . .       449,  781 


Lupu*  erythematostu,  contd. 

atrophy  of  ears  in         . .  658 

baldness  from           84,  85,  781 

course  long  of     . .         . .  781 

-  diagnosit  from  favus     . .  273 
from    granuloeis   rubra 

nasi 714 

lupus  vulgaris. .          . .  449 

other  forms  of  erythema  656 

psoriasis           . .          . .  657 

ring^'orm         . .         . .  656 

rosacea              . .          . .  268 

erysipelas  simulated  by  781 

of  hands  and  face          . .  656 

involvement  of  lips  in    . .  403 

nodules  of                       . .  449 

scabs  and  scales  in        . .  656 

-  -  scales  with            268,  657,  71  i 
scarring  in      268,  273,  666,  658 

-  -  sex  incidence  of  . .         . .  781 

simulating  chilblains      . .  656 

tenderness  of  scalp  from  780 

-  VUlgariti  affection  of  cartilage 

by             808 

fingers  by         . .         . .  266 

age  mcidence  of  449,  808,  812 

-  apple-jelly  nodules  in 

204.  603,  655,  812 

bones  never  eroded  by  . .  808 

in  carios  of  spine         ..  561 

-  -  characters  of       . .         . .  808 

-  -  of   cheek,  ectropion   and 

epiphora  from            . .  250 

crusts  with          . .         . .  448 

description  of     . .         . .  448 

-  diagnosit  from  carcinoma  808 

epithelioma      . .          . .  449 

leprosy             . .         . .  450 

lupus  erythematoeos  . .  449 

multiple  benign  sarcoid  453 

rodent  uloer    . .        449,  809 

scrofulodermia           449,  603 

syphilis             . .         . .  808 

yaws                  . .         . .  449 

-  epittielioma  starting  from  803 

involvement  of  lips  in  . .  403 

Koch's  tuberculhn  test  in  812 

of    larynx    (see    Larynx, 

Lupus  of) 
of  leg        812 

-  leprous   nodules    simula- 

ting         450 

nodules  of           . .         . .  448 

of  nose 448 

discharge  due  to        . .  204 

-  occasional  implication  of 

glands  in          . .  449 

penis         677 

scabs  in 655 

scarring  from      . .         . .  448 

-  tuberculous  ulcer  of  palate 

with 640 

ulceration  with  . .         . .  448 

of  larynx          . .         . .  226 

von  Pirqust's  skin  test  in  813 

Lymphadanoma     (Hodgkin's 

Disease),    general     {Fig. 

119)           417 

-  absence  of  anaemia  in      . .  695 

breaking  down  of  glands . .  420 

definite  blood  changes  in 

64,  695 

fixation  of  glands  in      416,  420 

of  leucocytosis      64,  866,  699, 

617.  696 

splenic  enlargement  in. .  696 

suppuration  in    . .         . .  416 

-  acute            696 

-  albuminuria  in        . .         . .  17 

-  amenorrhcca  in       . .         . .  33 

-  aniemia  in      303,  366,  469,  617, 

619,  696,  716,  738 

-  ascites  in..            ..    68,  64,  122 

-  tMSophile  cells  in  . .        80S,  696 


Lymphadtmoma,  mntd. 

-  bleeding  gums  in  .. 
from  mouth  in 

-  blood  changes  in  (an< 

Aniemia)  . .  .  .41 
examination  negativ 

-  bronchial  obstruction 
stenosis  in 

-  cerebral  luemorrhaee  i 

-  of  cervical  glands,  diaf 

from  tuberculosis 

-  characteristic     temper 

chart  in  (Fig.  16») 

-  no    cliaracterLstic    dill 

tial  leucocyte  coiint 

-  chloasma  in . . 

-  commencement    u»uall 

glands  of  neck     . . 

-  course  of 

-  depottiUt  in  abdominal  ^ 

-  distinction  between  lyn 

sarcoma    and    ITodj 
disease 

-  anlargad     abdominal 

phatic  glands  in. . 

axillary    glanils    in 

119,  p.  417)     .. 

cervical  glands  in 

femoral  glands  from 

glands  in  64,  7fi 

599,  617.  69J 

inguinal  glands  in 

liver  and  spleen  in  5 

portal  elands  in 

-  epistaxis  in  . . 

-  fibroid    lung   and   bro 

ectasis  from 

-  general     lymphatic     f 

enlargement  in     . . 

-  hsemat^mesB  in 

-  hffmoptvsls  in 

-  hsmnrrfiage    from    mi 

membranes  in     . . 

-  heavy  sweats  in    . . 

-  and  Hodgkin's  disease 

nonymous      terms 
most  authors 

-  increasing  anicmia  witl 

-  intermittent  pyrexia  it 

-  faundice  in  . . 

-  leucocytosis  in 

-  leucopenia  in 

-  liver  chani;ef(    in    (anJ 

Liver,  Lymphadenor 

-  lymphatic    gland     enl 

ment  in   . .  3i 

421.   599,  695 

-  myelocytcH  in  .  .2i 

-  oedema  of  legs  from 

-  paralysis  of  vocal  cord 

-  pericarditis  in 

-  peripheral  neuritis  in 

-  pleuritic  effusion  in 

-  possibly   a   clironic    ti 

culoriis 

-  prognosL<(  in. . 

-  purpura  in  . . 

-  pyrexia  in  (Fig.  168.  p. 

32,  6<M 

-  rigors  in 

-  severe  anicmia  in       45 
>  spleen  enlarged  in 

303,416,420.617,69 

-  thrombotic     infarction 

spleen  in . . 

-  Taricose  thoracic  veins 

-  wasthig  in    . . 
I^mpliangioma     circunu 

tum 

age  incidence  of  . . 

vmicles  hi 

-  of  the  cord,  diagnosis 

irreducible  hernia 
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■jmphangitia,  caosing  blubber 

tips  746 

of  penis        516 

ymphatic  oltndt,  tMominal 

(and  Ree  Lymphatic  glands. 
Portal;  Lymphatic  glands. 
Retroperitoneal;  etc.) 

calcifled  . .         . .     725 

caseous 735 

cvHtic 725 

-  snlaroMl,     in     chronic 

peritonitis    . .  . .     725 

Ilodgkin's  disease  . .     725 

malignant  disease  . .     725 

tuberculous     perito- 
nitis . .         691,  725 

-  axillary,    enlargad    (Fig. 

119,.  p.  417)  421,732 

in  carcinoma  of  breast 

421,  743.  745 

chronic  mastitis      . .     743 

diagnosis       between 

inflammatory   and 
malignant  421,  743 

in  herpes  zoster       . .     479 

Ilodgkin's  disease  59,  417, 

421,  617 

inflammatory  421,  731,  743 

in  leuksemia  59,  421 

malignant     . .        718,  745 

in  prurigo  ferox     . .     531 

simulating     brachial 

neuritis     . .         . .     492 

-  tuberculous     . .        421,  744 

-  bronchial,     caseous,     in 

sputum  ..         ..704 

-  enlargad,  cyanosis  from    466 
diagnosis  from  aortic 

aneurysm . .  . .     422 

chronic  mediastinitis  422 

. mediastinal  growth   422 

dyspnoea  from         . .     466 

-  —  in  Hodgkin's  disease    617 

-  —  inflammatory,    rarity 

of  bronchial  stenosis 

from  ..  ..     422 

•  —  leuyngeal      paralysis 

from         . .  . .     422 

in  lymphatism         . .     428 

obstruction  from    . .     422 

8tenosis  of  innominate 

vein  from . .  . .     422 

vena  cava  by      . .     422 

T-rays  in  diagnosis . .     617 

-  tuberculous,   almost  al- 

ways due  to  infected 

milk 427 

caseous,  in  sputum. .  704 

—  cough  due  to  . .  176 

frequency  of  . .  427 

general    tuberculosis 

from  . .  . .  427 

luemoptysis  from    . .  318 

irritative     hiccough 

due  to       . .          . .  343 
irruption  into  bron- 
chus                    . .  466 

marasmus  from       . .  427 

meningitis  from      . .  427 

—  opening  into  trachea  709 

—  periodic    febrile    at- 

tacks from  ..     343 

stenosis  of  bronchus 

from  . .  . .     324 

z-rays  in  diagnosis  of    617 

casoous  (and  see  under  the 
various  groups  of  glnnds, 
e.g.,  Lymphatic  glands, 
Cervical,  Tuberculous, 
etc.),  anicmia  with     . .       36 

-  lichen       scrofulosorum 

associated  with       . .     529 

-  mesenteric,  causing  ob- 

struction     . .  . .     151 


Lymphatic  gtandi,  amtd. 

—  corvical  soately  inflamed 

after  scarlatina  . .     674 

diagnosis    from 

mumps. .  . .     674 

acutely  inflamed,    djrs- 

phagia  from  . .     674 

sore  throat  from. .     674 

with  sore  throat  and 

pyrexia  someUmes 
the  only  symptoms 
of  scarlet  fever. .     674 

sources  of  infection 

in  ..         ..     674 

stiff-neck  from    . .     674 

carclnomatout.  diagnosis 

from  tuberculous    . .     421 

sites  of  primary  growth  420 

vocal  cord  panlyais 

from  538 

onlarood     (Fig.     119, 

p.  417)  13,  417,  420 

age  incidence  of      . .     421 

due  to  carcinoma  of 

(Esophagus  . .     29C 

epithelioma  of  ear  . .     419 

German  measles    418,  607 

hospital  sore  throat      419 

length   of  history  in 

diagnosis  of         . .     421 
from  local  septic  ab- 
sorption   . .         . .     420 

in  lymphadenoma 

59,  421,465,617 

tracheal  obstruction 

from      . .         . .     465 

lymphosarcoma      . .     421 

from  malignant  thy- 
roid gland  792 

otitis  media. .         . .     420 

pediculosis  capitis  . .     420 

sarcomatous,  rarity  of  421 

after  scarlet  fever  . .     420 

secondary  growth  In    421 

tuberculous  . .         . .     564 

from    ulceration    of 

the  tongue  . .     815 

in  epithelioma  of  face       449 

fixation  to  deeper  parts    417 

leukaemia  . .         . .       59 

lupus  of  face    . .         . .     449 

malignant         . .        465, 812 

stridor  from  . .     710 

tracheal    obstruction 

from  465 

normal  anatomy  of  731,  782 

obstruction    to    trachea 

by  ..        465,  710 

paralysis  of  vocal  cords 

from 538 

stiff-neck  from  inflam- 
mation of     . .         . .     708 

tuborculOUl,    general 

account  of    . .        420,  421 

paralysis     of     vocal 

cords  due  to        . .     588 

phthisis  not  related  to  420 

scrofulodermia  with 

449,  529 

tuberculous      lesions 

elsewhere  Hith    ..     420 

—  enlarged  in  German  measles  418 

-  -  opitrochloar,  ontargotf  in 

digital  chancre  266,  422 

in  infective  synovitis 

of  finger    . .  . .     422 

rheumatoid  arthritis 

39,  379 
fomoral.  area  of  drainage  of  788 

-  —  diagnosis  from  femoral 

hernia  734,  738,  740 

from     hydrocele    of 

hernial  sac  . .     738 
enlarged           . .        422,  788 


Lymphatic  glands,  femoral,  eontd, 

in  groin  In  . .         . .     788 

prurigo  ferox  . .     581 

inflammatory   . .        . .     784 

in   l3rmphadenoma     . .     734 

malignant        . .         . .     784 

position  of       . .         . .     788 

lilac,  area  of  drainage  of      738 

enlarged,  causes  ol     . .     422 

secondary  to  inguinal 

or  femoral  glands       738 

swellhig  in  right  iliac 

fossa  from  730,  786 
inflamed,  asymmetrical 

oedema  from  . .     455 

malignant        . .         . .     785 

palpable    in   left    iliac 

fossa 735 

in  malignant  disease      422 

per  rectum   . .  422 

In  peritonitis   . .         . .     736 

position  of       . .         . .     788 

Inguinal,  area  of  drahiage    788 

carcinomatous  209,  636,  738 

site  of  primary  growth  428 

onlarood  . .    422 

buboes  from  422,  676 

- from    carcinoma    of 

rectum      . .  686 

urethra  . .     209 

from  chancre  . .     676 

on  scrotum  . .     681 

constitutional     sym- 
ptoms with  . .     423 

In     epithelioma     of 

labium  majus      . .     428 

penis         . .        676,  677 

perineum  . .     678 

scrotum    . .        679,  766 

epitheliomatous 

718,  738,  789 

pain  without  signs 

of  inflammation  in  789 

herpes  genitalis       . .     880 

Boster  . .     479 

in  Hodgkin's  disease    617 

inflammatory  676,  676,  788 

from  local  irritation      788 

sepsis  . .     421,  422 

in  lymphadenoma  . .     738 

lymphatic  leuksemia      788 

melanotic  sarcoma..     428 

pediculus  pubis       . .     788 

primary  syphilis 

675,  678,  681 

secondary  carcinoma 

423   769 

in  syphilis     . .        209*,  769 

urethral  discharge  . .     422 

lymphadenomatous    . .       69 

position  of       . .         . .     738 

sarcomatous    . .         . .     789 

from  soft  sores  on  penis 

675,  676 

suppurating,         from 

balanitis       . .  . .     676 

tuberculous      , .         . .     738 

lumbar,  enlarged  in  car- 
cinoma of  rectum       . .     636 

testis        . .        520,  766 

mastoid,     earache     from 

inflammation  of  . .     280 
modlastinal  (and  see  Lym- 
phatic glands.  Bronchial) 

onlarood  . .    422 

fibroid  lung  and  bron- 

chiectasto  from    . .     824 

hiccough  due  to     . .     848 

in  Hodgkin's  disease    617 

lymphadenomatous       843 

obstructing  bronchus    324 

pyrexia  due  to        . .     778 

tachycardia  from  772,  778 

x-rays  in  diagnosis  of    ^"^^ 
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Lymphatic  ifiand*^  mediastinal^  eontd. 
primary    new    growth 

arising  from  . .     826 

iiarcoma  of       . .  . .     323 

in  secondary  carcinoma    417 

secondary   deposits    in, 

cauaini;   paraiysiii  of 

vocal  cord    . .         . .     6S8 

suppuration  in  . .     416 

tubarculout,     bicooagh 

due  to  . .  . .     843 

irritating  vagus  nerve  772 

obscure  ill-health  due 

to 778 

obstruction  to  right 

bronchus  from    . .     778 
>  -  mwtntific  •nlarttd     . .    422 

. in  lymphaUsm         . .     428 

palpable    in    epigas- 
trium       ..         ..     726 

seldom  palpable         . .     422 

tuberculous,    intestinal 

obstruction  from     . .     151 

-  -  occipital,  cnlaraid,  in  Ger- 

man measles      417,  418,  410 

Uodgkin's  disease  . .     419 

. impetigo  of  the  scalp    419 

leukaraiia     ..         ..     419 

pediculosis  capitis  417,  419 

seborrhoeic     dermat* 

itis  of  scalp         . .     419 

syphilis  417,  419 

tubercolosis  . .     419 

-  -  ptivie,  •nIargN  . .        . .    422 
in      carcinoma       of 

bladder     ..         ..307 

rectum      . .         . .     686 

epithelioma  of  bladder   680 

—  popliteal,     abscess    from 

suppuration  of  . .     762 
enlarged           . .         . .     762 

-  -  —  from  local  joint  infec- 

tion 428 
septic  absorptions     428 

-  -  portal,  onlarooi,  jaundice 

from  . .     862 

leakmnic      ..68,  862,  866 

lymphadenomatoas 

S6S,  866 

jaundice  in  . .     866 

malignant    . .         . .     862 

preasure    oa    portal 

vein  by         68,  69S,  696 

tuberculous. .  68,  862 

ascites  with         . .       69 

bile-duct  obstntction 

from  . .     866 

jaundice  with      69,  866 

malionant  68,  866,  422 

secondary  to  colon. .     866 

ovary        . .         . .     867 

pancreas   . .         . .     866 

rectum      . .         . .     866 

stomach    . .         . .     866 

obstruction  of   bile- 
duct  by      . .        68,  866 

—  pro-auricular,        various 

causes  of  enlargement  of  419 

—  rotroporitonoal,  carcinoma 

of,  obstruction  to  inferior 

vena  cava  by  . .         . .  826 

secondary  to  ovary  826 

testis         . .         . .  826 

varicose     abdominal 

veins  from  . .  825 

enlargement  of  . .  422 

sarcoma  of       . .         . .  825 

—  Mibmaxillary,     onlarDOd. 

various  cAuaea  of      419,  420 

from  carious  teeth..     419 

malignant 

419,  420,  749,  812 

pain  in         . .         . .     419 

in  pharyngitis        . .     419 


Lfftnphatic   glands,    submaxiHariff 
enlarged,  eontd. 

from   septic   absorp-  ' 

tion  from  moutli       419  ■ 

suppurating..  ..     419  j 

leucocytoais  in     . .     400  ' 

septicemia  from. .     614 

in  tonsillitis  419,  708  j 

-  -  supraclavicular,  onlariod     421  ' 
from     abdominal 

growUis,  various..     421   i 

In  carcinoma  of  colon    690 

mamma    . .        421,  743 

stomach   .  .351,  421,  691 

malignant  peritonitis      57 

secondary  growth  in    9, 123, 

223,  278,  351,  421,  690.691,  803,  812 

-  -  syphilitic       209.  2B6,  417,  533, 

605,  675,  678,  681,  813 

tuberculous,  matting  of 

417,  420 

in  spinal  caries  ..     561 

LYMPHATIC     GLAND     EN- 
LARGEMENT,   general 

account  of       . .  . .     416 

(and  see  under  Lymphatic 

Glands,  Abdominal ; 
Lymphatic  Glands,  Ax- 
illary ;  etc.) 

ascites  in  . .         . .       64 

blood  count  to  exclude 

leuktemia  in  . .     419 

in  chloroma     . .         . .     699 

German  measles         . .     253 

Uodgkin's  disease  42,59, 

64,  76,  808,  416. 
599,  617,  695,  716,  731 

leprosy 424 

leulcamiia  81,  69,  76, 

699,  617,  693 

lymphosarcoma         696,  716 

multiple  benign  sarcoid    451 

mycosis  fungoides      . .     804 

in  prurigo  feroz  . .     532 

-  -  -  ringworm  . .         . .     275 

Still's  disease  . .  40 

syphilis  688,  675,  738 

tuberculosis        419,  421,  738 

-  leukemia    (see    Leukaemia, 

Lympliatic) 

-  tbtbuction,      abdominal, 

ascites  in 68 

asymmetrical  oydema  from  456 

from  cellulitis      . .  . .     455 

elephantiasis  from       456,  810 

Lymphatism 423 

-  deaths    under    anspsthetics 

due  to 423 

-  doubtful  whether  it  is  really 

a  pathological  state  423 

-  enlariged  lymphatic  glands  in    423 

-  infantile  convulsions  in    . .     170 
Lymphoeytoo 28 

-  in  cerebrospinal  fluid        . .    139. 

339,  340,  489,  668,  643 

tuberculous  menlngitiii 

668,  648 

general     paralysis      of 

insane          ..        139,  269 
tabes 489 

-  in  blood,  in  typhoid  fever  402, 697 

-  large   hyaline,   relative   in- 

crease in  malaria  . .       308,  869, 
371.  402,  615,  649,  698 

-  in  Hodgkin's  disease  . .       76 

-  pernicious  aniemia  . .       76 

-  m   leukemia       32,  69,  866,  693 

-  normal  blood  count  . .       28 
Lymphoma  (see  Lymphadenoma) 
Lymphosarcoma,    absence    of 

leucocytosis  in    . .         . .     695 

-  patliognomonic      blood 

changes  in        . .         . .     41 7 

-  of  abdominal  waU  . .     716 


Lftnpluisaranua,  rtmld. 

-  affection  of  spleen  slight  in    41 

-  albuminuria  in         . .         . .      1 

-  anemia  in    . .  . .     71 

-  of  cecum      . .  . .     T: 

-  cervical  elands        . .  . .     4: 

-  distinct4on   between   Hode- 

kin's  dumkse,  lymphaden- 
oma,  and . .  . .  . .     6! 

-  eoelnophilia  In         . .  ..     t* 

-  gen«rali7.ed   cnlareement  of 

lymphatic  glands  in 

416,  417.  6W,  T] 

-  jaundice  in  . .  . .  . .     3< 

-  rapidly  fatal  ..       417,  <>J 

-  relation  of  ciiloronui  to 

-  similarity  to  acute  lymph- 

adenoma  .  .  .  .  . .     I' 

McBURXEY'S  point,  ten- 
derness over,  in  appoi- 
dicitis       . .  . .         ,.    H 

M*Call  Anderson,  psoriasis 
rupioides  of  . .         . .    6: 

Mackensie,  re  heart  pains  T 

-  re  pain   in  the  back  from 

disease   of    the  rectum. .  T^ 

heart  (Fig.  204)     . .  T; 

liver  (Fig.  204)        . .  7 

stomach  (Fig.  204). .  7: 

uterus  (Fig.  204)    . .  7 

M'Kerron.    re    fatal    infantile 

metrostaxis  . .  . .  i 

Macrocytes  (Plate  II,  Fig.  B) 

MACULES       4 

-  absence  of  subjective  sym- 

ptoms with  . .     4 

-  of  early  nodular  leprosy  . .     4 

-  in  eryUiema  multiforme    . .     » 

-  itching  in  drug  rashes      . .     4 

-  in  measles   . .  . .     fi 

-  subcutaneous,  in  typhus  fever  6 

-  typhilitic  (Fig.  121)         ..    4 

becomini*  papules         425,  S 

colour    brought    out    by 

coolness             . .          . .  4 

diatrnosifl  from  drug  rahlie^  4 

measles              . .          . .  4 

8eb<nThipa  corporis    . .  4 

tinea  circiuata             . .  A 

v3niicol<Mr      . .          . .  4 

•  -  distribution  . .  ..A 

evanescence  of    . .          . .  4 

measles-like  charucter  of  A 

Maculo-i>apules            . .         424,  ' 

Madura  foot    . .          . .          . .  ! 

Magnesium  in  inteatinal  sand  < 

-  phosphates,  acid  and  alka- 

line reactions  of  . .    j 

"  Main  bote  "  in  Friedreich's 

disease                  . .          . .     ] 
ICain-en-Griffe  (see  Claw-hand) 
Main  succulente    in   syringo- 
myelia       1 

Malar  llusli  in  mitral  stenosMi 

61.  626.  ' 
of  myxtpdema         43,  259,  A 

-  process,  hyperpUtsia  m  acro- 

megaly       ! 

Malaria  •  • 

-  acetonuria  in 

-  active  concrefition  of  liver  in    I 

-  flBStivo-autumnal.  jaundice  in  ', 

-  ague-cake  spleen  in. .  i 

-  albuminuria  in        . .  17,  : 

-  algidity  in ' 

-  anemia  in  27.  37,    3i>3,  459,  i 

-  blood  cliauges  in 

-  brachial  neur-ilgia  in  . .     -I 

-  cachexia  from    114.  459,  461, 1 

-  characters  of  attu*ks  in     . .     < 

-  characteristic  pyrexia  of    84,  < 

-  Cheyne-Stokes  respiration  in    1 

-  chill  in         i 
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hyolUie  IrmphocjlM  in 
-  iliagn«ts  torn  y«llow  It'W 


n  blwd  In  (Hall 


peripho^l  nsiirltla  In 


hgpitic  ilnnga  ..       Ml,  101 
skin    pi^mentAtioD    [d    '424,  A7A 


■ngeniu!  MaUomutiooM 


Bimdlatsd  bf  nlcohollBa    U» 


UalitHaiu  4ttnut,  <ntild. 

-  -  and  BjphllU.  not  dlMln- 

fnilabftd  b;  pynjLla    . .     ^ 

-  (aiidiEaCuclnanu:  EpIHie- 

-  endocArdiUs  (w  Pui^aUd^ 

Eadacirdltla) 

-  lojltl  levtc  (ass  ScultUu 


jtppanDt  hrperpjTuLA  in 
bulls  CKmii  bj     . . 


m  bjsterli  . .      388 


ndDHd  b] 


'  temporatr  foUonbi^  «p[1eptlc 

Uanaan,  n  dbobfe'a  Itch       ..     ?7& 
Uuiufactiirjne  dlstrlcta,  ga»' 

MMRNIIIIUI    ..  !!     43S 

-  iq  dyclicml  vomitEog  of  ibfaotA 

-  (TDEn  dvfoctir^  fHdln^     , .     437 
'  kentomiuacu  with  .'.'     BOT 

-  t^b^^Xua,  SCwde  bsciUl 

llirle?  «   8po°dTl«   rbli^ 

m*Liqu(i 7S7 

Clue  of  DnUin)  dtschuxe    SOt 
llarrowH     byperplASla    ol    bi 

Uai^  cvcbei^  . .         , ,     lift 

Jdaslc  tActea  of  paralyila  tgitana  263 
MtMMi      in      avDidaiica      of 

-  loflnence  on  <Ed«QU  M  kf^ 

-  in      buomnla    vdtii'     bigb 

blooJ-pnwuia     ..         ..     ISft 

MancUr  nrnacle,  paraljall  of     TTB 

Nutlnllsn  d!ffl'cul[,  ill  buLbU 

paraljato IM 

-  bnpcrfect,     in    fitlokigT     of 

dTflpepBla.  .  ..     U4 

-  influence     on     trlgembul 

-  muHka  of,  in  bulbar  pakr      687 
■Mill*,  MUM.  doe  lo  cnckwl 

-  -  fornutlDnof  ibKeaahi!!     TU 
durina  iKlatlon  , .     T4S 

-  -  In  UK  Dew-born  . .         . .     141 

nipple  in  MH,  74S 

-- BklnredudiBdenuCousin  743 


nipple  in  ..     ; 
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MaModynia,  contd. 

-  pain  in  the  che8t  from     477,  479 
>  in  prefmancy  or  lactation. .  479 

-  redness,  swelling,  and  ten- 

derness of  breast  in       . .  479 
MaitOid  abscess  (see  Abscess, 
Mastoid) 

-  disease,     cerebral     abscess 

due  to 547 

-  -  headache  in         . .          . .  827 
spastic    brachial    mono- 
plegia due  to  . .          . .  547 

-  process,  hyperplasia  in  acro- 

megaly                 . .          . .  26S 
tender  in  otitis  media  . .  239 

-  swelling    with    thrombosed 

cavernous  sinus  . .  . .  254 
Kasturbation,  priapism  from  586 
Match  manufacture,  phos- 
phorus poisoning  from  87 
Siatohes  in  uretlira  . .  . .  210 
Match-heads,          phosphorus 

poisoning  from  taking  . .  373 
Maxillary  segmental  area,  pain 

in,  m  iritis  and  glaucoma  498 

MmiIm,  albuminuria  in  17 

-  albumosiuria  in       . .         . .  20 

-  arttiritis  in  . .          . .         . .  376 

-  cancrum  oris  in       . .         . .  282 

-  coryaa  in     . .         .  .203,  426,  668 

-  cough  in      . .          . .         . .  426 

-  cresoentic      character       of 

eruption  in          . .         . .  426 

-  deUrium  in  . .         . .         . .  194 

-  diagnosis  from  dengue       . .  506 

-  erythema  scarlatiniforme  253 

-  German  meaales  . .         . .  418 

macular  syphilides         . .  426 

small-pox..          ..         ..  607 

-  diaso-reaction  in    . .         . .  198 

-  and  diphtlieria  associated  226 

-  empyema  after       . .         . .  650 

-  eosinoptiilia  after  . .          . .  248 

-  epistaxlH  at  onset  of          . .  251 

-  eruption  macular  in           . .  607 

-  gangrene  in . .         . .         . .  282 

-  Qerman       (see       (German 

Measles) 

-  infantile  convulsions  in     . .  170 

-  KopUk's  spots  in    . .         . .  203 

-  laryngitis  in..         ..         226,465 

-  leacocytosis  uncommon  in  400 

-  loss  of  smell  sensation  in  . .  668 

-  malignant,  hsraK^tysis  in  318 

-  menorrhagia  in       . .         . .  428 

-  nerve  deafness  after         ..  190 

-  oedema  of  face,  neck,  and 

arms  from                      . .  461 

-  pain  in  limbs  at  onset  of  . .  505 

-  purpura  in  . .  . .         596,  597 

-  rigors  in      . .         . .        647,  650 

-  scaly  eruption  with           . .  655 

-  simulating  a  cold  . .         . .  203 

-  sore  throat  in         . .         . .  670 

-  swelling  of  eyes  and  face  in  459 

-  talipes     from     thrombosis 

following                         . .  131 

-  Tooth's    peroneal    atrophy 

after  ..  71,  560 

-  tuberculosis  following        . .  427 
Meat-fibres     in     motions     in 

chronic  pancreatitis       . .  135 

Meatus  urinarius,  redness  <A  207 

small,   frequent  mJctmi- 

tion  from        . .         . .  438 
Meckel's  diverticulum  causing 

acute  obstruction           . .  151 
Median  nerve,  muscles  supplied 

by . .          . .         . .         . .  550 

-  paralysis  of                    . .  552 

-  -  skin  distribution  of        . .  659 

spinal  roots  derived  from  550 

^  paralysis,  diagnosis  of  Volk- 

mann's  contracture  fnMn  652 


Mtdlattinitit,  aeutt^causes  of      483 

epistemal  fullness  hi      . .     483 

-  fullness     of     intercostal 

spaces  in  . .         . .     483 

mediastinal      crepitation 

resembling  pleural  fric- 
tion in  . .         . .         . .    483 

pain  behind  stonum  in       483 

rarity  of  . .  . .     483 

tenderness  in  back  from      786 

over  sternum  in  . .     483 

-  chronic  (see    Mediastinum, 

Fibrosis  of) 
MMllatUnum,  abscess   hi  (see 
Mediastinitis,  Acute) 

-  aneurvsm  in  (see  Aneurysm) 

-  caseous  glands  in  (see  Lym- 

phatic Olands,  Mediastinal) 

-  congenital  fibroma  of        . .     826 

-  dermoid   cyst   of,    varicose 

thoracic  veins  from       . .     826 

-  disease  of,  tenderness  in  the 

chest  from  . .     776 

-  HbrOllt  of,    adherent    peri- 

cardium associated  with      242 

age  incidence  of . .         . .     484 

anasarca  in  . .         . .     484 

aneurysm  and  new  growth 

simulating  one  another    185 

ascites  in. .  . .     61,  63,  484 

cardiac  troubles  in        . .     484 

clubbed  fingers  in  . .     128 

-  diagnosis    from   enlarged 

bronchial  glands         . .     422 

dyspnoea  in         . .  . .     484 

gummatous  . .  . .     826 

hiccough  in  . .         . .     343 

irritation  of  vagus  nerve 

by         ..         ..        772,  773 

-  -  lividity  in  . .         . .     484 

obscure  cases  oi.,         . .     123 

obstruction    to    superior 

vena  cava  by  .  .461,  746,  826 
oedema  of  face,  neck,  and 

arms  from         296,  458,  461 

pain  in  the  chest  in     . .     478 

beliind  sternum  in      . .     484 

palpitation  from  526,  528 

paralysis  of  vocal  cord  from  538 

pleurisy  and   pericarditis 

preceding         . .         . .     343 

in  rheumatism    . .         . .     826 

sense    of    tightness    and 

dragging  in  the  chest  in    484 

slight  degrees  of  chronic        63 

tachycardia  from  . .     772 

tuberculous  . .         . .     826 

-  varicose  thoracic  veins  from 

484,  826 

-  fummo  of,  effects  of  . .     458 
obstruction    to    superior 

vena  cava  by  . .  461 

-  oedema  of  face,  neck,  and 

arms  from       . .        458,  461 

-  hydatid  cyst  of       . .  . .     826 
varicose  thoracic  reins 

from . .  . .         . .     826 

-  lymphatic  gland,  affections 

of  (see  I^ymphatic  Glands, 
MediasUnal) 

-  now  growth   In,  alteration 

of  voice  in  . .         . .     483 

aniemia  in       . .         . .     483 

ascit-es  hi  . .         . ,       61 

bronchial  stenosis  in  . .     824 

cachexia  in      . .         . .     483 

chibbed  fingers  from. .     128 

compression  of  lung  by    667 

cough  and  expectoration 

in       . .  . .        176,  483 

cyanosis  in      . .         . .     296 

diagnosis  of     . .         . .     465 

from  aneurysm      296,  483 

bronchial  glands     . .     422 


Mediastinum,  ticv  grovrth  in^  comlA 

disturbance  of  heart  in    4; 

dyspncBa  in      . .         ..    U 

enlarged    right    sopra- 

clavicalar  gland  in       A\ 
fibroid  lung  and  broo- 

chiectaAis  from        . .     3! 

gangrene  of  lung  in   . .     S 

hsematemesis  from     2M,  t\ 

hsemoptyais  in  176,  ♦! 

hiccough  in      . .  . .     3- 

illustrative  case  . .    21 

inequality  of  pulses  from  5! 

irritating   ragua   nerve 

772.  7 

mistaken  for  asthma..    5j 

hysteria        . .  . .     7 

intercostal   neuralgia    T 

obstructing  broiK'hos..     3^ 

great  veins  . .  . .    ♦ 

superior  vena  cava  461, 8: 

trachea  . .  . .     7 

oedema   of   face,    neck, 

and  arms  from  456. 458, 4 

orthopncea  from        465,  ♦ 

pain  in  the  chest  in  478,  4 

side  and  down  arm  in  4 

pleuritic  effusioa  in    . .     1 

pressure  on  trachea  and 

bronchi  in     . .  . .     4 

pyrexia  in        . .  . .     4 

sense    of    tightneas    o( 

chest  in         . .  . .     4 

skodaic  resonance  due  to  6 

stridor  from    . .  . .     7 

symptoms,       phyiucal 

signs    and  effects  of    1 

tachycardia  from       . .     7 

tightness  in  chest  from    4 

tracheal  obstruction  by    4 

varicose  thoracic  veins 

from  296,  343.  4< 

483.  773.  8 

x-rays  in  diagnosing  4! 

465,  474.  483,  5 

-  rupture  of  aneurysm  into. .     1 

-  sarcoma  of,  illustrative  case    3 

-  tumour  off  (including  aneor- 

ysm),  general  diagnosis  of    4 
displacement    of    cardiac 

unpulse   in       . .  . .     3 

intercostal  nerve  pain  in    A 

interscapular  pain  in     . .     4 

local    bulging    of     cbest 

wall  from  . .  . .     1 
mechanical  explanation  of 

orthopnoea  in  . .  465.  4 
muscular  atrophy  in  arm 

from     . . 
unilateral      enlargement 

of  chest  from     ~.  ..     1 

*-ray»  in  dia^rnosis  of   422,  4 

from  asthma  . .     I 

-  veins,    obstruction    in    new 

growths  of  pleura  . .     1 

Medical  examination  for  life 
assurance,  transient  polv- 
uria  due  to  . .         581,  I 

-  men,  digital  chancre  in  . .  J 
Medicines  cnasim?  ptyaliitm  . .  I 
Mediterranean,  Malta  fever  in 

&.»6. « 
Modufla    oMoneata,     bnibM- 
parri  lysis  due  to  lesion  h 

159.  < 

degeneration      of.      from 

alcoholism         . .  . .     1 
(Theyne-Stokes    respira- 
tion from     . .  . .     ] 

dissociative    anaesthesia 

from  . .  , ,  ..    i 

hiccough  from. .  . .     ; 

paralysb  of  vocal  cords 

from  . .         M8,  i 
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Medulla  (Mongata,  oontd, 

d^eneration     of,      from 

plumbiam     . .         . .  2S5 

syphilis            . .         . .  224 

luemorrhage  into,  diagnosis 

from  bulbar  palsy      . .  687 
dyBarthria  from      , .  687 

-  inQuence  on  blood  distri- 

bution  . .         . .         . .  619 

heat  distribution        . .  619 

lesions  cauning  ataxy     . .  68 

diabetes  insipidus   . .  585 

polyuria        . .        583,  585 

spastic  paralysis  of  upper 

limb 547 

softening     in,     diagnosis 

from  bulbar  palsy      . .  687 

from  dysarthria      . .  687 

tumour  of,  asymmetrical 

muscular  atrophy  in  . .  687 

diagnosis   from   bulbar 

palsy 687 

dysarthria  in   . .         . .  687 

laryngeal  paralysis  due 

to 539 

vomiting  centre  in         . .  842 

Megaloblasts 28 

Megalocytes  (Plate  II,  Fig.  B)  28 

-  in  pernicious  ansemia  . .  76 
Megaspores  in  ringworm  . .  273 
Meige's  disease  ..  456,  460 
MELiENA  (and  see  Blood  per 

Anum) 428 

Meiandlolia,  catalepsy  with . .  651 

-  high  blood-pressure  in      . .  96 

-  insomnia  in..          ..          ..  358 

-  irritability  in          . .         . .  360 

-  perversion  of  appetite  in    . .  50 

-  speechlessness  in    . .          . .  682 

Melanogen       821 

Melanotic  carcinoma  of  genital 

organs  or  extremities    . .  802 
microscope  in  diagnosis  of  802 

-  sarcoma  of  eye,  enlargement 

of  pre-auricular  gland  in  419 

-  inguinal  glands  423,  739 
Melanurla                         820,  821 

-  bromine  water  test  for      . .  821 

-  ferric  chloride  test  for       . .  821 

-  due  to  melanotic  sarcoma 

423.    821,  822 

-  simulated   by  alkaptonuria  822 

-  indicanuria          . .        821,  822 

-  sodium  nitroprusside  test  for  821 

-  urine  darker  on  standing  . .  821 
Mlelon-seed     bodies     in  teno- 
synovitis . .          . .         . .  179 

Ntmbrana  tympani,  appear- 
ance of  in  otitis  meidia  . .  230 

-  -  hypenemic  and  swollen  in 

otitis  media     . .         . .  469 

•  —  petechise  on     . .         . .  468 

-  -  lacerated  in  fractured  base  467 

-  perforated  in  otitis  media  469 

-  rupture  from  foreign  body 

in  meatus         . .          . .  468 

-  head    injuries   without 

fracture        . .          . .  468 

•  —  in  otitis  media            . .  230 
lembrane  in  fseces  (see  Fsecee, 

Mucus  in) 
lembrane^,  adherent,  dystocia 

due  to 227 

early   rupture  of,   dystocia 

due  to 227  i 

[embranous  colitis  (see  Colitis, 
Membranous) 
dysmenorrhoea  described  219,220 
rhinitis  (see  Rhinitis,  Mem- 
branous) 

vaginitis,  llakes  from         . .  211 
lEMORY.  LOSS  OF  (Amnesia)    25 

-  due    to    frontal    cerebral 

tumour..                     ..  798 


Memory,  loss  of,  contd. 
for  recent  events  in  alco- 
holic peripheral  neuritis  505 

-  defects  in  general  paralysis  172 

-  illusions  of,  in  chronic  alco- 

holism        172 

-  for  written  words,  centre  for 

storage  of            . .         . .  683 

MMilere*s  diteaM,  cause  of  190,  828 

coma  in    . .          . .         . .  828 

deafness  in          . .         . .  828 

nausea  in 828 

-  pallor  of  the  face  in      . .  828 

-  recurrence  of  attacks  in  828 

sudden  onset  of  vertigo  in  828 

syphilis  of  ear  simulating  828 

-  -  tinnitus  in           . .        794,  828 
vertigo  due  to    . .       828,  847 

-  -  vomiting  from     828.  844.  847 
Meningeal    haemorrhage    (see 

Hfemcnrhage,  Meningeal)  ] 

Maninoati    i^ot    coloured    in 

jaundice   . .         . .         . .  361 

-  disease  of  the  cervical,  pain 

in  the  upper  extremity  in  491 

-  new    growth    of,    compres- 

sion of  cord  by    . .         . .  561 
pain  in  the  back  in  . .  476 

-  spinal,     tumouzB     causing 

hyperaesthesia      . .         . .  667 
paraplegia       . .         . .  561 

-  tumour  of,  headache  in    . .  327 

Maningltit,  albuminuria  in  . .  17 

-  bedsore  in    . .         . .         . .  286 

-  cerebral  symptoms  of      558,  563 

-  Cheyne-Stokes  respiration  in  125 

-  choroidal  tubercles  in       . .  341 

-  coma  in       . .         . .        186,  642 

-  constipation  in       . .         . .  149 

-  convulsions  in  189, 169, 172. 

173,  341.  558,  568,  642 

-  deafness  from         . .         . .  191 

-  diagnosis     of    encephalitis 

from                     ..        139,  558 
from      fungating      endo- 
carditis..        ..         ..  614 

otitis  media         . .         . .  229 

superior  longitudinal  sinus 

tlirombosis  from        . .  558 

-  hi  fungating  endocarditis..  614 

-  giddiness  in             . .          . .  642 

-  headache  in  139,  326,  327,  328. 

350,  359,  663,  622,   642,  847 
worse  at  night  . .            . .  326 

-  hemiplegia  in         . .        340.  341 

-  hydrocephalus  due  to       ..  557 

-  hyperpyrexia  in      . .         . .  344 

-  increase  in  specific  gravity 

of  cerebrospinal  fluid  in  338 

-  incontinence   of   urine   and 

fspces  in 642 

-  infantile  diplegia  due  to    . .  55A 

-  insomnia  in 356 

-  irritability  in..         ..      350,359 

-  Kemig's  sign  in      . .         . .  350 

-  leucocytosis  in        . .         . .  401 

-  lumbar    puncture    in    dia- 

gnosis of  ..328,  464,   563,  643 

-  muscular  twitchings  in      . .  612 

-  occipital  headache  in        . .  327 

-  opisthotonos  in       . .          . .  464 

-  optic  neuritis  in     . .      139,  341, 

464,  563,  642 

-  pain  in  the  back  in        475,  476 

-  paralyses  in             . .         . .  642 

-  parapletria  from       556,  561.  563 

-  photophobia  in       . .          . .  350 

-  polymorphonuclear  cells  in 

cerebrospinal  fluid  in      . .  643 

-  pulse-rate  in            . .         . .  98 

-  purpura     in     diagnosis    of 

cerebrospinal  fever  from 

other  forms  of    . .         . .  598 


Meningitis,  etmtd. 

-  pyrexia  in  ..  558,  64S 

-  nxity  of  rigors  in    . .         . .     651 

-  retraction  of  the    head   in 

328,  359,  641,  642,  699,  709 

-  rigidity  of  face  muscles  from    801 

-  sea^ory  disorders  in  ..     563 

-  simulated  by  diphtheria  ..     648 

encephalitis         . .        558,  643 

laryngeal  obstruction    . .     642 

retropharyngeal     abscess    643 

superior  longitudinal  sinus 

thrombosis        558,  643,  651 

-  simulating  dyspepsia         . .     350 

-  stiff-neck  in  . .        328,  709 

-  strabismus  in  . .        350,  359 

-  tache  c^^brale  in..         ..     771 

-  tenderness  of  scalp  in       781,  782 

-  trismus  simulated  by       . .     801 

-  tubercles  of  choroid  in  (Plate 

VIII,  Fig.  W,  p.  463)  341.  663 

-  unilateral  convulsions  in  170, 178 

-  vomiting  in    139,  174,  341,  859, 

558,  563,  622,  642,  844,  847 

-  Iiasal  and  epidemic  oerebre- 

ipinal,    relationships    be- 
tween         648 

-  loss  of  convergent  accom- 

modative   reflex    with 
retention  of  light  reflex    594 

-  oerebro^ilnal,  antimenlngo- 

coccal  serum  in  diagnosis 

bacteriological  examina- 
tion of  cerebrospinal 
fluid 598 

Cheyne-Stokes     respira- 
tion in  . .         . .         . .  126 

coma  in  epidemic  . .  136 

epidemic  character  of  598,  648 

-  -  fluid  changes  in    338,  339,  643 

-  -  head  retraction  in        328,  641 

hyperpyrexia  in . .         . .  344 

intense  occipital  head- 
ache in . .         . .         . .  828 

leucocytosis  in    . .         . .  401 

lumbar  puncture  in       . .  328 

purpura  in     596,  597,  598,  648 

rigors  in . .          . .         . .  647 

stiff  neck  in        . .         . .  828 

universal  pain  and  tender- 
ness in . .          . .          . .  648 

vesicular  skin  eruption  in  643 

-  chronic,    paraplegia     from 

(see     also     Pachymenin- 
gitis)          563 

subjective  smell  sensations 

from 669 

-  meninpococcal  ..    464 

arthritis  in  . .         . .     376 

Cheyne-Stokes  respiration 

in           125 

coma  in    . .         . .         . .  136 

duration  of          . .         . .  648 

head  retraction  in          . .  328 

hemiplegia  in      ..         337,  338 

hyperpyrexia  in              . .  344 

occipital  headache  in    . .  328 

lumbar  puncture  in       . .  328 

polymorph,     leucocytosis 

in  cerebrospinal  fluid  in  339 

-  -  pjrexial  crises  in         344,  642 

retraction  of  the  head  in  641 

stiffness  of  neck  in        . .  328 

and    tuberculcms    distin- 

puished 642 

-  post-basal   (see    Meningitis, 

Meningococcal) 

-  pneumococcal  . .    642 
polymorph,  leucocytosis  in 

cerebrospinal  fluid  in . .     889 

-  iplnal,  diagnosis  of  sciatica 

from  pain  due  to  . .     487 
tetanus  from  . .         . .     162 


MENINGITIS,    SPINAL—MESENTERIC    GLANDS 


polymorph,     leucocytmis 

In  cerebcoapiual  fluid  in    ! 

—  polymorph-     kiucocytasiB 


-  podLcuUuifl  rapltis 

-  pflljnxorphoquckar    c 
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■piul  fluid  In  iH,  US,  e 


iMbngociti,    dUk^wia   from 

oTrue,  ItlDttToted  (Fi).  7it)  i 

punplggia  do*  to  . .      M«,  1 
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Meeenteric  plexiu),  zneteoriBin 

from  interference  with  . .  432 

tbromb(X>i«  of  (see  llirom- 

bosiB,  MeBcntecic) 

MMMtery,  hydatid  disease  of  720 

-  thickened    and    contracted 

in  tuberculous  poritonitis  5C 

-  tumour  of,  diagnosis  from 

renal  tumour      . .          . .  394 
Metabolism,  congenital  errors 

of,   caiisiing  alkaptonuria  822 

-  errors  of,  causing  obesi^  . .  453 

-  -  coma  due  to       . .         . .  136 
Metacarpal  bonee,  affection  in 

yaws         449 

chondroma  of  (Fig.  195)  754 

Metatarsal  bones,  in  yaws  . .  449 
"  neurali;ia,    symptoms     and 

causes       . .         . .          . .  488 

Metallic  taste  in  major  trige- 
minal neuralgia  . .         . .  495 

METEORISM 431 

-  abdominal  swelling  from  . .  715 

-  diminished  liver  dullness  in  716 

-  displacement  of  heart  in   . .  716 

-  in  hysteria,   impcniance  of 

exclud  ing  organic  basis  for  433 

-  simulating  free  gas  in  peri- 

toneum       716 

Methamoolobin  12 

-  in  luemocrlobinuria           304,  314 

-  spectral  absorption  band  of  95 

-  spectroscope  in  diagnosis  of  821 

-  urine  black  from    . .         . .  821 
Mettupmoglobiuemia,  account 

of          . .         . .              . .  187 

-  cyanosis  in  . .          ..        184,  187 
Metluemoglobinuria  (see  HsBmo- 

globinuria) 

tfothy  I-orange  test  for  free  HCl  355 

Mathylene  buit,  blue  urbie  after  823 

■  -  green  urine  from..         ..  823 

-  -  staining  of  mucus  by    . .  444 

•  -  teHt  of  pancreatic  disease  364 

•  —  pyloric  obstruction   ..  713 

-  for,  in  urine  . .  . .  823 
in  vesico-vaginal  fistula  442 

lethyLxanthin  bases,  uric  acid 

derived  from       ..         ..  817 

fetritis,  tenderness  of  uterus  in  221 

chronic,  dyspareunia  from  221 

lETRORRHAGIA     ..         ..433 

in  acute  inversion  of  uterus  587 

in  acute  yellow  atrophy  . .  370 

aniemia  with           . .          . .  36 

definition 428 

due  to  blood  changes  433,  435 
from  ruptured  tubal  gestation  646 
ETR0STAXI8  ..435 

anaemia  with           . .         . .  36 

definition 428 

icroblasts 28 

icrocephaly,  dwarfism  with  214 

infantilism  with  . .  . .  215 
icrocOCCUS  catarrtialis,  acute 

tonsillitis  from    ..         ..  670 

-  causing  colds       . .         . .  203 

-  laryngitis  from  ..         ..  670 

-  in     nasal     or     bronchial 

secretions  in  influenza  505 

-  pharyngitlH  from            . .  670 

-  urethritis  due  to  ..83 
melitensis  infection,  bacter- 

iuria  in 83 

-  in  Malta  fever  507,  612 
rheumaticus    in    fungating 

endocarditis         . .         . .  237 

tetragenus  in  sputum        . .  705 

crocytes  (Plate  II,  Fig.  B)  28 

croides  in  ringworm         ..  273 

cromelia 214 

cropsia                          840,  841 

!rom  cannabis  indica        ..  841 

>ften  unexplainable          ..  841 


Microsomia  (see  Dwarfism) 
Microscope   in   diagnosis  (see 

Histology) 
Microiporon  Audouini        272,  273 

-  canis 272,  273 

-  felineum       . .         . .        272,  273 

-  furfur  in  dhobie's  itch       . .     275 
in  tinea  versicolor         . .     276 

-  minutissimum  in  dhobie's  itch  275 

erythrasma  . .  . .     276 

mycelium  and  spores  of       277 

-  tardum         . .          . .        272,  273 
Microsporosis 272 

-  pleomorphism  in    . .         . .     273 
MICTURITION,  ABNORMAL- 
ITIES OF  (and  see  Incon- 
tinence of  Urine)  . .     437 

-  -  wlUi  hrritable  bladder    . .     443 
in  prostatic  enlargement      311 

-  changes  in  stream  of  urine  in   438 

-  difTcrences  day  and  night. .     438 

-  difficulty      of,      m     acute 

prostatitis  . .         . .     511 

-  prostatic  abscess  511,  631 

-  starting  . .  . .         . .     439 

urethral  stricture  . .     51 1 

-  disorders  of,  from  diseases 

of  nervous  system         . .     442 

-  through  fistulflp       . .  . .     442 

-  fraquency  of . .  394,  437 

in  appendicitis    . .  . .     632 

bacilluria  . .         . .  84,  616 

bladder  tumours    47,  311,  512, 

514,  630.  632 

-  -  cystitis     . .  221,  628,  631,  817 

-  in    descending    ureteritis    515 

-  distinction  from  polyuria    581 

-  in  general  peritonitis     . .     644 

-  impacted  uretovl  calculus    514 

-  implication  of  bladder  in 

neighbouring  grow^..     632 

importance  of  uric  acid 

crystals  hi        ..         ..     817 

-  increased,  causes  of       . .     437 

from  irritable  bladder  . .     443 

movable  kidn^  . .         . .     310 

on  movement,  in  vesical 

calculus  ..        513,  628 

in  oxaluria  . .         . .     471 

pelvic  affections  . .     817 

prostatic  abscess  . .     511 

enlargement      440,  581,  817 

prostatitis. .         . .        207,  511 

pyelitis 625 

renal  calculus      . .         . .     308 

colic      . .  . .         136,  516 

from  renal  infection      . .     624 

-  single    simple    ulcer    of 

bladder  ..         ..     630 

in  tuberculous  bladder 

306,  312,  513,  581,  629 

cystitis  . .         . .     628 

kidney     135,    30C,  310,  312, 

394,  626,  629 

in  ulceration  of  the  bladder  630 

uninfluenced   by   rest   in 

vesical  tuberculosis   . .     513 

-  in  ureteric  calculus      135,  311 

impacted  614,  627 

lurethral  stricture  . .     581 

-  -  hi  urethritis        . .         . .     207 
vesical  calculus  312,  513, 

627,  628,  629 

-  impossible  in  urethral  rupture  308 

-  involuntary  (see  Enuresis) 

in  epilepsy  . .         . .     646 

-  mechanism  of  control  of  442,  443 

-  nervous  mechanism  of      . .     437 

-  normal  437 

-  painful        441 

in  acute  cystitis  . .  . .     627 

prostatitis        . .         . .     207 

urethritis         . .        207,  675 

appendicitis         . .  . .     632 


Micturitian,  painful,  eontd, 

in  carcinoma  of  urethra  209 

in  implication  of  bladder 

in  neighbouring  cancer  632 

pain   in  penis  alter  512, 

515,  629 
with  prostatic  abscess  . .  207 

-  from  soft  sores  of  urethra  209 

ulceration  of  the  bladder  630 

uretliritis. .          ..         ..  675 

vesical  growth    . .  47,  632 

-  precipitate,    with    inconti- 

nence of  faeces    . .         . .  .H48 

-  scalding  in  bacterhiria  . .  84 
gonorrhopa           . ,         . .  769 

-  sudden    stoppage    by    im- 

paction of  calculus       210,  313 

-  urgent  desire  for  . .  . .  45 
Mid-brain,  tumour  of,  deafness 

from          190 

defective  reaction  of  pupil 

to  light  with                . .  798 

eccentric  pupil  from       . .  798 

fiftii  nerve  anesthesia  from  798 

third  nerve  paralysis  from  798 

unilateral  tremor  from  . .  798 

weakness  of  upward  move- 
ment of  eyeballs  with  798 
Middle  cerebral  artery,  speech 

centres  supplied  by        . .  684 

-  cutaneous  nerve,  skin  distri- 

bution of. .         . .         ..  659 

Middle-ear  deafness  . .  190 

-  inflammation  (see  Otitis  Media) 
Mid-orbital    segmental    area, 

pain    in,     in    errors    of 

refraction             . .         . .  498 

Midwives,  chancre  of  finger  in  266 
Migraine,    absence    of    optic 

neuritis  in           . .         . .  582 

-  acetonuria  in          . .         . .  4 

-  amblyopia  with      . .         . .  836 

-  central  scotoma  in           836,  838 

-  headache  m       326,  329.  837,  840 

-  hemicrania  in          . .         . .  838 

-  hemianopsia  in         383,  386,  836 

-  hypenrothesia  acustica  in. .  190 

-  monocular  blindness  in    836,  840 

-  nausea  in     . .         . .         . .  847 

-  siiort  duration  of  bUndness 

in  . .         . .          . .          . .  840 

-  sudden  blindness  from      . .  839 

-  temporary  aphasia  in       . .  686 

-  transient  polyuria  after    581 ,  582 

-  transitory    visual    disturb- 

ance in     . .          . .         . .  329 

-  tinnitus  in   . .          . .          . .  794 

-  unilateral  headache  in  . .  326 
hemianopsia  in  . .         . .  333 

-  vertigo  in     . .         . .         . .  828 

-  vomiting  m     329,  837,  838,  840. 

844,  847 

-  xanthoma  planum  with    . .  805 
Milia  of  acne  . .          . .         . .  530 

Miliaria,    relation    to    hidro- 

cystoma   . .         . .         . .  831 

-  rubra,       distinction     from 

eczema      . .         . .         . .  831 

pricking  and  tingling  in  831 

vesicles  in           . .         . .  831 

-  vesicles  with           . .         . .  714 
Miliary   abscess  of  the   new- 
born, dermic  pustules  in  601 

-  benign  lupoid,  diagnosis  of 

lupus  and  sarcoma  from  451 

-  papular  syphiUdes,  descrip- 

tion of 632 

diagnosis  of  lichen  scro- 

fulosorum  from      . .  530 

-  tuberculosis  (and  see  Men- 

ingitis)        394 

Milium,  character  <A  papule  of  628 
Milium-like  bodies  in  mouth 

hi  Fordyce's  dissase      ..  408 
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MILK— MOUTH 


■ilk,    caMous 


:l' 


II 


gUndfl    from 

343,  427,  773 
•  curds,  infantile  colic  due  to    136 

-  diachnrpe    from    nipple    at 

abnormal  time    . .  . .     202 

-  (goat'8)  art  Rource  of  infec- 

tion in  Malta  fever        . .     607 

-  secretion  iii  tlie  new>born . .  743 
at  puV>erty  743 

-  taberculwis  from  343,  427, 

564,  691,  773,  848 

-  taberculotw  i>eritonitiii  from    691 

-  yellow,  ia  jaundice  . .  361 
Milker's  cramp  . .  177 
Milkr  atfcites 68 

-  urine  (see  Chjloria) 

phyviolo(?ical  cauMS  of  . .     673 

■llroy's  diltan,  oedema  of  lef( 

in  (Figs.  127, 129)  456,  460,  461 

-  -  relation  to   ancrioneuroeis    460 

8imulatin«f  Bright's  diBease  460 

Mimicry,  nervous  . .  . .  389 
Miner'0  ansmia,  occult  luemor- 

rhage  in 94 

-  nystagmus  . .         . .         . .     463 

-  pbtJiisis   (see    Cirrhoais    of 

lAmg) 
->  worm  (see    Ankyloetomum 

Duodenale) 
Mining  districts,  gastric  oloer  in  S98 
Mlnt»--maker8,    mercury  poi- 
soning in  . .         . .       38 

MHimlarw 789 

systolic  bruits  over       101,  102 

-  and  aortic  disease  combined    237 

-  tftMM,     accentuation      of 

heart  sounds  in  . .         . .         2 

cerebral  embolism  from  138, 166 

diminished  appetite  in  . .       49 

-  -  venous  congestion  of  liver  in407 

-  rtourgitatlon,  in    adherent 

pericardium     . .         . .     243 

from  alcoholism..  ..     243 

bone  disease  leading  to  . .     241 

cardiac  impulse  displaced 

outwards  in     . .  . .     332 

causes  and  signs  of 

102,  103,  230 

clubbed  fingers  in  . .     128 

enlargeil  left  vcntiriole  in      232 

from  long-continued  over- 
exertion . .         . .     244 

general  account  of,   238.   239. 

240,  241,  242.   243 


hemoptysis  in 

heart  failure  in 


320 
464 


J- 


hypertrophy  of  the  heart  in  102 

impulse  displaced  in      . .  102 

orttiopmra  in      . .          . .  464 

palpitiition  in      . .          . .  62fi 

shortness  of  breath  with  103 

systolic  bniit  of  . .         . .  102 

tiirill  due  to    . .          . .  790 

-  ttonoils       2 

absence  of  bruit  with     61,  626 

enliirpe  1  left  ventricle  in  626 

history  of  acute  rheu- 
matism with  . .       61 

accentuated  second  sound 

in  320 

age  incidence  of..  ..     110 

albuminuria  in   . .  . .       18 

ascites  in..  ..  61,  764 

blood-pressure  in        18,  64,  96 

324 
773 
245 
338 

246 
128 
370 
109 
61 


bronchial  stenosis  in 

cardiac  bruits  witli 

impulse  dispUiced  in  . . 

cerebral  embolism  in    . . 

-  -  characteristic    thrill    and 

bruit  of 

-  -  dubbed  fingers  in 
congestion  of  liver  in    . . 

—  diagram  of  bruits  in 

—  digitalis  in  diagnosis  U. . 


Mitral  ftemosut,  wtud. 

embolic  infarction  of  hing  in  320 

-  -  after  endocanlitis  . .     240 
enlarged    right   ventricle 

in  246 

faLie  bradycardia  in       . .       97 

-  -  fibroid  lung  and  brondii- 

ectasLs  from     . .         . .     324 

general  account  of         . .     246 

haemoptysis  in    . .        317,  320 

heart  failure  in  . .  464 

history    of    acute    rheu- 
matism or  chorea  in  320,  773 

induration  of  lungs  in  . .     246 

-•-  lividity  in  ..         ..764 

malar  fiuah  in     . .        626,  773 

meclianism  of  bruits  due  to  107 

tuemoptysis  in  ..     320 

nutmeg  liver  in  . .  764 

-  oedema  of  legs  in  . .     764 

orthopnoea  in     . .        464,  764 

palpitation  in     . .        626,  626 

-  -  passive     congestion     of 

\ungA  in  . .         . .     246 

-  -  periodic  cyanosis  from . .     679 

polycytluemia  in  38,  679,  680 

polyuria    in   clearing   up 

of  effusion  in  . .         . .     682 

-  presystolic  bruit  due  to 

320,  680,  790 

thriU  due  to    . .         . .     790 

pulmonary  atheroma  in 

245,  320,  323 

regurgitation  from    107,  247 

pulsation  of  liver  in      . .     764 

rapid  irregular  heart  in         61 

rarity  before  puberty    . .       62 

reduplicated     pulmonary 

second  sound  in         . .     639 
second  sound  in         . .     108 

-  shortness  of  breath  in  . .     679 
slapping,      short        first 

sound  in  . .        320,  626 

small,  intermittent  pulse  in  246 

tachycardia  from  246,  772 

tlirombotic  infarction  of 

luiig  in . .         . .         . .     320 

varioas  bruits  of  107,  108,  109 

Moebius's  myopathy,  fibrillary 

contractions  rare  in       . .     168 

-  sign  in  (iraves'  disease     244,  263 
Molt,  epithelioma  starting  in      803 

-  hydatidiform,     chorion-epi- 

thelioma following         . .     434 

-  vaginal  discharge  from . .     211 

-  pigmented    lumbar    with 

spina  bifida  occulta       ..     667 

-  sarcoma  starting  in  . .     803 

-  tubal,  ori(;in  of       . .  . .     436 
Mollltlst   oisium,    association 

witli  pregnancy  . .         . .     269 

description  of      . .  . .     269 

distinction  from  fragilitas 

ossium  . .  . .  . .     269 

geotrraphical  distribution    269 

spontaneous  frat^turc  in        269 

MoilUKum  contagtowm,  char- 
acters of  . .         . .         . .     805 

distinction  from  myxoma     805 

microw'ope  in  diagnosis  of     805 

simulating  chancre        . .     805 

keratosis  foUicularis  . .     806 

varicella  . .  . .     805 

-  fibrosum  of  vulva    . .  . .     771 
Monfolitm  described . .  216 

-  distinguished    from    "  myx- 

a>d6me  fruste  "   . .         . .     216 

-  double-jointcdnoss  in        . .     216 

-  fscies  of 263 

-  diagnosis  from  cretinoid    264 

-  heart  affection  with  . .     916 

-  ilhistrated  (FiffM.  68,  90,  91)    217 

-  imbecility  prominent  in    . .     216 

-  knock-knee  in  216 


M<moouolear  ceUs   (see   Lym- 
phocyioi} 

llMitpl«Oia.  abnormal  gait  in 

-  brachial    (see    Paralysis   ot 

Extremity,   Upp«r> 

-  crural  (see  Paralysis  of  one 

Extremity,   Lower) 

-  infantile 

-  talipes  in      . . 

Mons  veneris,  berpeti  of 
Monsters,  djmtocia  due  to    . . 
Moore's  test  for  glycosuria  . . 
MMrtn't  alcor,  account  of  . . 

age  incidence  of . . 

radium  in  tiic  relief  of  . . 

Mtrtet camltut.  causes  of.. 

-  -  clubbed  fing«n  in         12^ 
polycythemia  in 

-  cordis  (see  Heart  Disease) 

-  -  sine  murmur«      . .        176 

-  ooxoB  senilis. . 

-  maculoeus  of  Werlhof      596 
Morgagni,    hydatid    of,     cyst 

arising  from 
Morgan's  bacillus  I.  in  lyznotie 

diarrtioea 

Morison.  re  pancreatitis 
Morning  cough 

-  diarrhoea 

-  sickness,    in    chronic    alco- 

holic gastritis 

-  cirrhosis  of  liver. . 
Morphia,  abdominal  pain  from 

-  albuminuria  from    . . 

-  amenorrhcea  from  . . 

-  C^eyne-Stokes      reiqiiration 

from 

-  coma  due  to 

-  habit,  symptoms  wane  when 

drug  is  not  being  taken 

-  infantile  convulsions  from 

-  lencopenia  from 

-  multiple  prick  marks  from 

tiabit  of  injecting 

-  palpitation  from         . .    625, 

-  reducing  body  in  urine  doe  to 

-  tremor  from  . .        795, 
MtrphOMU  baldness  from 

-  diaffnosis  from  lincse  albicante 

-  from  leucodermia 

-  pigmentation  of  the  skin  in 
Morton's  diseaitc 

MtOMin't  ditMSO         . .         112, 

muscular  atrophy  in 

painless  whitlows  in 

superficial  gangrene  in  . . 

syrini^myelia  and 

Mosquito  bites,  lumpy  swdl- 
ings  from 

and  malaria 

pruritus  from 

vesicles  from 

Motor  aphasia  (see  Aphasia,  Mot 

-  tics,  origin  of 

Mottling    of    lung    apices    in 

phthisis    . . 
Moulds  in  sputum 
Mountain    air,    shortneas    c< 

breath  due  to 
Mountaineering,  epistaxis  from 
"Mousey"    smell     in     tavus 

270.  271. 
Month,   affectioo    by    buUous 

eruptions 

-  affections   of.   caQsing   dys- 

phagia (and  see  Stomatitis! 

-  athetotic  movements  at    . . 

-  bitter  taste  in,  in  active  con- 

gestion of  liver  . . 

-  bleeding  na*vi  of     . . 

-  breathing,     adenoids     and 

tonsils  from 
foul  taste  due  to. . 

-  -  snoring  tronn 


MOUTH—MUSCULAR    SPASM 


-  caUrrli  of,  cheiliti)  gUmdO- 

-  clik-ken-pDi  FTUptloa  In    . . 

-  drodping   of   uiglA   of,    li 

-  drrntn  al  in  palionJtla  . , 

--Mvirefeven       V.         '.'. 

-  ~  typhoid  leva 

-  Kordvce'a  diUBBg  A^ctiDg 


due    nbdomipa]    ftOTtIc 


□UBCular  m«cbfuilam  of 
tx\e,  aimpiv,  jmll-bUddef 


MuoMii   catlc.    >yiHiD7Di    for 

nmco-mfimbninoui  coUti<    ] 
'  colitia  (an  Coljtli) 

•-' —  -A  STphllta, 
U  la    ..     : 


-  bBDonluaa    Cram     <•« 

UtemornuLgB) 

-  pftUoT  (toed  huumiluffv 

-  ppniphEgufl,  frtc.,  Df 

-  pkgiDnLted    la   AddlBon'l 


Uocm  In  ths  gubic  Join  )ii 


MUCUI  IHTHEtTOOUCa 

sec  Fb-oh,  Uuciu  In) 
■UCUI  IN  THE  UltlHE 


witb  tubercDloOB  kidnp; 

Kulbwry  rwh  in  (ypbiu  feTw 


-  dyBpbaf?!*  in 


ilifflcultj-  ot 


in  BidiYUT  gluids  in 


<plg(uia  .. 


■tiHib*  liter    ■  ■ 
limalatcd  bj 
— " »  nnilM, 


tivlty  of  . . 
bjpenJgMia    o(, 


-  ImporCaniw     ol     uulyiing 

dlntribnlion  in  puKlJllI  ol    I 

-  Inhibitory    pilni    in,    mis- 

Uk«n  1«  pH>t]«la 


plAntariB  loDcua  to  btl 
5  in  flchondropWia  ..  312 
DK9  Id,  bi  titchbialg       M>4 


uBcle-lone,  fAclctfl  Inflacnclru;  1' 


UuH-ulu  stntpbj  (s«  Atropby, 


llbiM,  ciab-foot 

l» 

- -8liglitpjTexl»in..         V.    I 
■  pusijsis  (sag  I'anilyaia) 

'  -  diiurnoBis  of  tebuiua  fr«n    1 

-  rigidity   Id  «nitB  poljmro- 

-  «p«*ni,  pcBt-b™ilplfalc     .,     1 

-  -  (»e  CoDtnctlou,  Bpasnodlc. 
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MUSCULAR  STRAIN— MYOPATHY 


I 


Muscular  tttrain,  aortic  disieaM 

from          . .         . .        237,  2S8 

-  tendeniosw  (i»ee  Tenderness 

in  Muiicied) 

-  twitching  and  anuria       . .  48 
in  anemia            . .          . .  45 

-  weaknesti  in  chorea           . .  166 

diffuse  kyphoeLa  from    . .  183 

lordoriid  from       . .          . .  183 

Musculature  of  the  perineum, 

spinal  nerve  root)  supply- 
ing . .         . .         . .         . .  543 

Muwulo-cuttnaout    norvt, 

muflcles  supplied  by       . .  550 

numbness  in  distribution 

of  in  sciatic  neuritis  . .  487 

-  -  skin  distribution  of       . .  659 

spinal  rootH  derived  from  550 

MMteulo-iplral  n«rve,  muscles 

supplied  by         . .          . .  550 

skin  distribution  of       . .  659 

spinal  roots  derived  from  550 

tenderness  over,  in  bra- 
chial neuralgia            ..  491 

-  paralysis 552 

-  history  of  use  of  crutch  or 

of  fractured  humerus  in  549 

in  leAil  neuritis  . .         . .  77 

Mustard,    sore    finger    from 

handlins: 266 

-  vomiting  from        . .         . .  843 
Mutism  in  dementia  . .         . .  682 
sudden  complete  restora- 
tion of  speecli  in        . .  682 

Myaloia  of  tlie  back,  lumbago 

from          . .          . .          . .  507 

-  cliill  as  a  cause  of    . .          . .  507 

-  chronic  general  pains  in  the 

limbs  in   ..  ..         503,507 

-  definition 478 

-  pahi  in  chest  in      . .         477,  507 

-  pleurodynia  from  . .         . .  507 
--  simulating   occipital    head- 
ache            326 

-  stiff  neck  from       . .         . .  507 

-  tenderness  in  ttio  chest  from  776 

-  -  of  miuicli«  in       . .          . .  478 
Mytsthtnia  gravis,  absence  of 

atrofthy  of  muscles  in    . .  687 
bulbar    paralysis    distin- 
guished from   . . 

chara4!teristic  smile  of  . .  260 

chin-drop  in        . .          . .  260 

-  -  closing  of  eyes  in  (Fig.  83)  260 

described..          ..         .,  225 

dysartliria  in       . .         . .  687 

-  dysphagia  in       . .        225,  842 
early      supervention      of 

fatigue  on  faradlsm  in  634 
electrical  reaction  in  dia- 
gnosis of           . .          . .  225 

facial  asymmetry  in      . .  261 

faclcs     described     (Figs. 

83,  81)             ..          ..  260 
marked  variation  of  sym- 
ptoms wlUi  condition  of 
rest  or  fatigue  in  687 

-  -  nasal  quality  in  voice  in  687 

ocular  palsy  in  . .         . .  687 

ptosis  in 590 

-  ptyalism  in         . .         . .  591 
regurgitation      of      food 

tlirough  nose  in          . .  202 

thinning  of  tongue  in    . .  687 

'  —  tiring  of  knee-Jerk  in    . .  399 

-  weakness    of    sygomatic 

and  risorius  muscles  in  260 
Mycelium,  Gram-staining,    in 

pus  in  actinomycosis     . .  748 

-  in  eryttirasma         ..         ..  277 

-  of  favus        270 

-  microsporon   minutisslmum  277 

-  ringworm 272 

-  tinea  yersicolor  276 
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Mycetoma,  atrophy  of  leg  in       810 

-  bacteriology  of        . .  . .     809 

-  distinction     from      actino- 

mycosis   . .         . .         . .     810 

-  general  account  of  . .  . .     809 

-  swcllhig  of  the  foot  in       . .     810 
Mycoiif  fungoitfti,  charact4T8 

of 803,  804 

lymph,  glands  enlarged  in   804 

pruritus  in  . .  . .     588 

Simula  tod  by  eczema     . .     804 

-  -  of  Uie  skin  . .  . .     802 

-  of  nails         . .  . .  . .     443 

Mydriasis  (see  Pupils,  Abnor- 
malities of) 

Mydriatics  contraindlcatod  In 

glaucoma  . .  . .     257 

-  dilatation  of  pupil  from   . .     595 

-  in  iritis         . .  . .         . .     257 

Myelitis,  acute  bedsore  in    . .     286 

hyperpyrexia  in  . .     344 

onset  of  paraplegia  due  to    562 

-  affecting  lumbar  section  of 

cord,  loss  of  knee-jerks  in    398 

-  anaesthesia  from  . .     484 

-  aortic  aneurysm  causing..     564 

-  arms  not  usually  affected . .     565 

-  Babinski's  sign  in  . .         . .       82 

-  bladder  spasm  in    . .  . .     4  43 

-  causes  of  compression  pro- 

ducing . .         . .         . .     564 

-  causing  contracture  . .     162 

-  chronic  cystitis  in  . .  . .     628 

-  compression,  pain    in    um- 

bilical region  in  . .         . .     525 

-  constipation  in       . .  . .     149 
"  contractures  in       . .          . .     164 

-  diagnosis  of  progressive  mus- 

cular atrophy  from        . .       73 

-  difiicult  micturition  in     440,  443 

-  dorsal,  loss  of  knee-jerks  in    398 

precipitate  defncation  in    348 

«  at    ninth    dorsal    segment, 

analgesia  from  (Fig.  179)    663 

-  gani?rene  in . .         . .         . .     282 

-  girdle  pam  in  . .         289,  484 

-  due  to  infiuensa     . .         . .     565 

-  in  lesions    at    lumbar    en- 

largement,    reaction     of 
degeneration  in  . . 
wasting  in    . . 

-  loss  of  convergent  accom- 

modation with  retention 
of  light  rofle.x  in 

-  main  types  and  causes  of. . 

-  pain  in  the  back  in . . 

-  paralysis     of     bowel     and 

mcteorism  in  . . 

-  paraplegia  due  to  . . 

-  rehition  of  injury  to 
of  syphilis  to 

-  retention  of  urine  in 

-  scarlet  fever  causing 

-  sensory  disorders  in 

-  simulating     amyotrophic 

lateral  sclerosis  . . 

-  spastic     paralysis    of    one 

leg  in 

-  transverse,  diagnosis  of  polio- 

myelitis from 
Tooth's  atrophy  from 

-  knee-jerks  in 
main-en-griffe  in 

-  paraplegia  due  to 


563 
563 


594 
564 
475 


. .  432 

..  561 

..  564 

564,  565 

..  441 

..  565 

..  563 

74 

540 

74 

74 

398 

..   74 

..  662 

74,  82.  898 

-  sphincter  troubles  in    . .       74 

-  from  typhoid  fever  . .     565 

-  of     upp«T     dorsal     region, 

priapism  in  . .  . .     586 

Myelecytes,  characteristics  of 

(Piaie  II)  ..         . .       29 

-  in   Hodgkin's   disease 

41,  76,  303,  695 

-  lenknmia        31,  64,  76,  302,  693 


reflexes  in 


Jilffioc^trs,  cofUd, 

-  lympliatic  leukiemiji 

-  pernicious  anemia 

-  splenic  anemia 

Myeloid  sarcoma  (<ee  Sdurooma 

Myeloid) 
Myelomata,  l^nce-Jones*  alba 

mosuria  with 
Mylabris  used  by  malingercxs 

as  vesicant 

Myecartflal    affactloaa.     s<re 
incidence  of 

albumijiuria  in    . . 

alcoholic   . . 

-  ascites  in 

Cheyne-:?tokcs  re«ptratioa 

in 

congestion  of  liver  in 

displacement  of  impulse  i 

dyspnu>a  on  exertion  fron 

feeble   irre^ilar   pube  in 

feebleness  of  impulse  in. . 

gallop  rhytlun  in 

he»rt  failure  from 

improvement  under  digi- 
talis 

Schott's      Xaulieim 

treatment     . . 

increase     of     pube-rate 

after  exercise  in 

insomnia  in 

opdema  of  leers  from      S3 

palpitation  in      . .         31 

difficulty    of    diagnoses 

from  dyspepsia 

senile,  cardiac  impulse  dic- 

plat^l  in 

shortness  of  breath  in  .. 

soft  systolic  bruit  in 

in  Stokcs-Adanos'  disease 

symptoms  of 

syncopal  attacks  in 

systolic  mitral  bruit  in  10 

varieties  of  . .         5 

Myecartfitis,   acute,   in    acaU 
rtieumatism 

interstitial 

parencliymatous 

-  bone  disease  leading  to    . . 

-  causing  mitral  regur^tation 

S31 

-  dilatation  of  left  ventricle  ii 

-  dyspncBa  in 

-  feeble  irregular  palse  in    . . 

-  pain  and  tenderness  in  tiu 

back  from 

-  palpitation  in 

-  prec<Mrdial  pain  and  distrccB 

-  pyiemlc 

-  signs  of  cardiac  failure  in  . . 

-  sudden  collapse  in  . . 
Myeclonus       

-  clonic  contractions  at 

-  convulsions  witix     . . 

-  in  epilepsy  . . 

-  hysteria 

Myokymia  of  calf  moscleB  in 
intermittent  daudicataoo 

-  definition  of 

Myema  eutll,  contraction  ond^ 
the  Influence  of  cold 

distribution  of    . . 

Myopathy,  absence  of 
changes  in 

-  affecting  quadriceps  mosde, 

loss  of  knee-jerks  in 

-  distinction  from  neuritis  7< 

-  electrical  reactions  in 

-  fibrillar  contractjoos  rare  15 

-  heredity  m  ..         ..70,  ft«< 

-  infantile  and  juvenile  types  < 

-  Landousy  -  D*jerinf>,      bi- 

lateral facial  palsy  in    . . 

-  lordosis  of,  Uhislrmted 
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Mffopathyt  eontd. 

-  neuropathic  muacalar  aitophj 

simulating  . .         . .     158 

-  ocular  symptoms  of  . .     260 

-  paralysLs  of  nrm  in. .         . .     555 

-  paraplegia  in  children  from 

560,  561 

-  pouting  lips  in  (Fi(f.  81)    . .     260 

-  pseudo-hypertrophic  . .     560 

-  reflexes  in    . .         . .         . .       70 

-  scoliodis  due  to      . .        180,  181 

-  transverse  smile  of  (Fig.  83)    260 

-  varieties  of..  ..         ..     168 

Myopathic     facies     described 

(Figs.  81,  82)      . .         . .     260 
Myopia,  crescents  in  . .        461,  462 

-  -  influence  of  age  on        . .     462 

-  -  ophthalmoscopic  appear- 

ance of  (Plate  VII)  461,  462 

•  divergent  squint  due  to    . .     709 

•  large  pupil  in  . .         . .     694 

•  nyctalopia  from      . .         . .     841 

•  posterior  staphyloma  in    . .     462 
lyosis     (see    Pupil,    Abnor- 
malities of) 

lyotitis,  acute  general  pains 

in  limbs  in           . .         . .     503 
intercostal,    pain    in    chest 
from  776 

-  tenderness  in  chest  firom  776 
from  invasion  of  muscles  in 

trichinosis  . .         . .     504 

onMcani,  trismus  simulated 

by  801 

lyotic  drugs,  constriction  of 

pupil  from  use  of  . .     596 

lyotonia  atrophica,  fibrilUry 

contractions  rare  in  . .  158 
lyxsdema,  abnormal  breadth 

of  nose  in  . .         . .     269 

absence  of  sweating  in  . .  586 
affection     of     hands     and 

feet  in 466 

age  incidence  of  . .  . .  460 
amcnnrrhcea  in  . .  23,  430 
brittle  striated  nails  hi  . .  2ri9 
broad  features  in    . .        464,  585 

-  fingerH  and  hands  in     . .     464 
coarne  dry  stein  in  . .         . .     269 

cyanosis  in  . .  . .  . .     259 

Dercum's  disease  simulating  466 
diagnosis     from     paralysis 

u&itans  . .  . .     269 

dryness  of  skin  in  . .         . .     685 

facies  of  C/"*^*.  76,  77)      ..     269 
falling  out  of  hair  and  eye- 
broiiv-s  in  . .  . .  . .     464 

fruste,  described     . .         . .     216 

hrpotiiermia  in       . .  . .     345 

illustrated  (Figi.  76,  77)  4.3.  258 
increasing  obesity  in  269,  464,  460 

-  weight  in  . .  . .  685 
intellect,  changes  in  43,  464,  685 
intellectual  dullness  in  . .  686 
leucocytosis  in  . .  . .  400 
malar  flush  of  . .  464 
mental  clianges  in  43, 464, 460, 586 
oedema  of  legs  in  . .  . .  461 
polyiuria  in  583,  685 
pseudo-oedema  of  legs  in  . .  685 
puffy  eyelids  of  . .  . .  269 
sallow  complexion  of  . .  269 
scanty  hair  in  . .  . .  259 
sex  incidence  . .  . .  460 
slowness  of  pulse  in  .       98,  259 

-  speech  in 259 

subcutaneous  hyperplasia  in  259 
swelling  of  legs  in  . .         . .     460 

-  lips  in 259 

^mptoms  of  . .         . .       42, 

'.hickening  of  ears  in  . .  269 
iiyroid  treatment  in        . .     269 

-  in  diagnosis  of  464,  460,  686 
irine  in        460 


Myxoma,  characters  <A         . .     805 

-  distinction  from  moUuscum 

contagiosum  . .     805 

K^VI,  blood-oosing,  of  skhi 

and  mouth  . .         . .     325 

-  capillary,     diagnosis    from 

purpura 595 

macules  due  to  . .         . .  423 

NAILS,  AFFECTIONS  OF     . .  444 
by  favus  . .         . .        271,  276 

-  brittle  445 

-  -  striated  in  mjxcedema  . .  269 

-  capillary  pulsation  in       . .  233 

-  disorders  of  nutrition,  dia- 

gnosis from  ringworm   . .     275 

-  ecxema  of,    diagnosis  from 

ringworm  of  nails  . .     275 

-  ^-shell,  relation  to  hyper- 

idroeis 446 

-  epidermolysis  bullosa  affecting  445 

-  exfoliation  in  ringworm    . .     275 

-  gouty,  diagnoeis  from  ring- 

worm of  nails     . .         . .     276 

-  greyish  stains  of,  in  ring- 

worm       . .         . .         . .  275 

-  onychomycosis  of  . .         . .  275 

-  orange-rind  type,  in  ecxema  446 

-  psoriasis  of,  diagnosis  firom 

ringworm  of  nails  . .     275 

-  reddening  of,  in  onychia  . .     445 

-  rheumatic,   diagnoeis   from 

ringworm  of  nails  . .     S75 

-  ringworm  of  (see  Ringworm 

of  Nails) 

-  shedding  of..         ..  85,  445 

-  staining  in  dyers,   washer- 

women, jewellerB  ..  444 

-  in  syringomyelia     . .         . .  286 

-  thick,  brittle  in  ringworm. .  275 
-*  transverse  ridging  of        . .  445 

-  trophic  changes  of  in  acute 

ilhiess 445 

-  white  spots  on,  origin  of  . .     446 

-  yellow  stains  in  faros  . .  276 
Nanosomia  (see  Dwarfism)  . .  212 
Naphtha,  tuemoglobinuria  from  314 

-  peripheral  neuritis  from  . .  77 
Naphthol,  tuemoglobinuria  from  314 
NAPKIN-REOION  ERUPTIONS  446 
Narcotic    poisoning,    Cheyne- 

Stokes  respiration  in     . .  126 

Nares,  pruritus  of       . .         . .  588 

-  working  of  in  pneumonia  . .  645 
Naail  bones,  necrosis  of,  anos- 
mia from. .         . .         . .  668 

causes  of           . .         . .  204 

foul  breath  due  to      . .  99 

obstruction  to  nose  by  668 

hi  syphilis        . .         . .  237 

-  diphtheria,  how  to  recognize  203 
Natal  diieharoo  (see  Discharge, 

Nasal) 

-  inflammation,  ref^red  pain 

in  fronto-nasal  and  raid- 
orbital  areas  in   . .         . .     498 

-  nerve,  skin   distribution  of    669 

-  obstruction  (see  Nose,  Ob- 

struction of) 

-  process,      hyperplasia       in 

acromegaly  . .         . .     263 

-  secretion,  micrococcus  catar- 

rhalis  in,  in  influenza     . .     606 

-  sinuses,  dilatation  of :  com- 

pression of  optic  nerve  by  "840 

sudden  blindnem   from    839 

Naso-labial  area,  fiain  and 
tenderness  in,  in  caries  of 
canine  tooth  (Fuj.  132). .     497 

-  folds,    affection    by    sebor- 

rhceic  eczema      . .         . .  633 

inequality  in  hemiplegia  337 

obliteration  of,   in  facial 

paralysis  . .         . .  533 


Naso-pharynx,  flbro-aarcoma  of  669 

-  headache  in  catarrh  of      . .  827 

-  infection,  meningitis  from. .  642 

otitis  media  from          . .  230 

-•  new    growths    in    causing 

epistaxis 250 

Nauwa 

-  absent  in  cerebral  vomiting  847 
gastric  crises     . .         . .  847 

-  in  acute  gastritis    . .         . .  845 

general  peritonitis         . .  472 

pancreatitis         . .         . .  846 

rheumatism         . .         . .  671 

yellow  atrophy  . .        302,  370 

-  alcoholism 368 

-  arsenical  poisonhig            75,  297 

-  associated  with  flushing    . .  268 

-  with  bacteriuria     . .         . .  84 

-  catarrhal  jaundice            . .  365 

-  early  phthisis         . .         . .  350 

-  gastric  carchioma  . .       299,  351 
ulcer         298 

-  eastritis       . .  297,  352,  845 

-  mtestmal  colio  . .  . .  473 
ot)struction          . .         . .  846 

-  lead  poisoning        . .         . .  77 

-  Meniere's  disease    . .         . .  828 

-  in  migrame 847 

-  onset  of  scarlet  fever        . .  843 

-  in  phosphorus  poisoning  . .  37.3 
-portal  obstruction..         ..  300 

-  preceding  hsmatemesis    . .  316 

-  in  tuberculous  peritonitis. .  719 

-  undue  abdominal  aortic  pul- 

sation         592 

Nock,  acne  vulgaris  of      581,  604 

-  actmomycosis  of    . .         . .  810 

-  acute  oedema  of,  diagnosis 

from  mumps       . .         . .  674 

-  cellulitis   of  (see   Cellulitis 

of  Neck) 

-  glands  of  (see    Lymphatic 

Glands,  Cervical) 

-  long,  in  phthisis     . .         . .  191 

-  motor  tics  affecthig           . .  160 

-  muscles    affected    early    in 

myasthenia  gravis         . .  225 

in     Henodi's     chorea 

electrica       . .         . .  157 
clonic  contractions  of    . .  161 

-  cedema  of  (see  QMema  of  Neck) 

-  pahi  in  (see  Pain  in  Neck) 

-  pigmentation  of  the  skin  in 

xerodermia  pigmentosum  804 

-  rigidity    of,    from    cervical 

caries        708 

-  scars  in,  from  scrofulodermia  449 

-  seborrhcea  of  447,  656,  657 

-  segmental    areas    of  (Fig». 

132,  135) 497 

-  short,  in  apoplectic  cases  . .  191 
in  emphysema    . .         . .  192 

-  stiffness    of,    m    muscular 

rheumatism         . .         . .  1^2 

-  -  in  tetanus  162,  463,  652 

-  tumour  in  posterior  triangle 

of,    simulating     brachial 

neuritis 492 

-  veins,  diastolic  collapse  of, 

in  adherent  pericardium  104 

Necrobiosis  in  fibroids  . .  759 
Necrosis,   arthritis  from  (see 

Arthritis,  Acute  Secondary) 

-  of  bone  (see  Bone,  Necrosis  of) 

-  of  cartilage  in  lupus  vulgaris  448 

-  extremities,     recurrent     in 

Raynaud's  dusease         . .  284 

-  fat  (see  Fat  Necrosis^ 

-  jaw  (see  Jaw,  Necrosis  of) 
Necrospermia,  sterility  due  to 

706,  707 

Needles  in  the  rectum  . .  635 
Needlewomen's  acroparsesthesia  493 

-  cramp  494 

6o 
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NtMllino  of  antram  of  High- 
more         . .         . .         . .     502 

-  of  cheat  in  empyema        . .     186 

pyopneumothorax      . .     712 

P3'o-,      hsemo-,       and 

hydropneumothorax      712 

-  -  exploratory  . .         . .     677 

-  in    dia^noBtri    of    distended 

ilio-psoas  bursa  . .         . .     734 

-  -  Rubphrenic  abac  eds  . .  720 
Negro  cachexy  . .  115 
NeuH«er,    (fonococcus    of   (see 

Oouooocci) 
Neoplasms   (see     Carcinoma, 

Sarcoma,  etc.) 
Ntphritis   (and    see    Brigfat's 

Disease     and     Granular 

Kidney) 

-  ascend  in*;,  hyperpyrexia  in  344 
chronic,  albuminuria  in  8, 10, 11 

-  ascites  in 54 

-  anuria  in      . .  .  .46,  48 

-  chronic  ascending  . .  . .  8,  10 

-  in  epidemic  jaundice         . .     372 

-  febrile  albuminuria  and    ..       17 

-  in  pregnancy  ..         ..       11 

-  rigors  in       . .         . .         . .     647 

-  nppurative,  albuminuria  from  646 

bacteriuria  from  . .     646 

caHb*  in  the  urine  from  . .     646 

lurmaturla  from  . .     646 

pyrexia  in  . .  . .     646 

pyuria  from         . .  . .     646 

simulated  by  appendicitis     646 

acute  treneral  peritonitis   646 

-  tenderne«    in    loin    with    646 

vomiting  in  . .  . .     646 

Nephroma,  luomaturia  in  304,  307 

-  origin  in  adrenal  rests       . .     307 

-  slow  grow  til  of  . .  . .  807 
Ntrvf  doflfness  and  its  causes    190 

-  fibres,    opaque,    normal    in 

rabbit 462 

opaque,  of  retina,  ophthal- 

most^opic      appearance 

oi(riatr  VII)..  ..     462 

roots,    allections    involving 

eigiith  cervical  and  first 

dorsal,     oculo  -  pupillary 

phenomena  in     . .  . .     494 

-  -  of  brachial  plexus,  table 

of  muscular  distribution   656 

-  spinal,    inflammation    near 

posterior    root    ganglion, 
ana»»thcHia  in      . .  . .     494 

muscular  wasting  in    494 

radicular  pain  in     . .     494 

-  supply  of  ascending  aorta  481,  778 
diaphragm  . .  . .     779 

-  -  heart  . .        481,  778 

-  symptoms     in     functional 

par.ilvHis  of  vocal  cords . .     538 

-  of     Wrlsbenr,    skin    distri- 

bution of . .  . .  ..     659 

-  tnmk,   severe    pain    associ- 

ated ^^ith  ana'stlicsia  due 
to  complete  lesion  of     . .     475 
NtrvM,  bracliial,  table   show- 
ing miLscleH  innervated  by     550 

-  of  lumt)ar  and  sacral  plexuses, 

tibleH    showing    muscles 
distributed  to     ..        542,  543 

-  normal  and  abnormal  elec- 

trical reactions  in  ..     633 

-  olfactory,  at)normalitie8  of  669 
conc^enital     at>8ence     of, 

anosmia  from. .  ..     669 

-  sensory  skin  distribution  of 

(Fig.  174)  ..  ..     659 

-  thickening  of,  in  leprosy  424 
von      Recklinghausen's 

disease 801 

-  (and  see  the  various  nerves 

by  name) 


374 


Nervous  caosos,  jaundice  due 

vo  •»  ■•  ••  •• 

-  diarrhoea,  chronic  . . 

-  diseases,    abnormalities    of 

micturition  in     . .        440,  442 

amcnorrhoea  in   . . 

of  children,  tea-drink  mg 

causing.. 

constipation  in   . . 

loss  of  knee-lerks  in 

from  round-worm  infection  569 

^asmodic      contractions 

a  minor  sign  in 

-  excitability    in    exophthal- 

mic (goitre 
night  terrors  in  . . 

-  exhaustion,  convulsions  from 

-  •«  insomnia  in         . .        356,  358 
spasmodic  contraction  from  159 

-  factors   in   acromegaly  and 

my.xa»<iema 

-  heredity  in  pavor  noctumus 

-  instability    in    infants,    in- 

somnia in 

-  mimicry  of  joint  affections 

-  symptoms  in  acute  yellow 

atrophy  of  liv«:  . . 

-  -  cirrhosis  of  liver . . 
ovarian  insufficiency     . . 

-  system,  effect  on  phosphorus 

excretion    of     wear   and 
tear  of 
ItonrouMMt  due  to  akx>hol.. 

-  alcoholism  simulated  by  . . 

-  in  Graves'  disease     253,  772, 


197 


23 

357 
149 
398 


159 

792 
447 

169 


585 
357 

357 
389 

370 
410 
454 


572 
797 
797 
849 


581,  582 


797 

..  692 
..  498 
..  783 
330,  502 
..     501 


-  polyuria  due  to 

-  tachycardia  from 

-  tremor  due  to        . .        795, 

-  with     undue     abdominal 

aortic  pulsation . . 
NMiraloit   in   astigmatism    .. 

-  conditions  mistaken  for 

-  from  dental  caries 
diagnosis  of 

-  diatrnosis  from  headache  . .     330 

-  earache  in    . .  . .  . .     230 

-  from    errors    of    refraction    498 

-  examination    of    urine    for 

sui?ar  in  all  cases  of 

-  in  heels  in  calcanodynia  . . 

-  pain  in  cliest  from . . 
upper  jaw  in 

-  paroxysmal  headache  in  . . 

-  ptv:i1i>«m  due  to     .. 

-  tender  spots  in 

-  tenderness  of  scalp  from  781, 

-  tinnitus  with 

-  trismus  from 


488 
488 
477 
502 
326 
691 
330 
782 
794 
801 


-  aMominal 473 


473 
473 


entoro-spasm  in  . . 

I evil  effects  of  morphia  in 

; excluttion  of  spinnl  disease 

I  in  diagnosis  of 

' general    abdominal    pain 

from 

sex  incidence  of.. 

-  anterior  <  rural 

-  brachial,  absence  of  atrophy 

or  umpsthesia  in . . 

in  alooliolism 

always  unilateral 

from  cervical  rib 

constant      aching 

with    exacerbations 
in  diabeti-M 
diaguoe'LH  of 
-  from  muscular  rheum 

atism 
flush imr  and  hyperidrosis  in  491 
in  voutv  diathesis         ..     491 
influenza  . .  . .  . .     492 

malaria     . .  . .  . .     492 

pain  in  the  arm  in         . .     491 
in  rheumatic  diathesis  . .     491 


I 


pam 
in 


473  • 

I 
47.'J  i 
473  I 
488  I 

I 
492  I 
492 
492  ! 
492 

491 
492 
492 

492 


yfurtUgia,  brachial, 

skin  hjp«nBBth«ua  in  ..   i 

tenderness  over  nerves  a  i 

posterior     triangle    of 

neck  in  ..   i 

tinglinsr   with    nerve  tea- 

demeas  in  . .   i 

-  tecial  from  suppuration  in  » 

tooth  . .  . .   ' 

-  f^m   tumour  of  tnganioft! 

nerve  . .  . .        . .   ' 

varietiea  of 

-  in  inferior  dental  nerve,  dis- 

gno»i»  of  . . 

-  Intarcostal,  aortic  aDeuijsm 

miiitaken  for 

diagnosis  from  intccco«ul 

ucirve  pain  frum  or- 
ganic disease  .. 

after  her|>ets 

inlluence  of  breathing  od 

mediastinal    new   grcwtii 

mistaken  for   .. 

-  -  pain  in  epigastriom  in  .. 
increaseil  on  movement 

or  breatliing 

in    the    left   hypocfaoo- 

drium   in 

right  hy|>ochondnam  in 

pneumonia   mistakm  for 

4«*. 

points  of  maximum  ten- 

demetu  in 

i^inal      caries     mistaken 

for  ..  ..        181. 

tender  points  akxig  nerve 

in  . .  478.  485. 

tenderness  in  the  chertfrom 

alom;  affected  space  in 

-  intestinal 

-  in  tlie  lower  jaw 
dia«mo8is  of     . . 

-  mammary  (see  Mastodjnia) 

-  metatarsal 

-  minor,  pain  in  face  secondary 

to  local  disease  . . 
two  ty]>es  of  pain  in 

-  obturator 

-  ovarian,  simulating  appen- 

dicitis 

-  paratthttica,  flat-foot  in.. 

increase  on  standing 

in  obesity 

pain    along    external  co- 

taneoiift  nerve  in 

-  -  tender    spot    below    an- 

terior iliac  inline  in    .. 

-  phranlc,  simulated    by  dia- 

phragmatic pleurisj 

hepatic  disorders 

peritonitis 

splenic  disorders 

spinal  caries     . . 

pain    on     coufffaing    and 

breathing  in    . . 

round  site  of  insertkm 

of  diaphnkgm 

-  supra-orbital,    in   iritis  and 
cyclitis 

-  trigeminal    (sec  IVigeminal 
Neurak'ia) 

Niuratthtnla.     absence     of 
muscular  wasting  in 

-  acute  general  pains  in  the 
limlw  in      . 

-  agimivating  menstrual  pain 

-  ankle  clonus  in 

-  lUibinski's  «ign  not  present  in 

-  constipation  in 

-  dysmenorrhcpa  in  . .        219, 

-  dyspepsia  in 

-  effect  on  pho^horus  excre- 

tion 
->  eructatio  nervosa  in 
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Jfeuraslfienia,  contd. 

-  headache  in            ..        506,  788 

-  hyperasttesic  spots  with  , .  667 

-  and    hjrsteria,    difficulty   of 

distinguishing      . .          . .  788 

-  ill-effect  of  worry  on         . .  788 

-  imaginary  sexual  disorders 

in           ..          ..  606 

-  impotence  in           . .         . .  347 

-  increase  in  deep  reflexes  in  . .  606 

-  knee-jerks  in       . .         397,  787 

-  influence  on  dysmenorrhoea  219 

-  of  law  suit  in       . .          . .  788 

-  insomnia  in..          ..        366,  358 

-  intention  tremor  in           . .  800 

•  irritability  in          . .        360,  788 

•  loss  of  strength  in  . .          . .  506 

•  overwork,   worry,   and   de- 

bility as  causes  of          . .  506 

•  oxaluria  with           . .          . .  471 

•  pains  in  arms  in  (and   see 

also    Pains     in    Various 

Organs) 494 

-  back  in   . .           . .          . .  494 

-  head  in     . .          . .          . .  494 

-  limbs   in  . .         . .         . .  506 

-  and    tenderness   in   head 

from 782 

scalp  from       . .          . .  784 

palpitation  in           506,  525,  527 
polyuria  in   . .          . .         581,  582 

pseudo- neuralgia  in           . .  498 

psychalgia  in           . .          . .  494 

from  pyorrhoea  alveolaris..  87 

ready  fatigability  in          . .  788 

rigidity  of  the  spine  in      . .  788 

sex  incidence  of      . .          . .  506 

simulated  by  phthisis       . .  347 

-  malingering          . .         . .  787 

-  orgiinic  disease   . .          . .  788 

nerve  lesions    . .          . .  347 

sphincters  unaffected  in  . .  787 

subjective  sensations  in    . .  506 

subnormal  temperature  in  506 

tenderness  of  the  scalp  from  781 

-  spine  in    . .  . .         784,  788 

traumatic,  account  of       . .  787 

tremor  in     . .          . .          . .  795 

Uritis,  dyspareunia  from  . .  222 
iarly    stages    of    paralysis 

agitaas  mistaken  for     . .  548 
sxamimition    of    urine    for 

sugar  in  uU  cases  of       . .  488 

lain  in  the  arm  from         . .  546 

ciatica  due  to        . .          . .  487 

enderness  in  the  spine  in. .  786 

remor  in     . .         . .         . .  77 

irachial,      almost       always 

bilateral 492 

•  diagnosis    from    cervical 

pachymeningitis         . .  492 

rib 492 

spinal  dteease          . .  492 

-  glands  in  axilla           . .  492 

-  spinal  gliosis   . .          . .  492 
tumour         . .          . .  492 

-  from  subclavian  aneur- 

ysm   . .          . .          . .  492 

-  tumour      in     posterior 

triangle  of  neck      . .  492 
genenilly  part  of  a  multiple 

prriplieral  neuritis     . .  492 
neuromata     of     brachial 

plexus  as  cause  of      . .  492 
pain    and    tendeme^    in 

arms  in             . .          . .  492 
tercostal,    sites   of   maxi- 
mum tenderness  in       . .  777 
tenderness  in  chest  from  776 
ultiple    peripheral,     acute 
pains  in  limbs  in            . .  503 

-  alcoholic               66,  286,  492, 

.505,  549,  550.  551,  599 
Korsakow's  psychosis  505 


yeuritis,  multiple  peripheral,  eontd. 
alcoholic,  loss  of  memory 

for  recent  events  in      505 

lying  without  wish  to 

deceive  in  . .     506 

anaesthesia  in  66,488,492,551 

anosmia  in      . .         . .     669 

arsenical       38,  87,  285,  492, 

506,  561,  575 

paralysis  early  in    . .     506 

atrophy  and  paresis  m    285 

bilateral  facial  palsy  in    687 

causes  of  . .         . .       72 

causing  ataxy. .         . .       66 

chronic  . .         . .     607 

pains  in  lunbs  in  . .     603 

contractures  in  163, 165,  390 

cramps  in         . .        179,  506 

dead  fingers  in  . .     505 

deep  reflexes  increased 

at  first  in     . .         . .     505 
in  diabetes  69,  282,  492,  507 

diaonotit  of    . .        . .    606 

from    acute      polio- 
myelitis   . .         . .     669 

locomotor  ataxy     . ,     662 

myopathy    . .         . ,       70 

primary       muacalar 

dystrophy  . .     660 
diphtheritic 

66,  77,  224,  506,  659,  640 

affecting  heart       ,.     640 

eye  symptoms  in    . .       77 

regurgitation  of  food 

through  the  nose  in669, 640 

dysphagia  due  to       . .     224 

electrical  reactions  in  66,  69 

extensors  m<»re  affected 

than  flexors  in        . .     660 

gait  in 66 

gangrene  in     . .        283,  285 

in  gouty  subjects       . .     507 

glove      and      stocking 

aniBRthesia  in(f^.l75)660 

glycosuria  with  607,  661 

hypersBSthesia  in 

505,  506,  666 
hyperalgesia  with  cuta- 
neous anspstbesia    660, 661 

inco-ordination  in       . .     506 

infantile  paralysis  from    569 

influenzal  . .        606,  607 

from  lead      38,  77,  492,  506 

leprosy  . .  . .         . .     551 

loss  of  ankle-jerk  in  . .     488 

deep  reflexes  in  398, 

506,  569,  662 

knee-jerks  in  . .     488 

mercurial         . .  37,  77,  551 

motor  weakness  in  505,  662 

muscular  atrophy  in  76,  390, 

488,  492,  506,  559,  662,  849 
numbness  and  tingling 

in  the  extremities  in      505 

oedema  of  legs  in      . .     469 

olfactory  nerves  affected 

in       . .  . .  . .     669 

pain  in  506,  551,  559 

legs  in  . .         . .     488 

limbs  in        . .         . .       66 

on  movement  in     . .     661 

worse  at  night  in   . .     489 

paraplegia  due  to   557, 

561,  562 

perforating  ulcer  of  foot  in809 

pins  and  needles  in    . .     606 

plantar  reflexes  in        66,  81 

purpura  in      . .        696,  699 

reaction  of  degeneration 

in      69.  488,  506,  559,  502 

reflexes  in  398,  506,  569,  562 

scoliosis  in       . .        180,  181 

sensory  changes  in  505,  551, 

559,  660,  661,  666,  669 


Neuritis,  multiple  peripheral,  contd, 

simulatiBd  by  growths  of 

pelvis  or  cauda  equina  663 

muscular  atrophy  . .  69 

slight  deg  ees  of        . .  608 

some  varieties  of        . .  607 

sphincters    seldom    in- 
volved in     . .         . .  506 

spread  of  pain  to  trunk  in505 

symptoms  and  signs  of  76 

in  syphilis       . .        606,  507 

talipes  from    . .         . .  131 

tenderness  of  limbs  In  605 

muscles  in     489,  506,  661 

nerve  trunks  in       . .  489 

tendon  reflexes  in     . .  66 

tremor  in         . .         . .  286 

in  tuberculosis            . .  606 

-  olfactory,  from  ammonia  . .  669 

anosmia  from                  . .  669 

part  of  peripheral  neuritis  669 

from  snuff           . .         . .  669 

-  optic  (see    Optic    Neuritis) 

-  peripheral    . .         390,  489,  608 

-  of  pudic  nerve,  dyspareunia 

from         221 

-  retrobulbar  (see  Retrobulbar 

Neuritis) 
Neurocardiac  disease,  shortness 

of  breath    in     . .         . .  101 
Neuroflbromata,    absence    of 

tenderness  in       . .         . .  478 

-  distribution  of        ..         ..  804 

-  multiple  benign  false  neuro- 

mata on  the  nerves       . .  478 

-  pain  in  the  chest  from      . .  477 

-  simulating  rheumatic  nodules  804 

-  subcutaneous  in  von  Reck- 

linghausen's disease       . .  781 
Nauroma,      brachial    neuritis 

from          493 

-  single,     false,     pain    over 

affected  nerve  in            . .  478 
tenderness  to  pressure  of  478 

-  of  vulva 768 

Neuromata,  multiple,  false  (see 

Neuroflbromata) 

Neuromimesis. .          ..         ..  389 

NeMromyotltlt,   general   pains 

m  the  hmbs  in  . .         503,  604 

-  loss  of  reflexes  in    . .         . .  604 
sensation  in         . .         . .  504 

-  pain  in  limbs  on  movement  in  504 

-  tenderness  in  limbs  in       . .  504 

-  vasomotor    phenomena    in 

extremities  in      . .         . .  504 
Neuropathic    muicular  atro- 
phies (and  see   Atrophy, 
Muscular) 

claw-hand  from          . .  159 

fibrillary  contractions  in  158 

following   acute   polio- 
myelitis       . .         . .  158 

gradual  onset  of         . .  169 

sensation  normal  in    . .  159 

simulating  rickets      . .  168 

sphincters  normal  In  . .  169 

Neoro-retinitis  (see    Retinitis 

and  Optic  Neuritis) 
NeuroilS  (and   see   Hysteria ; 
and  Neurasthenia) 

-  abdominal  distention  in   . .  466 

-  angina  pectoris  type  of    . .  483 

-  belching  variety  of           . .  267 

-  bladder  varieties  of           . .  443 

-  cheilitis  exfoliativa  in       . .  403 

-  coloured  sweat  due  to       . .  714 

-  disseminated  sclerosis  simu- 

lating          666 

-  distinction  from  hysteria  . .  627 

-  exaggerated  knee-jerk  in . .  44 

-  hiccough  in             . .         . .  343 

-  lachrymal 203 

-  leading  to  amputation      . .  467 
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Neurosis,  contd. 

-  occupation  (see  Occupation 

Neuroses) 

-  oedema  of  leg  from . .         . .  457 

-  CB6opha«^ismus  type           . .  484 

-  pruritus  a  symptom  of      . .  588 

-  ptjalorrhoea  as  a  . .  592 

-  pyrexia  due  to        . .         609,  618 

-  spastic  constipation  and  . .  145 

-  teemor  in     . .         . .         . .  795 

-  Tasomotor    . .         . .         . .  634 

albuminuria  in   . .         . .  16 

Neurotrophic  causes  of  testi- 

oular  atrophj     . .         . .  79 

Neatrophile  corpuscles         . .  28 

-  myelocytes,    characteristics 

of  (Plaie  II)        . .         . .  29 

NtW-born,  breast  changes  in..  74S 

->  epiphysial  afiEections  in      . .  752 

-  hnmoglobinuria  in             . .  S15 

-  miliary  abscesses  of           . .  601 

-  milk  secretion  in    . .          . .  743 

-  pemphi^ms  of          . .         . .  446 

-  uterine  tiiemorrhage  in     435,  436 
Ntw  growths  (see  Abdomen ; 

Lfung;  Mediastinum;  Pel- 
vis; Pleura;  Spine;  etc., 
Carcinoma,  Sarcoma,  etc.) 

New  Zealand,  hydatid  cysts  in  323 

Nicotine,  tremor  from          . .  797 
Night    blindness    in    kerato- 

malacia     . .         . .         . .  807 

nyctalopia            . .         . .  841 

in  retinitis  pigmentosa..  838 

•  startlngs  in  hip  disease    . .  357 

-  in  tuberculous  disease  of 
joints        . .          . .          . .  385 

-  sweating  of  phthisis         . .  319, 

577,  714 

Barlow's  disease            . .  714 

-^-  infantile  scurvy  . .         . .  714 

in  rickets 714 

-^terrors          . .         . .         . .  357 

-"-  in  children  . .        857,  447 

NIQHTMARE8  ..447 

Nippit,  affected  by  scabies  . .  833 

-  blood  discharge  from       202,  745 

-  cracked         743 

-  discharge  from        . .         . .  201 

-  normal  discharge  from      . .  201 

-  Pagct's  disease'of  . .         . .  802 

-  purulent  discharge  from  202,  743 

-  retraction  of,  in  carcinoma 

of  breast 745 

normal  in  some  cases    . .  745 

-  -  hi  Pagct's  disease         802,  803 
NHrie  add  causing  bulla     110, 112 

test  for  albumosuria         6,  20 

albuminuria,  signifi- 
cance of  brown  ring 
with 348 

bile  pigment   . .         . .  819 

indican. .          ..          . .  821 

used  by  malingerers       . .  112 

Nitrogen    in    urine    in    phos- 
phorus poisoning           . .  373 
Nitroprusside  test  for  aceton- 

uria            4 

for  melanuria      . .          . .  821 

Nits  in  hair,  enlargement  of 

occipital  glands  with     . .  419 
Nocturnal      emission,      albu- 
minuria from      . .         . .  19 
and  oxaluria       . .          . .  472 

-  Ofiurotls        247 

-  -  in  children,  from  oxaluria  471 

-  pain  in  gout           . .         . .  382 

-  -  tuberculous     disease     of 

joints  ..  ..  357,385 
Node  Off' bones  from  injury  . .  750 
in  secondary  syphilis     . .  752 

-  -  typhoid  fever      . .         . .  752 
Nodes,  Heberdeix's  (Fig.  \W) 


NODULES       448 

-  "  craggy,"    in    tuberculosb 

of  testis 519 

-  developing     from     papular 

syphilide  . .          . .          . .  532 

-  differentiation    of     papules 

from          . .          . .          . .  528 

-  leprous,  simulating  erythema  i 

nodosum  . .          . .          . .  450 

-  Mbcutaneout                  . .  448 

in  acute  rheumatism     . .  121, 

375,  804 

simulated  by  neuro- 

tibromata . .         . .  804 

due  to  colloid  milium     . .  805 

from  epithelioma            . .  803 

in  erytliema  keratodes  . .  451 

multiforme       . .         . .  531 

firm  rounded,  on  elbows 

and  knees,  in  jaundice  360 

in  gonorrhoeal  arthitis  . .  375 

from  iodides  or  bromides  112 

in  leprosy            . .         . .  75 

lupus  erythematosus      . .  449 

vulgaris  . .         448, 808 

-  -  multiple,  eosinopliilia  with  452 

neuroflbromata               . .  804 

osteo-arthritLs     . .         . .  375 

-  -  von       Recklinghausen's 

disease 804 

with  varicose  veins        . .  450 

-  in  sycosis  vulgaris  . .         . .  602 

-  of  tubercular  leprosy  (Fig. 

124)           450 

-  xanthoma  planum  . .         . .  805 
Noises  in  the  ears  (see  Tinnitus) 

-  headache  from        . .         . .  329 

-  in  head  firom  cerebral  aneu- 

rysm           328 

-  tinnitus  increased  by       . .  793 
Noma . .  282 

-  bleeding  gums  in    . .  86,  88 

Normoblasts 28 

NOlO,    abnormal    breadth     in 

cretinism . .          . .         . .  258 

k myxoHiema      . .         . .  259 

-  accooMry  tinuioa,  dilatation 

of,      unilateral      exoph- 
thilmos  in           . .         254,  255 
foul  taste  from  infec- 
tion of          . .         . .  774 

inflammation  of,  causing 

snoring         . .         . .  669 

septic  arthritis  from  . .  375 

suppurating,    cavernous 

sinus  thrombosis  from  253 

earache  from          . .  230 

meningitis  from      . .  642 

-  aeuto  catarrli,  from  arsenic  668 

in  common  cold        . .  668 

hay  fever         . .         . .  668 

loss  of  smell  from      . .  668 

at  onset  of  mesfiles    . .  668 

from  potass,  iodide     . .  668 

-  affection  by  acne  vulgaris  531 

-  bleeding  from  (see  Epistaxis) 

-  blowing,     violent,     causing 

subcutaneous  emphysema  231 

-  broad  and  fiat  in  Mongolian 

idiocy        263 

-  carcinoma  of  (see  Carcinoma 

of  Nose) 

-  catarrh  of,  snoring  due  to  669 

-  cerebrospinal  fluid  from,  in 

fractured  skull   . .         . .  138 

-  coloured  sweat  of  . .         . .  714 

-  crusts  in,  in  atrophic  rhhiitts  204 

-  depressed  at  the  bridge  hi 

achondroplasia    . .          . .  212 

congenital  syphilis  (f^. 

78) 259 

-  discharges   from    (see   Dis- 
0;vftx^«,  Nasal) 
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Sosf^  conul. 

-  epithelioma  of 

-  examination  of,  in  obe 

pyrexia     . . 

-  foreign  body  in 
epistaxis  from 

-  gangrene  of,   in  Raynj 

disease 

-  hypertrophy  of 

-  inabiUty     to     blow, 

pain  of   inHamed  fn 
sinus 

-  infantile   convulsions   : 

diseases  of 

-  lupus  of 

-  massive,  in  acromegaly 

-  membranous    exudaticM 

-  new  growtlLS  affecting 

-  Otatruction  by  adenoid 
causes  of  . . 

dislocation  of  naftal  S4 

hypertrophic  rhinitis 

loss  of  tast«  due  to 

by  necrosis  of  bones 

polypi 

septal  spur 

syphilis     . . 

-  pemphigus,  etc.,  of 

-  picking    from    preseno 

intestinal  parasite 

-  projecting,  in  microc«{: 
--  redness  in  cirrhosis  ci. 

-  regurgitation  of  food  th 

the  (see  Regurgitatii 
Food  through  the  N 

-  rhinoficleToma  of    . . 

-  in  rickets     . . 

-  rodent  ulcer  of 

-  undue  dryness  of,  from 

nerve  paralysis  . . 

-  varicose  veins  in     . . 
Nostril,  circinate  syphilod 

-  collapsed,  snoring  due 
Ntek,  liydrocoto  of  tarn 

(see  Hydrocele  of  Cai 
Nuck) 
Nuclein      bases,      nric 
derived  from 

-  derivation  of  urinary 

phorus  from 
Nadoo-protdd    in    acui 
pliritis 

-  oorebrospinal  fluid 
in  meningita  . . 

-  and    phosphates,    diff 

of  disUnguiahing  in 

-  in  urino,  from  bladdei 

tation  in  oxaluria 

effect  on  boiling  te 

albumin 
fallacies  in 

-  -  method     of     overo 

fallacies   due   to 
tests  f  or  . . 

-  thrown   down    by 

acid       . .  * . 

NumknOM,     in     dinem 
sclerosis    . . 

-  of  the  fingers  (s^ee  Seo 

Abnormalities  of) 

-  with  flushing 

-  of  foot  in  sciatica  . . 

-  hands  in  acropanevthc 

-  in  paroxysmal  tachyci 

-  peripheral  neuritis  '. . 

-  tabes  dOTsalis 
Nummular  sputum  (see 

tum.  Nummular) 
Nursery  maids,  scoliosis 
Nurses,  cliancro  of  flogoi 
Natmeg-grater  skin   in 

tosis  pilars 
prurigo  f erox 

-  -  xerodermia 


NUTMEG    LIVER-^DEMA 
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Nutmao  Uver 370 

ascites  with         . .         . .       5ft 

-  chronic  nephritis  . .       14 
(M?e  Liver,  Congestion  of. 

Venous) 

-  -  pain   and    tenderness    in 

back  from       . .         . .     789 

-  iiroerythrin  in  urine  from    819 
Nyctalopia     in     disseminated 

choroido-retinitis  . .     841 

-  from  high  myopia  . .         . .     841 

-  retinitis  pigmentosa  . .     841 

-  scurvy  841 

^ylander's  reai^nt,  effect  of 

alkaptonuria  on  . .     822 

-  -  for  glvcoeuria      . .         . .     290 
IY8TAGMUS 452 

•  from  yellow  spot  affections    836 

•  amblyopia  in  . .         . .     836 

•  in  cerebellar  lesions  69,  643 

•  choroiditis    . .  . .         . .     836 

•  disseminated  sclerosis 

174,  547,  800,  838 
in  Friedreich's  ataxy  71,  131,  560 
hippus  with . .         . .         . .     595 

macular  coloboma  with  . .  836 
from  ophthalmia  neonatorum 

836,  839 
persistent  hyaloid  artery  . .     836 

retinitis        836 

syringomyelia  . .  128,  554 
vertigo  due  to         . .         . .     827 

BERMEIERI,  spirochiete  of 
(Plate  XII,  p.  696)        33,  649 

BESITY         453 

abdominal  swelling  from  715,  718 
from  alcohol  . .     849 

amenorrhoea  with  . .  . .  23 
ansemia  in   . .  . .       SO 

chronic  glycosuria  and  . .  292 
constipation  of  . .  143,  148 
diagnosis  of  ascites  from  . .  53 
deficient     ovarian    activity 

with  707 

difficulty      of      abdominal 

examination  in  . .  . .  718 
-  in     diagnosing     femoral 

swelling  in  . .  . .  732 
tatty  heart  in  . .  103,  241 
lineee  albicantes  in..  ..  402 
in  myxoedema  . .  . .  460 
neuralgia  paraesthetica  from 

long  sitting  in  . .  . .  488 
relation  of  pancreatitis  to. .  153 
tterility  due  to  . .  706,  707 
•liquus    inferior,    effects   of 

paralysis  of         . .         . .     201 
stipation  (and  see  Constipation) 
Secal    accumulations    from    692 
etruction  of  bile-ducts  (see 

Bile-ducts) 
luodenal    (see    Duodenum, 

Obstruction  of) 
ntestinal  (see  Intestinal  Ob- 
struction) 
}t  the  larynx  (see  Lar3mx, 

Obstruction  of) 
ymphatic  (see   Lymphatic 

Obbtructiou) 
»f  nose  (see  Nose,  Obstruc- 
tion of) 
esophageal  (see  CEsophagus, 

Obstruction  of 
>ortal  vein  (see  Portal  Vein, 

Obstruction  of) 
tyloric    (see    Pylorus,  Ob- 
struction of) 
f  the  trachea  (see  Trachea, 

Obstruction  of) 
reter  (see  Ureter,  Obstruc- 
tion of) 
urator      extemus,     nerve 
supply  of..  . .  ..     542 


Obturator^  oontd. 

-  hernia  (see  Hernia  Obturator) 

-  internus,  nerve  supply  of. .     542 

-  nerve,  muscles  supplied  by    542 

paralysis,  symptoms  of       541 

spinal  roots  derived  from    542 

-  neuralgia  in  hip-joint  disease   488 

from  obturator  hernia  . .     488 

rarity  of 488 

Occipital  area,  referred  pain  in, 

in  affections  of  tongue. .     498 

-  cortex,    lesions   of,  causing 

hemianopia  81,  595,  837 

-  glands  enlarged  (see  Lymp- 

hatic Gland,  Occipital) 

-  headache     (see    Headache, 

Occipital) 
Occult  blood  in  stools  89,  94 

> in  gastric  carcinoma. .     851 

pancreatitis  ...         . .     117 

test  for  . .         . .     197 

Occupation,  causing  aortic  diseaae237 

-  changes  in  nails  due  to     . .     444 

-  deafness  due  to       . .         . .     191 

-  in  diagnosis  of  phimbism  136,  173 

-  eruptions,  bullous  . .        110,  112 

-  incidence  of  anthrax       603,  746 

-  of  epithelioma  of  acrotom 

679,  765 

-  influence  on  acroparaBsthesia   493 

-  laborious,  causing  enlarged 

heart  232,  244 

-  neuroses  (cramp)     177,  494,  795 
local  injury  giving  rise  to    177 

-  -  tremor  in . .         . .         . .     795 

-  nystagmus  from     . .         . .     453 
Ocular  muscle    abnormalities 

in      congenital      enoph- 

thalmos 247 

behaviour      of      doable 

images  in  paraljrsis  of      201 

-  palsies,  abnormal  gait  due  to  277 

diplopia  in  . .         . .     200 

Octtlo-pypillary  fibres,   spinal 

nerve-roots  supplying    . .     556 

-  symptoms,    absence   of,   in       r 

Klumpke's  palsy  . .     553 

in  involvement  of  eighth 

cervical  and  first  dorsal 
roots  . .  494 

paralysis    from    hiemato- 

myelia  . .  . .         . .     555 

with    radicular    pain    in 

arms  . .         . .     494 

in  spinal  lesions  of  eighth 

cervical  and  first  dorsal 
segments  . .         . .     553 

-  -  in  syringomyelia  128,  554 
Ochronosis  in  alkaptonuria  575,  822 

-  from  carbolic  acid  . .        575,  822 

-  general  account  of             . .     822 
Oflontomata 88 

-  age  incidence  of      . .         . .     749 

-  definition  of  . .     749 

-  diagnosis  of 749 

from  sarcomata  . .         . .     749 

-  examination    for      missing 

teeth  in  cases  of  . .     749 

-  innocent  nature  of . .         . .     749 

-  trismus  simulated  by        . .     801 

-  x-rays  in  diagnosis  of        . .     749 
CEdoma    of    abdominal    wnU 

from  ascites        . .  . .     717 
with  redness,  in  tuber- 
culous peritonitis  . .     691 

-  in  acute  nephritis    311,  458,  746 
polymyositis        . .  . .     504 

-  angioneurotic    (see    Angio- 

npurotic  (Edema) 

-  of  ankles  in  cirrhosis  of  liver    410 

-  in  anthrax    . .  . .         603,  746 

-  apparent,  of  myxoedema  . .       43 

-  of  arms  from  superior  vena 

cava  obstruction  . .     %^^ 


(Edema,  eontd. 

-  ascending,  case  of  ..8 

-  with     ascites    in    chronic 

peritonitis  . .         . .       55 

-  in  chronic  mediastinitia     . .     484 

-  with  myxoedema  . .  460 
CEDEMA,  ASYMMETRICAL  455 
of  arm  (one)  from  obstruo- 

tion  to  innominate  vein    826 

caused  by  ligature        . .     457 

of  one  leg  from  thrombosis  825 

-  of    back   from    obstruction 

to  inferior  vena  cava     . .     885 

-  in  beri-beri . .  . .         . .       75 

-  Bright's  disease  12,  311,  458,  746 

-  of  conjunctiva,  conjunctivitis 

distinguished  from        . .     256 

-  of   Bright's   disease   and 

heart  disease  . .  356 

-  due  to  erysipelas   . .         . .     746 

-  of     oyolidl,     angioneurotic 

(Fig.  128)  457,  458,  746 
simulating    acute    ne- 
phritis (Fig.  128)    . .     458 
-«  in  conjunctivitis..         ..     590 

glaucoma  . .         . .     257 

Graves'  disease  . .  261 

from  iridocyclitis  . .     256 

-  with  ptosis  in  conjuncti- 

vitis       590 

-  from  thrombosis  of  caver- 

nous sinus  . .  ~  . .  651 
>  extreme,  bull«  in   . .        110,  112 

-  Of  face  458 

angioneurotic   oedema 

(Fig.  128.  p.  458)  458,  746 
and  arms  in  growths  of 

the  lung  . .  185 
and  eyes  in  trichinosis  . .     604 

-  -  illustrated  (Fig.  72)       . .     234 

neck,  and  arms,  causes  of    458 

but  not  of  legs,  list  of 

causes  of..  461 
or  neck,  inflammatory  . .     458 

-  -  in  nephritis         . .        458,  746 

round  syphilitic  chancre    747 

superior  Vena  cava  obstruc- 
tion      . .         . .         . .     746 

-  Of  foot  in  chlorosis. .  41,  303 

-  -  in  erythema  keratodes  . .     451 

erytbromelalgia  . .     490 

and     legs    in    mitral  re- 
gurgitation       238,  239,  240 

-  in  fungating  endocarditis      9,  10 

-  general,     from      fungating 

endocarditis         . .         . .        9 

-  -  in  nephritis  . .  . .  466 
subacute  nephritis         . .     186 

-  of    head    and    neck,    illus- 

trated (Fig.  72)  . .         . .     234 

-  influence  of  attitude  on    . .     458 

-  -  gravity  on  . .     457 

-  and  infilteation  of  skin  in 

acute  eczema      . .  608 

-  of  labia  in  acute  nephritis       458 

-  labium    minus,     unilateral, 

causes  of. .  . .         . .     770 

-  of  larynx 673 

acute,  causes  of  . .        466,  709 

stridor  from    . .         . .     709 

-  -  in  Bright's  disease       185,  466 

orthopnai>a  in     . .         . .     466 

from  potassium  iodide  185,  465 

suffocative  . .         . .     673 

from  various  ulcerations 

of  . •         . •     466 

-  of  lOQt  in  ankylostomiasis  570 
witti  ansemia  from  hcemor- 

rtiage     . .   _     . .         . .     461 

-  in  aortic  disease..  %k...     233 

with  ascites         . .         . .       51 

and  back  in  inferior  vena 

cava  Qto»\x>as^«sck.         .  •       ^- 
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(Bdema  of  /«y«,  corUd. 

~  ~  from    chronic    broachitis 

and  emphjsema        . .     246 

-  -  in  heart  lailure  . .         . .       61 

hereditary  trophcedema        461 

mitral  stenosis    . .         . .     764 

-  -  myocardial    degeneration    SS3 

-  -  portal  obstruction  . .  SOO 
tricuspid   recnirgitation..     106 

-  lineas  albicantes  in  ..     402 

-  local      and      transient,    in 

angioneurotic  oedema    . .     746 

>  of  loin  in  perinephric  abscess    S92 

-  in  mastoid  region  in  carer- 

nous  sinus  thrombosis  . .     254 
from  lateral  sinus  throm- 
bosis       651 

-  of  meatus  urinarius  . .     209 

-  •!  neck  (/'h/.  7*J)  . .  . .  2S4 
acute,      diagnosis     from 

mumps  674 

and  arms  from  mediastinal 

growth..  ..     296 

-  and  head  from  superior 

vena  cava  obstruction      826 
Tarious  causes  of  . .     458 

-  of  the  orbit  from  tlurom- 

bosis  of  cavernous  sinus      651 

-  of  palms  in  erytliema  kera- 

todes         451 

-  penis  in  acute  nepluritis    . .     458 

-  pitting  on  pressure  in       . .     456 

-  -  absent  on  pressure         . .     456 

-  with  pleural  effusion  . .  121 
in  Bright's  disease     . .     122 

-  polyuria  in  clearing  up  of 

582,  584 

-  of  prepuce  in  balanitis      . .     674 

-  relation  to  angioneurosis  in 

Milroy's  dis^kse  . .  . .     460 

-  from  renal  tumour. .         . .        9 

-  retinal,  in  optic  neuritis  . .  462 
•>  of  scalp  in  acute  nephritis. .     458 

-  from   thrombosis  of  the 

superior      longitudinal 
sinus 651 

-  of  scrotum  in  acute  nephritis    458 

-  skin  of  breast  in  mastitis  . .     743 

-  soles  in  erythema  kcratodes    451 

-  suffocative,    simulated    by 

laryngeal  paralysis  . .  539 
CEDEMA.  SYMMETRICAL         457 

-  of  umbilicus  in  tuberculous 

peritonitis  . .         . .       57 

-  universal 457 

causes  of 460 

-  of  vulva,  causes  of. .  768,  770 
CEMphagitmiit,  general  account  484 
(Ifisophago- bronchial      fistula, 

gangrene  of  lung  in  ..  288 
OSnophngoecope  ..         ..     297 

(Ewphaout,     affections     of, 

causing  food  regurgitation  841 
causing  ptyalism       ..     591 

>  branches  of  vagus  of,  rela- 

tion to  cough  . .     175 

-  carcinoma  of  (see  Carcinoma 

of  GuBophagus^ 

-  chicken-pox  eruptions  in  . .     673 

-  cicatricial     stricture,     dys- 

phagia in 484 

progressive  emaciation  in  484 

-  diseases   of,   pain   in  chest 

evoked  by  swallowing  in    484 

-  epithelioma  of  (see  Carci- 

noma of  CEsophagus) 

-  foreign  bodies  in  (see  Foreign 

Bodies  in  Gveophagus) 

-  idiopatliic  li7pertro])hy  of      225 

-  -  dilatation  of       . .        225,  841 

-  lesions   of,  causing   subcu- 

taneous empliysema      . .     231 

-  tMniCtion      by    abnormal 

subclavian  artery  223 


222 
673 
225 


222 


by 


€R»ophagus,  obstruction  of,  contd. 

acetonuria  in       . .         . .         4 

anemia  in  . .         . .       37 

aneurysm     222,  474,  482,  841 

constipation  due  to       . .     144 

-  diagnosis  firom  cesophag- 

ismus 484 

diverticula  . .  . .     841 

fibrous  stricture       ..  222,  841 

by  gastric  growth  ..     223 

malignant  disease         483,  841 

pain  in  the  chest  in      . .     478 

pressure  pouches  . .     841 

-  -  spasm       . .  225,  484,  841 
thyroid  gland  tomoor  . .     792 

-  pain  in,  causing  dysphagia      225 

-  pemphigus,  etc.,  of  . .     114 

-  pouch  of,  dysphagia  from. .     224 

-  rupture  of  aneurysm  into  140,  482 

-  sensory  area  corresponding 

to 

-  small-pox  eruption  in 

-  spasm  of 

-  q>asmodic  stricture  of  (see 

QSsophagismus) 

-  stenoeb  of,  from  a  bone 

-  tenderness  in  the  chest  from 

affections  of        . .        776,  779 

-  tumour  of,  tracheal  obstruc- 

tion from  . .         . .     465 

-  yarix  of,  luematemesis  from 

rupture  of  ..        294,  296 

Oidium   albicans    in   sputum 

88,  705 

-  tropicale  in  Ceylon 
phthbis     simulated 

lesions  due  to 
OM  aot,  constipation  in 
epistaxis  in 

-  Heberdcn's  nodes  in 

-  -  insomnia  in 

kyphosis  in 

loss  of  weight  due  to 

cedema  of  legs  in 

vasomotor  disease  in 

priapism  in         . .        585,  586 

simulation   of   nuilignant 

d irtease  by  loss  of  weight  in  849 

sterility  due  to  . .         . .     706 

subconjunctival     haemor- 
rhage in 

ulceration  of  the  leg  from 

Olfactory  neuritis 

Oligemia  

Oligoclironuemia  (see  Anemia) 

Oligocytiiapmia 

Oligospermia  706,  707 

Oliguria  in  acute  nephritis    . .       12 

-  in  heart  failure 
Olivo-ponto  cerebellar  atrophy, 

ataxy  and  tremor  in 
Ommtum,  abscess  of . . 

-  cysts  of 
pelvic  swelling  due  to    . . 

-  fat    necrosis   In,    in     acute 

pancreatitis    153,  431,  646,  846 

-  hernia  of  (see  Ilemia,  Omental) 

-  hydatid  disease  of  . .         . .     720 

-  infiltration  of,   in  tubercu- 

lous peritonitis    . .  . .       56 

-  normal  situation  of  . .     722 

-  tumour  off,  in  chronic  peri- 

tonitis     . .  472,  691,  724 

-  diagnosis  from  renal  tu- 

mour      894 

jaundice  in  . .        362, 367 

-  palpable  in  umbilical  region  728 
pelvic  swelling  due  to  . .     757 

-  -  physical  signs  of . .         . .     406 

-  simulating  enlarged  liver 

367,  406 

spleen  . .  , .     729 

movable  kidney  . .     727 

-  tuberculous  367 


705 

705 
143 
252 
452 
358 
183 
849 
461 
459 


256 

810 

669 

26 

26 


15 

799 
724 
724 
757 


Onions,  foul  l>reath  from 
Onychia,  causes  of     . .         . .     4- 

-  and     tutxTCulous     changes 

in  eyelid  associated  . .  4 
Onychogryphosis,    association 

with  ichthyosis  . .  . .     4 

Onychomycosis  . .         . .    f 

-  in  favus        . .  . .         . .     : 

Onychorrhexis  . .  4 

Oosing    after    operatioiis    in 

jaundice   . .  ..     i\ 

OpOratiOfl,  abdominal  (net 
Laparotomy) 

-  anal,  coli  bacillnria  after  . .      ! 

-  anuria  following     . .  45,  -i 

-  in  diagnosis  of  actinomyces    72 

new  growth  of  epididymis    'i 

of  testis        . .         . .     T< 

i  —  torsio  testis         . .         ..    i: 

-  gangrene  of  lung  after      ..    r; 

-  genital,  coli  bacillorta  after      i 

-  hypotliermia  after  34 

-  importance     of     early,     in 

pneumoooccai  arthritis  . .    SI 

-  infarct  of  lung  after  . .    ti 

-  injury  causing  extrovcrsioa 

of  bladder  . .         . .    » 

-  neurasthenia  after..  ..    7i 

-  GBdema  after  ..    H 

-  pseudo-elephantiasis  from       4J 

-  pyemia  from  . .         372,  W 

-  rectal,  coli  bacilluria  after        i 

-  retention  of  urine  after      49, 41 

-  surgical  emphysema  after       V, 

-  tetany  after  . .    *» 

-  on  tonsils,  cure  of  enuresis  by  H 

-  urinary  fistiiUe  after         . .     4^ 
Ofhthahnia,  gonorrhceal       ..     3' 

-  noonatonim  . .    s- 

amblyopia  from  . .  ..     < 

corneal  opacity  from     836,  ^ 

gonococcal  arthritis  from     3' 

nystagmus  from    453,  836,  ^ 

perforation  of  cornea  from   ^', 

polar  cataract  from       . .     8^ 

total  blindness  from       . .     8: 

Ophthalmic  nerve,  herpes  of       7) 
Ophthalmoplegia  (and  see  Stra- 
bismus ;  ~and    Pupils)    in 
bulbar  paralysis  . .  . .     I 

•  in  plumbtsm 

OPHTHALMOSCOPIC  AP- 
PEARANCES, notes  on 
n*latrM  Vil,    VIII)        ..     4i 

OPIfTHOTONOS  ..    4< 

-  in  hysteria  . .  . .  . .     1< 

-  meningitis    . .  . .  . .    6- 

-  strychnine  poisoning  . .    6i 

-  tetanus  162.  652,  » 
Opium,  headache  from  . .     3: 

-  constipation  relieved  bv  ..     V 

-  pOlMlling,   bihiteral   loe»  of 

movement  in       . .  . .     3- 

-  -  Cheyne-Stokes       respira- 

tion in..  . .  ..     1; 

coma  from  137,  344,  y 

diaso-reaction  in  . .     l! 

hypothermia  in   . .  138,3' 

pinpoint  pupils  in         138,  3 

pontine  heniorriiage  simu- 
lating   .  .                       .  .     3- 
Oppler-Boas  bacillus  in  gastric 
contents   in    gastric   car- 
cinoma   351,  353.  355,  845.  ^ 
Opponens  minimi  digiti,  nerve 
supply  of 5i 

-  poUicis,  nerve  mipply  <rf    . .     &; 
Opsonic  index  in  diagnosis  of 

gonorrhceal  arthritis      . .     S: 

tubercAilous  c«>cum    . .     '\ 

testis  . ,  . .     51 

Optie  atrophy  from  atoxyl    . .    8J 

-  from  cerebellar  tunuNir      64 

-  ookrar-blindneas  ttook    . .    84 
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}ptie  atrophy,  contd. 

•  -  total  blindness  from       . .     839 

•  -  in    cons^enitol   cerebral 

diplegia  . .         . .     800 

-  dilatation    of   sphenoidal 

sinus     . .         . .  . .     255 

•  disseminated       ch<Hroido* 

retinitis  . .  . .     838 

-  -  sclerosis     174,  547,  565,  838 
Friedreich's  ataxy  71,  560 

• •  • •      o9o 

837,  838 
. .     557 


836 
154 

838 


462 
836 

839 
335 


461 
462 


erlaucoma 

-  hereditary 

-  witli  idiocy 

-  from  lead . .         . .         . . 

-  in  Little's  disease 

-  peripheral  constriction  of 

field  of  vision  in 

-  primary,  ophthahnoacopic 

appearance     of    (Plate 
VIII) 

-  from  quinine 
chiasma,   lesion   in  causing 

total  blindness    . . 
liemianopsia     . . 

itic  disc   ophthalmoloolcal 
appMrannt    of    (PUuea 

VII,    VIII) 

-  coloboma  of 

-  in  disseminated  sclerosis 

800,  838 

-  glaucomatous  capping  of 

(Plate  VIII,  p.  463)  267,  838 

-  in  tobacco  amblyopia    . .     836 
nerve,  compression  of,  by  dila- 
tation of  nasal  sinuses 

-  lesions,  sudden  blindness 

from 

-  new  growths  of,  increasing 

hypermetropia  with  . . 

unilateral  exophthal- 

mos  in 

-  and  tracts,  connections  of, 

illustrated  (Fig.  101).. 
\mih\i%( Plate  VIII,  Fig.  K, 

p.  463)  139,  598,  840 

absence  in  migraine  . .  582 
in  acute  encephalitis  . .  139 
from  atoxyl         . .  . .     836 

cerebellar  abscess  . .     565 

-  tumour..  ..  565,643 
cerebral  haemorrhage     . .       98 

-  tumour     (Plate      VII. 
Fig.  K,  p.  461)       98,  173, 
29J,  341,  350,  547,  686,  782 

witli  Cheyne-Stokes  respir< 

ation 
in  crises  of  convulsions  . . 
diabetes    . . 
diagnosis  of  hypertrophic 

astigmatism  from 
in  dilatation  of  sphenoidal 

sinus 255 

fungating  endocarditis 

10,  76,  314,  598,  613 
from  increased  intracranial 

pressure  . .  . .     686 

lateral  sinus  thrombosis  651 
lesions  of  central  nervous 

system  . .         328, 585 

meningitis  139, 341,464, 563, 642 
otitis  media         . .  . .     230 

from  plumbism  . .  38,  139,  836 


840 
839 
255 
255 
334 


125 
172 
292 

468 


qumme     . . 

recent,    ophthalmoscopic 

appearances   of    (Plate 

vll) 

retinal  oedema  in 

from  retrobulbar  neuritis 

simulating     albuminuric 

retinitis 
in  spinal  meningitis 
superior  longitudinal  sinus 

thrombosis 
swelling  of  disc  in 


836 


462 
462 
840 

462 
464 

139 
462 


Optic  neuritis,  contd. 

-  in  tuberculous  meningitis 

612,  699 
~  -  uncommon    in   dissemin- 

ated  sclerosis  . .         . .     565 

-  radiations,  lesion  in  causing 

hemianopsia        . .         . .     334 

-  thalamut,  hyperpyrexia  . .  344 
lesion  of,  causing  disMcia- 

tive  anaesthesia  . .     666 
intention  tremor         . .     800 

-  tract    letloni,    hemianopsia 

from  . .         334, 595 

pupil  reflexes  in         594, 595 

rarity  of  blindness  from    839 

Oral  sepsis,  anaemia  in  . .       36 

in  etiology  of  dyspepsia      354 

gastritis  from      . .         . .     352 

septicsemia  from  . .     650 

Oranges,  sore  fingers  from  . .  266 
Orators,  pharyngitis  in  . .  673 
Orbicularis  palpebne,  epiphora 

from  paralysis  of . .  . .  250 
hysterical  spasm  of        . .     166 

-  watchmaker's  cramp  of . .     177 

weakness  in  myopaUiy . .     260 

Ortrit,  cellulitis  of,   cavernous 

sinus  thrombosis  due  to  253, 254 

-  disease  of,  headache  in     . .     327 

-  growth  in,  diplopia  from  . .  200 
unilateral  exophthalmos    254 

-  ivory  exostosis  of  . . 

-  oedema    of,    from    throm- 

bosis of  cavernous  sinus 

-  periostitis  of,  unilateral  ex- 

ophthalmos due  to 

-  suppuration   in,   meningitis 

from 

-  tumour  of,  epiphora  from. . 
pulsatile,   due  to  arterio- 
venous  aneurysm 

due  to  osteosarcoma.. 

-  -  unilateral     exophtiialmoe 

due  to  . .  . .        254,  255 

Orchitis,  acute,  association  with 
epididymitis  (and  see  Epi- 
didvmitis ;  and  Epididymo- 

orchitis) 765 

due  to  mumps     . .  . .     765 

post-typhoidal     . .  . .     765 

scrotal  swelling  due  to  . .     765 

due  to  urethritis..  ..     765 

-  atrophy  of  testis  after  79, 454,  519 

-  causes  of      . .  . .         . .       79 

-  chronic,     diagnosis      from 

syphilitic  orchitis  . .     520 
history  of  injury  in        . .     520 

-  tuberculous   (see    Testis, 

Tuberculous) 

-  diagnosis  from  sarcoma    . .     520 

-  due  to  gonococci    . .         . .     454 

-  liability     of     undescended 

testis  to  recurrent         . .     523 

-  in  Malta  fever        . .         . .     507 

-  scrotal  sores  due  to  . .     679 

-  typllilitic,   absence  of  pain 

on  pressure  in     . .         . .     520 

thickening   of   cord  in    519 

aching     in     inguinal     or 

lumbar  region  in        . .     519 

atrophy  of  testicle  after      519 

congenital  . .  . .     519 

diagnosis    from    chronic 

orchitis  . .  . .     520 

neoplasm  . .         . .     520 

diffuse  interstitial  . .     519 

enlargement  of  testis  in 

519,  520 

gummatous  . .         . .     680 

epididymis  unafTected  in  519 

nodules  on  testis  in  . .     519 

-  -  hydrocele  with    . .  . .     519 
prostate     and     vesicuUe 

seminales  unaffected  in    520 


754 

651 

254 

642 
250 

764 
764 


Orchitis,  typhUitic,  eontd. 

—  sense   of   weight  in   the 

scrotum  in      . .         . .     519 

—  tendency  to  involvement 

of  both  testes  hi  . .  520 
Orcin  hi  Rial's  test  . .  . .  290 
Organ  of  Corti,  nerve  deafness 

from  changes  in  . .  . .  190 
Orientation,  physiology  of  199,  200 
ORTHOPNCEA  ..464 

—  acute,  from  pulmonary  em 


holism 

-  in  chronic  nephritis 

-  dyspnoea  with 

-  in  heart  disease 

-  and  lung  diseases 

-  laryngeal  or  tracheal  obstruc- 

tion, diagnosis  of 

-  mechanics  of 

-  in  mitral  stenosis  . 

-  with  pleuritic  efiTusion      121,  122 

-  in    severe    bronchitis    and 

emphysema 
«  from  thyroid  gland  tumour 
Orthostatic  albuminuria 
Orthotonus  in  tetanus 
Oeasone    crystals     in     Oun- 

midge's  'test 

-  -  in  urine  testing  . . 

-  -  varieties  . .  . .     291 
Otmic  acid  test  for  chyluria. .     126 
Ossicles,  caries  of 
Oniflcation.   excessive  foetal, 

dystocia  due  to  . . 

-  premature  in  infantilism  . . 

-  -  in  progeria 
••  of  tendon  simulating  exos- 
tosis . .        754, 

Osteitis,  ctironic,  of  head  and 
neck  of  femur  after  ty- 
phoid fever 

of   lower   end   of  femur, 

diagnosis  from  endosteal 
sarcoma 

-  deformans  (/'t^«.47, 48,  p.i82)  753 

bending  of  bones  in      183,  753 

death  from  multiple  sar- 
comata of  bones  in    . . 

diagnosis  from  syphilitic 

OHteitis.. 

dyspnoea  in 

illustrated 

increased  size  of  head  in 

-  -  kyphosis  in 

-  ->  lengtliening  of  bones  in 

neuralgic  pains  in 

senile  nature  of  . . 

thickening  of  bones  in  . . 

-  syphilitic 78S 

diagnosis  from  osteitis  de- 
formans 

-  tuberculous,  secondary  ar- 

tliritis  from 
Ostoo-arthritis 

-  afebrile  course  of  . . 

-  affection  of  spine  in 

-  of  ankle 
bony  outgrowths  in 


820 

14 

..     226 

858,  764 

186,  359 


465 
359 
764 


186 

792 

19 

162 

116 
290 


470 

227 
214 
214 

763 


876 


763 


753 

753 
758 
182 
188 
188 
768 
758 
758 
758 


758 

878 

..  39 

..  384 

..  884 

..  384 

383,  884 
confusion     with    syphilitic 

pains         886 

crepitus  in  . .         . .         . .  179 

destruction  of  cartilage  in  384 
diagnosis  from  other  forms 

of  arthritis          . .         . .  885 

-  gout          . .         . .         . .  888 

-  rheumatoid  arthritis    879,  884 

-  sciatica     . .         . .         . .  884 

dwarfism  from        . .         . .  214 

ebumation  of  bone  in       . .  884 

of  elbow                  . .         . .  884 

enlargement  of  joint  in    . .  884 

erosion  of  cartilage  in       . .  S84 

fixation  of  joint  in  . .         . .  884 

flail  joint  from        . .         . .  884 
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384 
384 
384 
384 
384 
384 

762 

384 

384 

183,  214 

..  384 

..  389 

..  384 

384 

389 


385 
884 

884 

388 
388 
384 
787 
375 
754 
734 


OMteo-artkritis,  eontd. 

-  grating  of  joint  in  . . 

-  Heberden'8  nodes  in 

-  hip  frequently  affected  in 

-  of  knee 

localized  tenderness  in 

pain  in 

-  -  semimembranosos    bursa 

frequently  distended  in 
-    -  sensation,    on   palpaticm, 

of  wet  sand  in  a  bag  . . 
stiffness  in 

-  and  kyphosis 

-  locking  of  joint  in  . . 

-  loose  body  in  joint  in 

-  monarticular  type  . . 

-  muscular  atrophy  slight  in 

-  nipping  of  synovial  fringes  in 

-  outgrowths  of,  simubtted  by 

dorsal  "  pads  "  on  fingers 
(Figs.  114,  115)  . . 

-  preference  for  large  joints. . 

-  primary  affection  <^  carti- 

lage and  bones  in 

-  similarity    to    arthritis    in 

syringomyelia     . . 

-  tibetic  arthritis 

-  in  small  joints 

-  q>ondylitts  deformans  with 

-  subcutaneous  nodules  In  . . 

-  swelling  of  bones  in 

-  in  femoral  region  from  . . 

-  temporo-mandibular         230,  384 

-  -  simulating  trismus         . .     801 
•  thickening  of  synorial  mem- 
brane in 884 

-  ulnar    deviation    in    (Fig. 

108)  380,  385 

-  of  wrist        384 

Osteo-arthropathy,  bony  swell- 
ing in      

-  enlaziged  fingers  in. . 

-  hypertrophic  pulmonary  . . 

apparent  enlargement  of 

joints  in 

in  bronchiectasis 

chronic  empjema 

clubbing  of  fingers  with 

confusion  with  acromegaly391 

enlarged  bones  in  (Fig. 

118; 

fingers  in 

erosion  of  cartilage  in 

in  fibrosis  of  lung 

greater     frequency    in 

upper  extremity     . . 

with  fiutKlavian  aneiii78m391 

Uiickcning  of  synovial 

membrane  in 
Osteochondritis,  syphilitio    .. 
Osteogenesis  imperfecta,  brit- 
tle bones  in 

dwarfism  due  to  (Fig.  65) 

leading  to  osteomalacia 

softening  of  bones  in 

Otieoma  (Fig.  194)    . . 

-  exophthalmos  due  to 

-  of  jaw 

-  pelvic,  dystocia  due  to 
Olloomalacia  described 

-  dwarfism  in 

-  eosinophilia  in 

-  following  osteogenesis  imper- 

fecta          

-  kyi)hosis  or  scoliosis  from 

-  muscular  weakness  in 
Oiloomyelitlt,  albumosuria  in 

-  eosinophilia  in 

-  fungating  endocarditis  from 

-  of  ilium        

-  rigors  in       . .         . .         648,  649 
-acute 750 

-  arttiritis   from   (see   Ar- 

thritis, Acute  Seooodary) 


754 
128 
390 

390 
390 
390 
390 


390 
128 
390 
390 

390 


390 
886 

213 

212 

213 

218,  214 

..  754 

..  255 

..  748 

..  227 

..  213 

212,  213 

248 

213 
214 
213 
20 
248 
814 
737 


0$UcmydUit,  acute,  eontd. 

diagnosis  from  erythema 

nodosum 
necrosis  of  bone  in 

—  chronic,  diagnosis  from  en- 

dost€Mil  sarcoma . . 
long  duration  of . . 

—  swelling  on  a  bone  from 

—  gummatous 

—  suppurative,  amemia  in    . . 
Osteopsathyrosis,     dwarfism 

from 
Osteosarcoma,  crepitus  in 

—  egg-shell  crackling  in     177, 

—  of  orbit,  pulsatile  . . 

—  pulsation  in. .  177.  179.  768. 
Osteoscopic  pains,  pains  wont 

on  getting  warm  in  bed 

in  secondary  syphilis    . . 

Os  uteri  stenosed,  a  cause  of 

dysmenorrhoea    . . 

pin-hole    . . 

Otalgia  (see  Earache) 
Otitii,    acute    hamoirhaple, 

with  luemophilia 

influenza 

— pain  in. . 

—  -  -  petechia   on  tympanic 

membrane  in 

—  media,    acute,    paroxysmal 

pain  with  pyrexia  preced- 
ing discharge  in.. 

adenoids  causing. . 

and  albuminuria 

broncho-pnenmonia  in  321, 

—  bubbling    noises    in    ear 

due  to  . . 
cerebellar  abscess  from  . . 

—  cerebral  abscess  from 

98,  173, 

—  cervical  glands  enlarged 

cliaracters  of  dischai^  in 

chronic,     characten     of 

discharge  in    ..       468, 
complications  of . . 

—  convulsions  from 

deafness  in         . .        190, 

delirium  in 

—  diagnosis  of  cerebrospinal 

fluid  from  a  serous  dis- 
charge from     . . 
meningitis  from 

—  ecaema  of  ext.  auditory 

meatus  in 

—  -  empyema  from  . . 
in  enteric  fever  . . 

external  ear  swollen  and 

inflamed  in 
gangrene  of  lung  from  . . 

—  -  headacJic  in 

hyperaosthesia  acnstica  in 

—  lateral  sinus   thrombosis 

from      . .         . .        186, 

—  membrane  hjrpergemic  and 

swollen  in 

meningitis  from 

optic  netiritis  in  . . 

pain  in  the  ear  in         229, 

jiaralysis  of  diorda  tym- 

pani  from 

—  perforation    of   tympanic 

membrane  in  . . 
pneumococcal 

—  poiyj)!  in  ear  from 

pulmonary  embolism  from 

123,  186, 

—  pyrexia  In 

referred  pain  in  vertical 

and  temporal  areas  in 
in  scarlet  fever  . . 

—  scptictDmia  from 

—  suppurative. .         . .     280, 

—  tenderness  over  mastoid  in 
of  scalp  in  781, 


crania] 


751 
751 

757 
751 
751 
752 
39 

213 
179 
763 
764 
764 

503 
503 

219 
219 


468  I 

468 

468 

468 


469 

230 

13 

578 

793 
644 

841 
420 
469 

469 
98 
229 
470 
229 


468 
229 

468 
123 
64S 

469 
287 
327 
190 

578 

469 
642 
230 
470 

775 

469 
375 
468 

578 
229 

498 
674 
614 
498 
229 
788 


Otiti*  media,  conid. 

thrombosis      of 

sinus  from 
lateral  sinus  «•  jngnla 

vein  in 

tinnitus  in 

tuborculout,    absence    o 

pain  and  pyrexia  in    . 

deafness  and  tinnitus  i 

perforation  of  tympanJ 

membrane  anteriorh 
rapid   t>one  deistructkji 

in 

unilateral  headache  in  . 

vertigo  duo  to     . .        47 

vomiting  frx>m    . .        22 

Otorrhagia 

OTORRHCEA 

-  in  caries    of    ext.    auditor: 

meatus 

-  cerebellar  abscess  . . 

-  from  condylomata  of  meao 

-  diphtlioria     . .  . .        4< 

-  examination  of  ear  in 

-  from  suppurating  sebaceou 

cyst  of  meatus    . . 

-  tenderness  of  car  in 
OtOlderOfit.  deafness  in 

-  fixation  of  stapes  in 

-  middle-ear  destfneee  in 

-  tinnitus  due  to        . .        79 

-  vertigo  due  to 
Otoscopy  to  cases  of  otorrhoea 
Ova   of    ankjlofftomum    duo 

denale  in  faeces  . . 

-  bilharxia,   illustration 

-  in  urine    . . 

-  distoma  hepaticum 

pulmonale  in  sputum   . . 

-  intestinal  parasites,  exarain 

ation  of  ftecos  for  (Figt 
152-154,  p.  ftca^    94,  5«< 

-  paragon  imus  Westermani  ii 

sputum  . . 
Ovarian  ab«*oeas 
Ovaritis,     undue      abdcmxlna 

acnlic  pulsation  suggestis 

-  diagnosis    from     recorreni 

appendicitis  7^ 

-  dysmenorriioiMi  due  to 

-  ovaries  enlarged  and  iirega 

lar  from    . .  . . 
Ovary,  absence  of  activity  dt 
sterility  due  to  . . 

-  atrophy  of 

-  carcinoma  of  (see  Cardnoii 

-  cyst  of,  albuminuria  from 

ascites  in  ... 

dippinff  in  through  flni< 

in  diagnosis  of 

-  bearing-dowTi   pain   tnm 
characters  of  fluid  frxun 

-  -  diagnoeit  from  ascites 

52,  717,  7i 

distended  bladder 

fibromyoma  of  utmu 

hydatid  cyst   . . 

pancreatic  cyst 

phantom  tumour 

renal  tumour  . .        39 

T  retroperitoneal    lipomi 

from  unruptured  ectop 

gestation 

urachal  cyst     . .         7J 

dysmcnorrhcPK  with 

felt  per  rectum . . 

frequent  micturition  froo 

gas  in 

impacted,   frequent  mJc- 

turition  with  . . 

jaundice  in     ' 

leucocytosis  with  suppoT' 

•ting 

->  -  median  position  of 
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Ovariff  cyst  of,  amtd. 

nephritis  from     . .         . .  8 

ot^tructing  labour        . .  228 

inferior  vena  cava     ..  826 

obvious  pelvic  origin  of  392 

palpitation  from           526,  628 

pelvic  swelling  due  to  . .  767 

physical  signs  of..  62,  717,  769 

pneumaturia  caused  by  67C 

spasmodic  pelvic  pain 

from..          ..         ..  609 

simulating  sciatica         . .  74 

solid  feel  in  very  tense  768 

succussion  splash  in      . .  711 

swelling    in    iliac    fossa 

due  to  . .          . .         . .  737 

-  -  twistad.  ascites  with     ..  769 

constipation  with        . .  163 

deep-seated  pelvic  pain 

in                  . .         . .  608 
dia^osis  from  appen- 
dicitis with  pregnancy  761 

djrsmenorrhcea        . .  220 

pain    in   right  side   of 

abdomen  in            . .  600 

simulating  renal    colic  392 

spasmodic  pelvic   pain 

from . .          . .         . .  509 

tumour  from  . .         . .  163 

vaginal  examination  in 

diagnosis  of . .         . .  500 

•  -  varicose  abdominal  veins 

from 826 

•  dermoid  cyst  of,  diagnosis 

from  ectopic  gestation. .  760 

•  dintM  of,  anaemia  in  36 

-  causing  amenorrhcea       23,  24 

-  eoeinophilia  in    . .         . .  248 

-  pain  in  the  back  in       . .  476 

-  referred     pain     in    area 

of  tenth  dorsal  nerve  in  509 

-  vomiting  with  . .  . .  844 
excision  of,  obesity  after  . .  464 
fibroma  of,  ascites  with  . .  759 
growths  of,  amenorrhoea  with  24 
hypenDsthesic  patches  over, 

in  hysteria          . .         . .  667 
imperfectly     developed     in 

infantilism           . .         . .  218 
inflamed  (see  Ovaritis) 
in  inguinal  canal,  diagnosis 

from      fibromyoma      of 

round  ligament  . .         . .  741 
insuflScient     activity       of, 

amenorrhoea  from          . .  707 

-  -  anaemia  from  . .         . .  23 

nervous  symptoms  in  464 

obesity  in         453,  454,  707 

pain    in,     diagnosis    from 

ureteral  calculus. .         ..  627 

prolapsed,  pelvic  pain  from  60S 

-  dyspareunia  from  . .  221 
rMion  of,  hypersensitive  in 

hysteria    . .         . .         . .  609 

-  pain  in,  in  carcinoma  of 

cervix 610 

referred  pain  in,  in  extra- 
pelvic  disease. .          . .  609 

in  hysteria       . .         . .  609 

limits  of           . .         . .  509 

in  pelvic  disease        ^.  609 

sclerosis  of.  pelvic  pain  from  608 
secretion  of,  effect  on  men- 
struation . .         . .         . .  430 

shifting  dullness  in  flanks 
witJi   malignant  tumours 

nnall  cystic,  djrsmenorrhcea 

ud  thyroid  gland,  inter- 
relationship        . .         . .     454 

nimour  of  Cand  see  Carci- 
noma of  Ovary ;  and 
Ovary,  Cyst  oO 


Orory,  tumour  of,  amtd. 

-  absence     of     distinctive 

blood  changes  in        . .     691 

menstrual  disturbance  in  429 

movement  with  respira- 
tion   691 

ascites  with  367,  393,  769 

breaking  down,  an«mia  in     39 

diagnosis  from  pregnant 

uterus  . .         . .         . .     768 

renal  tumour  . .         . .     391 

splenic  tumour  . .     691 

tuberculous  peritonitis      691 

uterine  fibroid  758,  759 

difficulty  of  diagnosis  of       759 

direction  of  growth       . .     393 

-  double,  amenorrhcea  with 

24,  429,  691,  759 

dyschezia  from  . .         . .     160 

dystocia  due  to  . .         . .     227 

fixation  of  growth  in     . .     759 

uterus  with  tenaculum 

in    examination    for 
pedicle  of    . .         . .     768 

impaction  of,  sacralgia  in    609 

iaundice  in  . .        362,  367 

-  -  length  of  uterine  cavi^ 

usually  unaltered  in  . .     429 

-  -  menstruation  undisturbed 

by         ..         ..        758,  759 

-  microscope      for      exact 

diagnosis  . .         . .     759 

-  often    inseparable    from 

uterus 769 

pedicle  of  . .       758,  769 

pelvic  swelling  due  to  767,  768 

physical  signs  of . .         . .     691 

rapid  emaciation  in       . .     759 

secondary  portal  glands  in    367 

simulating  movable  kidney  727 

sterility  due  to  . .         . .     706 

uterus  drawn  up  by      . .     691 

vacinal    examination    in 

diagnosing        . .         . .     691 
Over-eating,  active  congestion 

of  liver  from       . .         . .     371 

-  obesity  from  . .         . .     463 
Over-exertion,  acute  dilatation 

of  heart  due  to    . .         . .     243 

-  causing    mitral    regurgita- 

tion ..         ..        239.  243 

-cramp  from..         ..         ..     177 

-  enlarged  heart  from        232,  243 

-  tenderness  of  spine  from    . .     785 
Overgrowth     of     tibia    after 

injury 132 

Over- work,  brachial  neuralgia 

from  491 

-  cramps  from  . .         . .     177 

-  dyspepsia  from       . .         . .     354 

-  insomnia  from        . .         . .     367 

-  loss  of  weight  due  to  848 

-  malarial  relapse  due  to    . .       36 

-  neurasthenia  from..  ..     606 

-  night  terrors  from..         ..     447 

-  pain  in  back  from..         ..     476 

-  spasmodic  contraction  from    159 
Oxalate  of  calcium  in  urine, 

(see  Oxaluria) 
Oxalic  acid    poisoning,  coma 

due  to      ..         ..        137,  346 

hypothermia  from     . .     346 

oxaluria  from..         ..     297 

OXALURIA 470 

-  catarrh  of  urinary  passages 

from  . .     444 

-  diagnosis  from  renal  calculus    311 

-  "  dumb-bell  "    crystals    in 

urine  in  (Fiff.  130)         . .     470 

-  dyspepsia  in  . .         . .     311 

-  after  eating  rhubarb,  goose- 

berries, or  tomatoes      ..     311 

-  "  envelope  "  cr3rstals  in  urine 

in  (Fig.  130)       . .         . .     470 


Oxaluria^  amtd. 

-  frequent  micturition  from  438 

-  haematuria  in          . .        304,  311 

-  lumbar  aching  in  . .         . .  311 

-  nocturnal  enuresis  and    248,  471 

-  normal  amounts  of           . .  471 

-  from  oxalic  acid  poisoning  297 

-  pain  in  the  testicle  in       . .  524 

-  in  pancreatitis        . .         . .  116 

-  priapism  from  . .  . .  585 
Oxybutjrric  acid  in  urine  4,  292 
Oxygen,  efTect  on  convulsions  172 
Oxy haemoglobin         . .         . .  12 

-  reduction    by    ammonium 

sulphide 314 

-  spectral  absorption  band  of  95 

-  in  urine  in  hemoglobinuria  314 
Oxyurit  vermlcularis  . .        . .  569 

bleeding  and  mucus  due  to  93 

no  blood  changes  with  . .  33 

description  of     . .         . .  94 

eosinophilia  with           . .  249 

-  grhiding  of  teeth            . .  293 

priapism  from     . .         . .  686 

Osa^na 99,  204 

Oxonic  ether  test  for  pus     . .  633 

PACHYMENINGITIS,  head- 
ache in 327 

-  cervical        493 

claw-hand  hi      . .        127,  128 

radicular  pain  in  arm  in  493 

simulating  brachial  neu- 
ritis         493 

-  chronic    h^ertzophic    hse- 

morrhagic,  alcoholism  and 

syphilis  causing  . .         . .  563 

diagnosis    of    spinal 

caries  from  563 

paraplegia  from     . .  563 

-  paralyslH  of  upper  extremity 

from                                . .  656 

Pacific  Islands,  filariasis  in  . .  33 
Pads,  association  with  Dupuy- 

tren's  contraction          . .  385 

-  co^usion  with  osteo-arthritic 

out-growths         . .         . .  385 
fibrous  nature  of . .  385 

-  on  dorsal  aspect  of  fingers 

(Fuis.  114,  116)  . .         . .  385 

-  supraclavicular,  in  cretinism  269 
PatBt't  dlteate,  age  and  sex 

incidence  of         . .         . .  802 

crusts  in  . .         . .         . .  802 

description  of      . .         . .  802 

distinction   from   eczema  803 

duration  of          . .         . .  802 

intractability  of..          ..  803 

retraction  of  the  nipple 

in                               . .  803 
Pain,  absence  of,  in  progressive 

muscular  atrophy           . .  645 

-  acute  in  furunculosis  of  ear  469 
general,  in  limbs  in  inflam- 
mation of  lung            . .  603 

in  hysterical  joint           . .  389 

-  with  anaesthetic  skin  . .  475 
•-  caased  by  pressure  of  aortic 

aneurysm   on  oraophagus  482 

-  described  as  colic  by  patients  133 

-  as  epileptic  aura,  in  brain 

lesions      . .         . .         . .  81 

-  at  external  abdominal  ring, 

in  epididymo-orchitis     ..  518 
from  ureter  calculus  514 

-  generalized,  in  acute  polio- 

myelitis   . .         . .        555,  569 

-  importance    of  presence  or 

absence      of     tenderness 

with          475 

-  from  inflammation            . .  478 

-  inhibitor^',    in   joints,   mis- 

taken for  paraljrsis         . .  546 

-  insomnia  from         . .         . .  356 


954 
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350,  662 
..     848 


484 


163 
546 


136 
76S 


496 

638 
394 

375 

475 

563 


564 
331 


1.1 


Plotn,  eontd. 

-  Uirtitning,  of  tabas  . . 

-  loas  of  weight  due  to 

-  over  lower  part  of  sternum, 

heartburn  causing 
^  on  moving  neck  and  head, 
in  spinal  meningitis 

-  in  muscles  and  joints   mis- 

taken for  paralysis 

-  niggling,  in   legs,  in  tabes 

dorealis 489 

-  -  trichinosis  . .        504,  801 

-  in  paralysed  muscles  in  mul- 

tiple neuritis       . .         . .     551 

-  perinephric  abscess  . .     393 

-  peripheral  neuritis      66.  559. 661 

-  in  plumbium 

-  popliteal  abscess 

-  preoeiling   the   eruption    in 

herpetic    trigeminal  neu- 
ralgia 

-  prickin<;,  in  glans  penis  in 

tuberculous  cystitis 

-  pyelonephritis 

-  rriief  by  salicylates  in  acute 

rheumatism 

-  severe,  associated  with  ames- 

thesia 

in  lower  spine,  in  gumma 

of  Cauda  equina 

-  significance  of   absence  or 

presence    of,    in    trans- 
verse myelitis     . . 

-  from  spasm  of  levator  ani 

-  subnormal   temperature   in 

conditions  associated  with    6S1 

-  supra-orbital,  from  eyestrain  495 

-  and    swelling    of    eztenul 

auditory  meatus  in  furun- 
culosiii 469 

-  in   syphilis 386 

in      syphilitic      pseudo- 
paralysis . .         . .     387 

-  universal    in    cerebrospinal 

nienincitis  . .  . .     643 

PAIN,  ABDOMINAL..         ..     472 

in  mnite  gastritis  . .     845 

from  aneurysm  ..        399,  368 

in  appendicitis    . .         . .     183 

biliary  colic  (and  see  Colic)  846 

from  corrosive  pois<»iing    397 

diaphragmatic  pleurisy  138,645 

in  duodenal  ulcer  300,  500 

extra-uterine  gestation 

436.  500,  646 

general  in  gastric  crises  . .     473 

Henoch's     purpura 

380,  600,  846 

-  -  influenza  . .  . .         . .     505 

-  intense  from    perforative 

peritonitis  644,  721 

intestinal  neuralgia        ..     134 

oNttruction  133,153,350,846 

in  lead  neuritis  . .         . .       77 

-  ->  mesenteric    embolism   or 

thronilxxiift  . .       90 
pancreatic  htemorrfaage. .     393 

-  -  pancreatitis      90,  293,  646,  846 

-  -  due    to    perforation     in 

typhoid  . .  . .     633 

po-itonitis  . .        473,  718 

pneumonia  . .        133,  645 

-  -  Pott's  disease     . .         . .     134 

relapsing  fever  . .     373 

(right  side)  in  hepatoptosis   407 

salpingitis    . .         . .     500 

twisting   of     pedicle 

of  ovarian  cyst  ..     500 
in  ruptured  tubal   gesta- 
tion . .  5()0.  646,  760 

-  spasmodic,    from     intus- 

susception       ..         ..     727 

-  -  from    spondylitis    defor- 

mans      787 


90 

93 

593 

637 


i  Paul,  abdominal,  conld.  i 

; thoracic  diseases  . .     133 

' from  torsion  of  retained 

I  testis 743  , 

tuberculous  peritonitis  56,  719 

' ulceration  of  the  intes- 

!  tine 

I from  ulcerative  colitis  .. 

i undue  aortic  pulsation  . . 

I due  to  ureteral  calculus 

-  in  anal  region  after  micturi- 

tion in  vesical  carcinoma    443 

j  -  ankle  and  foot  in  anterior  

I  crural  neura^ia  488 

■  -  tn  ankle  (see  Joints,  Ailec-  . 

tions  of)  ■ 

i  -  in  aortic  aneurysm,  mode  of 

production  . .     483 

-  arm  (see  Pain  in  Extremity, 
irpper) 

-  axilla  from  enlarged  axillary 
glands      . .  . .         . .     431 

riglit,  from  hepatic  abscess   651 

PAIN  IN  BACK  (and  see  Back- 
ache)          474 

from  abdominal  aneurysm 

222,  296,  299,  322,  728,  789 
aortitis 789 


arteriosclerosis    . .         . .  789 

in  biliary  colic    . .         . .  500 

carcinoma  of  rectum     . .  636 

from  cholangitis. .  . .  789 

chronic  pancreatitis       . .  1 35 

colitis        789 

with    compression    para- 
plegia    786 

from  constipation  . .  I\i9 

-  coronary  artery  sclerosis  789 
disease  of  the  rectum  (Fig. 

204,  p.  788)     . .  150,  636,  788 

uterus  (Fig.  204)       788,  789 

examination  of  chest  and 

abdomen  in     . .  . .  476 

from  gall-stones. .         500,  789 

gastric  ulcer        . .         398,  789 

carcinoma        . .  . .  789 

gastritis 789 

-  -  heart  disease  (Fig.  304)  788,  789 

in  hysteria  . .         . .  788 

inflammation  of  uterus  ..  789 

invagination  of  rectum..  150 

durinc  labour      . .    '     . .  789 

from  liver  diMase(/'if7. 204)  788 

malignant  diiiease  of  the 

vertebne  . .         . .  786 

menstruation       . .         . .  789 

myocardial  fibrosis        . .  789 

in  neurasthenia  . .         . .  494 

-  -  new  growth  of  liver        .  789 

nutmeg  liver       . .         '. .  789 

from  pleural  adhesions. .  789 

new  growth  . .  789 

pleurisy 789 

in  relapsing  fever  . .  698 

from  renal  calculus       ..  500 

sex  incidence  of..  ..  789 

-  -  from  spinal  caries  . .  785 

stomadi  diseaM  (Fig.  204)  788 

with  stone  in  pancreas  135 

tricuspid   regurgitation..  789 

with  typhoid  spine        . .  787 

PAIN,  BEARINO-DOWN     ..  473 

-  in  bladder  due    to    bacll- 

luria  •  •  616 

stone         818 

tuberculous  cystitis       . .  629 

vesical    carcinoma       438,  630 

-  In  bone  an  early  symptom 

in  endosteal  sarcoma    ..  756 
in  scurvy -rickets            . .  753 

-  In  bretft  in  mastitis  . .  743 

mastodynia  . .  . .  479 

multiple  cystic  disease  . .  744 

-  cardiac  (see  Heart) 


PAIN  IN  CHEST 

aneurptm  . .         322, 

from  angioa  pectoris 

ani^inal,  during  formatJOB 

of  disaecttng  anearysm   * 

from  biliary  colic 

and  at  t>o^oni  of  sternum 

in  diseases  of  onophagw 

from  disease  tA  wall 

dy^ppepAia 

flatulence . . 

gall-stones  . .         363, 

gastric  ulcer 

hepatic  tkhncram  . . 

int«t»(ital  myositis 

pleurisj  (se«  Pleuriiy) 

pneumothorax  (see  Pneumo- 
thorax) 

pulmonary  embolism      . .  I 

3«.; 

splenic  infarction  ..    < 

spondylitis  deformans   .. 

subphrenic  ab«ceas 

superficial  infianunation     ^ 

"  in  chondromata      . .         . .    ' 

-  with  cystic   kidney  disease    \ 

-  delirium  due  to  severe      ..    ] 

-  dull  boring,  in  tab«M  dorsalii    i 

-  in  dysmenorriuBa,  its  rarie- 

ties  described 
spai9nodi<*  . .  ..I 

-  In  ear  (and  see  Ear,  AHec- 

tioos  oO 

from  acute  otitis  media      ^ 

(behind)  in  mastoid  abscess  '. 

glaucoma  . .  . .    1 

Literal  sinus  thrombosis      i 

witti  middle-ear   deafness    ] 

In  otitis  media     . .        229,  i 

-  dbow  (see  Joints,  Affections 

of  :  Arthritis  ;  and  OiJteo- 
arthritLs) 
PAIN,  EPIGASTRIC  ..    < 

-  from    undue     abdominal 

aortic  pulsation 
in  antenical  poisoning 

-  -  carcinoma  of  stomach 

catarrhal  jaundice 

corrosive  poisons 

from  duodenal  ulcer 

gall-bladder  disease  i 

gall-stone  obstruction  280,  I 

gastric    crUe«    in     tabes 

dolorosa  . .  ..    i 

disorders  ..    ', 

vkUxr     . .  40,  395,  ! 

gastritis ! 

hypersthenic  dyspepsia  . .    I 

irritant  poisons  . .  ..    i 

from  liver  disease  ..     < 

with  obstruction  to  small 

intestine 

pancreatic  colic  . . 

diseases 

-  -  pancreatitis    135,  280,  431. : 

from  pericardltiB  . .     < 

phosphorus  poiaoninf  .. 

tabes  docaalis 

in  variola 

-  in  erythromelakria 
PAIN       IN        EXTNCHITY. 

LOWER 

from     arterial     throm- 
bosis .. 

in  bUdder  affections  . . 

carcinoma  <rf  cervix    . , 

of  the  ^ine  . . 

diabetes 

embolism  . .  . .     2 

hip  disease  . .     3 

early,  insomnia  tnm  3 

popliteal  aneurysm     ..     7 

spinal  caries  . .     7 

q>OQdylitis  deformans       7: 


92,  i 
299,  < 
•  •    • 
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PAIN  IN  EXTREMITY,  UPPER  491 

anaesthesia  with         . .     494 

£rom  aneurysm  322,  499 

in  angina  pectoris      390, 481 

-  —  aortic  incompetence  . .     481 

atrophic  palsy  with    . .     494 

in  axillary  ahecesD      . .     731 

from  cardiac  or  aortic 

disease  . .         . .     494 

cervical  caries  . .         . .     498 

pachymeningitis    128,  498 

rib     . .  128,  664,  698 

deformity    of    cervical 

spine  in  . .  . .  494 
in  inflammation  of  spinal 

nerve  near  posterior 

root  ganglion  . .  494 
loss  of  tendon  jerks  in 

arm  with  . .  . .  494 
lumbar  puncture  in  dia* 

gnosis  of  cause  of  . .  494 
in  malignant  disease  of 

cervical  spine  . .     498 

-  —  from  neuritis  . .         . .     646 

-  —  oculo-pupillary   pheno- 

mena with  . .  . .  494 
•  —  radicular,   in   interver- 

t«bral  tumour •  •'  ..     498 

-  shooting  down  it  medi- 

astinal growth        . .     488 

multiple     cystic 

disease  of  breast    744 

-  spastic  paraplegia  with  494 
in  syringomyelia         . .     664 

-  tenderness  of  cervical 

spine  in        . .         . .     494 

-  ar-ray    examination    of 

cervical  spine  in     . .     494 
AIN  IN  THE  EYE  ..         ..494 

-  from  conjunctivitis         . .     266 

-  corneal  ulceration  . .     80€ 

-  cyclitis 266 

-  from  eyestrain     . .         496,  498 

-  in  glaucoma        . .  . .     498 

-  from      inflamed     frontal 

sinus  206,  266 

-  in  influenza  . .  . .     610 

-  from  iritis  266,  266,  498 

-  relief   under   the   use   of 

atropine        . .  . .     498 

"  retrobulbar  neuritis  . .  840 
JN  IN  THE  FACE..         ..     496 

-  in  antral  empyema  . .  206 
if ter  food  in  gastric  ulcer  89,  362 
Sitting  from   joint  to  joint 

in  acute  rheumatic  arthritis  374 
n  foot  as  aura  in  Jacksonian 
epilepsy    . .  . .         . .       81 

-  in  metatarsal  neuralgia       488 

-  from  suppurating  com  . .  809 
brehead    from    iritis    and 

cyclitis 266 

>ver  gall-bladder  from  gall- 
stones      ..  ..        280,  300 
n  general  congestion  of  liver   407 
lirtlle  (see  Qirdle  Pain) 
a  great  toe  in  anterior  crural 
neuralgia  . .         . .         . .     488 

-  in  gout 381 

roin  from  renal  calculus  308,  846 

-  colic 600 

ands  in  acropanesthesia  . .     493 
I  head  (see  Headache) 

>und  the  heart  in  stomach 

disorders 484 

I  heels  in  calcanodynia   . .     488 
ips  from  spondylitis  defor- 
mans   (and    see    Joints, 
Affections  of  ;   Arthritis ; 
and  Osteo-arthritis)       . .     787 
hunger  "  (see  Hunger  Pain)  600 
N  IN  HYPOCHONORIUM, 
LEFT        499 

-  from  gastric  disorders      779 


PAIN  IN  HYPOCHONDRIUM, 

RI8HT 499 

abscess  of  liver          . .  369 

in  active  congestion  of 

liver 371 

acute  yellow  atrophy . .  370 

from  biliary  colic        . .  136 

distoma  hepaticum     . .  364 

dragging  in  carcinoma 

of  liver         ..         ..  412 

general  congestion  of 

liver  ..         ..407 

. »-  hepatoptosis            . .  407 

gall-bladder  disease  . .  779 

gall-stone  . .         136,  363 

from  hepatic  abscess  369, 661 

liver  disease     . .         . .  779 

in  movable  kidney     . .  600 

phosphorus  poisoning  373 

-  In  hypOQattriHm  hi  bacteri- 

uria  ..         ..  84,  616 

-  -  from  cystitis          312,  627,  631 
with  obstruction  in  colon  163 

-  -  from  prostatitis  . .         . .  631 

retention   of  urine         . .  46 

urachal  cyst         . .         . .  730 

PAIN  IN  ILIAC  FOSSiE      ..  601 

from  fsecal  obetructioQ  601 

right,  from  appendicitis 

136,313,729,736,737,780 

appendicular     colic 

in 134 

carcinoma  of  csecum  729 

, some  causes  of        . .  134 

recurrent  at  men- 
strual periods,  due 
to  appendicitis  . .  737 

to   tendemesi 

of  ovary  .,  737 
spastic  constipation  146 

-  in  inguinal  glands  676,  676 

-  region  in  acute  epididymo- 

orchitis             . .         . .  617 

in  carcmoma  of  cctvIx  610 

due  to  retained  testis  740 

-  intercostal,  from  aneurysm  222 

herpes  zoster       . .         . .  777 

in  mediastinal  tumour  . .  478 

from    pressure   on  inter- 
costal nerve     . ,         . ,  479 

spinal  abscess       . .         . .  479 

caries    . .         . .         . ,  478 

growth 479 

injuries             . .         , .  479 

PAIN,  INTERSCAPULAR    ..  474 

from  gallstones   . .         . .  474 

in  gastritis           . .         . .  484 

from  spinal  caries          . .  474 

PAIN  IN  JAW  ..601 

-  In  joints  (and  see  Arthritis ; 

and     Osteo-arthritisj    in 
acute  rheumatism           . .  671 
in  association  with  anti- 
toxic serum  rashes    . .  697 

erythema  nodosum        . .  450 

luemophilic  arthritis     . .  388 

Henoch's  purpura        380,  600 

hysteria 389 

intermittent  hydrarthrosis  .387 

nodular  leprosy  . .         . .  460 

pcliosis  rhcumatica        . .  699 

in  pneumococcal  arthritis  376 

sudden,   in   displacement 

of  semilunar  cartilage  388 

syphilitic  synovitis        . .  386 

in  tuberculous  disease  . .  386 

-  In    kidney,    pricking,    with 

calculus    . .          . .          . .  306 

-  knee  in  hip-joint  disease    . .  278 
in  osteo-arthritis            . .  384 

-  (and    see    Joints,    Affec- 

tions of) 

-  labium    majus    from    renal 

calculus 136 


PAIN  IN  LIMBS,  GENERAL  60S 

as    a    rule    worse    on 

movement   . .         . .  60S 

in  alcoholic  neuritis      . .  78 

dengue 606 

Landry's  paralysis         . .  667 

in  neuromyositis            . .  604 

paralysis  agitans. .         . .  796 

peripheral  neuritis         . .  66 

tabes  dolorosa    . .         . .  607 

yellow  fever        . .         . .  372 

-  In  livor,  with  cholangitis  . .  660 
cholecystitis        . .         . .  660 

-  from  pylephlebitis          . .  649 

-  secondary  carcinoma      . .  412 

-  -  venous  congestion          . .  407 

-  in  loin  (and  see  Backache ; 

and  Pain   in  the   Back), 
aching,     from     movable 

kidney 310 

in  anuria  . .         . .         . .  46 

-  and  back  in  phoepbatio 

diabetes           ..         ..  67S 

m  bacteriuria      . .  84,  616 

with  calculus  in  pancreatic 

duct 135 

chronic  pancreatitis       . .  185 

due  to  colitis       . .         . .  727 

in  epididymo-orchitis    . .  518 

from  feecal  accumulati<«ns  39S 

in  influenza         . .         . .  610 

malignant  growth  of  colon  39S 

of  kidney     . .         . .  395 

-  perinephric  abscess        . .  600 
polycystic     disease      of 

kidneys            ..         ..  396 

from  prostatitis  . .         . .  491 

referred  from  opposite  side  394 

from  renal  calculus  46, 308, 846 

colic      . .         . .         . .  616 

mfarction        . .         . .  314 

lesions 306 

tuberculosis     . .         . .  309 

stone  in  pancreas           . .  185 

thickening  round  appendix  398 

ureteric  calculus  . .         . .  135 

-  lumbo-sacral  region,  attacks 

of,  in  pyosalpinx           . .  632 

-  malar    region    from     iritis 

and  cyclitis         . .         . .  266 

-  on  micturition  (see  Micturi- 

tion, Painful) 

-  in    mid-orbital    r^ion    in 

astigmatism         . .         . .  498 

-  mouth  from  corrosive  poison- 

ing              297 

-  nail  in  onychia       . .         . .  446 

-  naso-labial    area    in    carieo 

of  canine  tooth  (Fig.  132)  497 

-  in  nocl(,(and  see  Sore  Throat; 

and  Stiff  Neck)  . .          . .  708 

in  aortic  aneurysm         . .  482 

cervical  caries    ..        673,  708 

from  fracture  of  cervical 

spine    . .          . .         . .  709 

in  liyoid  area  in  tongue 

affections                    . .  498 

in  ear  disease          ..  498 

from  mumps       . .         . .  C74 

-  referred,  segmental  areas 

of           498 

in  syringomyelia            ..  664 

-  neuralgic,    in    disseminated 

sclerosis 665 

osteitis  deformans        ..  758 

-  nose  from  iritis  and  cyclitis  256 

-  "  ovarian   region "   due   to 

hysteria 509 

PAIN,  PELVIC                     ..508 
from  appendicitis           . .  632 

-  -  cryptomenorrhoea          ..  22 

in  ectopic  gestation        . .  760 

with  salpingo-oophoritis 

220,  760 
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PAIN,    PENILE— PALMS 
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PAIN,  PENILE  ..610 
from  affection  of  trigooal 

rpfrion  of  bladder       . .  441 

in  carcinoma  of  bladder 

311,  441.  512,  630  ; 

cystitia     ..         ..         441,  512  I 

on  erection  in  cbordee  . .  516  | 

with  prostatitis           . .  515  i 

with  ha^matoria,  in  vest- 

cal  disease       . .         . .  306 

from  herpes         . .         . .  515 

impaction  of  calcalos 

210.  311.  441 
after  micturition,  causes  of  513 

-  -  durim;  micturition        512,  515 

from  penile  hsematoma  . .  51G 

prostatitis            . .         . .  441 

renal  tuberculosis           . .  629 

scaldinar 207 

from  tuberculous  bladder 

441,  628 

ureteral  calculus  impacted 

noar  bladder    . .          . .  627 

vesical  calculus   ..       312,  441. 

628,  629 

PAIN  IN  PERINEUM,  causes  516 

in  acute  cystitis  . .          . .  627  j 

bactcriuria           . .         , ,  84 

-  -  from  ectopic  testis         . .  516 

gouty  eczema                  . .  516 

in  prostatic  disease        . .  442, 

491,  631 

-  prtcortfial  (and  see  Heart; 

and   Pain   in    Chest),   in 

acute  dilatation  of  heart  243 

endocarditis     . .         . .  239 

from  ruptured  valve  . .  238 

in  angina  pectoris         ..  582 

aortic  disease      . .         . .  233 

incompetence  . .         . .  481 

arteriosclerosis    . .         . .  14 

chronic  nephritis           ..  14 

from  dyspepsia  . .          . .  481 

fibroid  heart       . .         . .  242 

flatulent    dyspepsia,    in- 
crease after  exertion  . .  481 

onset  after  a  meal  . .  481 

in  myocardial  affections  18 

myocarditis         . .         . .  241 

pericarditis  . .        480,  777 

-  from     pressure    on     oeso- 

phagus, in  aortic  aneur- 
ysm             482 

-  rtetal,  from  abscess           . .  635 

prostatitis  . .         628, 6S1 

rectal  carcinoma            . .  636 

-  referred  (see  Referred  Pain) 

-  renal,  with  bUdder  tumours  811 
colic  (see  Colic) 

-  in  renal  angle  from  ureter 

calculus            ..         ..  514 
tuberculous  kidney        ..  312 

-  in  retention  of  urine         . .  440 

-  tacral    rsgion.    from    car- 

cinoma of  rectum          . .  93 

-  over   saoro-iliac  joint   from 

Joint  disease        . .         . .  739 

-  In    tcalp,     from     diabetes 

mellitus    . .          . .         . .  784 

hysteria    . .          . .         . .  784 

malaria 784 

neurasthenia        . .         . .  784 

rheumatism         . .         . .  784 

syphilis 782 

•'  8caj)ulnr    region     in    some 

cases  of  cervical  rib      . .  492 

-  In  Ihou liter,  due  to  coronary 

sclerosis 778 

in  diaphragmatic  pleurisy  479 

gastritis 778 

phthisis 778 

referred  from  diaphragm  779 

toft,  in  abscess  of  left  lobe 

of  liver     . .    . .  409 


700 
483 
372 
624 
382 
376 
144 


237 


483 

507 
257 


783 
..  783 
..  783 
..  783 
..  517 
..  766 
308,  846 
..  680 
..  135 


93 
740 
308 
135 


Pain  in  shouider,  rontd. 

r^t,  from  biliary  colic  135,500 

carcinoma  of  liver      . .     412 

from  gall-bladder  disease  779 

gall-stones       .  .135,  363,  778 

hepatic  abecees  369,  409, 651 

liver  dtteose    . .         . .     779 

-  In    Side  (left)  in  injury  of 

Q>leen 

-  -  mediastinal  growth        . .     4n  | 
in  pneumonia 

-  pyonephrosis 

-  in  soles  of  feet  in  gout 
gonorrhoeal  arthritis 

-  qpastic  constipation 

-  spinal  region  (see  Pain  in  Back) 

-  q)leen   in   fungating   endo- 

carditis      

-  sternal   region  (see  Pain  in 

Chest) 

-  behind  sternum  in  growth 

in  anterior  mediastinum 

-  sudden    intense,    in    tabes 

dolorosa 

-  in  teeth  from  glaucoma   .. 

-  temporal  region  from  disease 

of  upper  bicuspids 

heart  disease  . . 

lung  disease     . . 

stomach  disease 

PAIN  IN  TESTICLE 

due  to  new  growth 

from  renal  calculus 

in  testicular    abscess 

ureteric  calculus 

-  In  thlQhl,  from  carcinoma  of 

rec^m 

in  obturator  hernia 

from  renal  calculus 

ureteric  calculus. . 

-  in    tiiroat    from    corrosive 

poisoning  (and  see  Sore 
Tliroat)     .. 

-  toe  from  ingrowing  nail 

-  tongue  from  carcinoma 
«  -  trigeminal  neuralgia 

-  tooth  from  dental  caries 

-  duo  to  twisting  of  pedicle 

of  ovarian  cyst  simulating 
renal  colic 

PAIN  IN  UMBILICAL  RE- 
GION         

due  to  sebaceous  cyst 

-  urethral  due  to  epithelioma 

with  discharge    . . 

from  impacted  calculus  441 ,  442 

-  along  vertebral  column  in 

neuriisthenia        . .  494 

-  In  vulva  (snd  see  Dyspareunia) 

after  micturition,  in  cyetitie  442 

with  vesical  carcinoma    442 

in  kraurosis 

prolapse       of       urethral 

mucous  membrane     . . 

from  ureteric  calculus  . . 

uretliral  caruncle 

-  -  varicocele  of  vulva 

-  wrist  (see  Joints,  Afb^ions 

of ;  Arthritis  ;  and  Osteo- 
arthritis) 
Painful  coitus  (see  Dy8par?nnia) 

-  micturition  (see  Micturition, 

Painful) 

-  swallowing  (see  Dysphagia) 
Painter's  cramp         ..         ..     177 
Painters,  plurobism  in  . .     136 
Palate,  ataxy  of  69 

-  bilateral  paraljrsis  of,  dys- 

arthria from        . .         686, 687 

-  carcinoma  of  . .  . .     673 

-  cleft  (see  Cleft  Palate)       . .     640 

-  endotliclioma  of     . .         420,  640 
>  gumma  of    . .         . .         670, 678 

-  inflammation  of     ..         ..     673 


234. 


297 
486 
812 
495 
496 


392 

524 
524 
767 
441 


770 

770 
1.35 
770 
770 


Palate,  contd. 

-  parmlysis  of. . 

-  -  from    balbar 

bulbar  paralyais 
causes  of . . 

-  -  in  diphtheria        . .         77. 1 

640.  Ul, 

ascribed  to  inflaensa.. 

course  of  .. 

Klebs-LofHer  bacilli  in  .. 

nasal  quality  of  voice  in  640. 

regurgitation      of     food 

through  the  nose  in  .. 
after   removal   of   toi^li 

or  adenoids 
syphilitic 

-  pemphigus,  etc,  of 

-  perforation  of,  diagnosis  of 

caujte   of   . . 

malifrnant  . .         . .    ' 

mercury     and    iodide    is 

diagnosini^  cause  of    ..    i 
microscopic    examinatkn 

of    edge     of    alocr    in 

diagrnotsin^;  caoae  of    . . 
regurgitation      ctf      food 

through  nose  from 

syphilitic  . .         . . 

traumatic 

tuberculous 

Waasermann's     test     in 

diagnosing  canse  of  .. 

-  reflex,  abamt  in  hyatcna.. 

-  impaired  in  bulbar  paby 

-  sarcoma  of  . . 

-  scarring  of.  from  syphilis  . . 

-  squamous-celled    carciDoma 

of . .  . .  . .         . . 

-  syphilitic  ulcer  on  . .         337, 
spiroclueteo  in  scrapiag 

from  . .  . .         . .    I 

-  tuberculosis  of        . .         640, 
sore  throat  from 

-  tubercle  bacilli  in  scrap- 

ing from 

usually    associated    with 

phthisis  or  hipos    . . 

-  unaffected     in     herpes    of 

tongue      

-  unilateral  palsy  of,  abooice 

of  articulatory  defect  in 

Poller 

>  acute,  in  duodeaal  oloer    . . 
in  gastric  ulcer  . . 

-  in  acute  nephritis  . . 

-  cachexia  alkalina 

-  an    indication 

ansmia 

-  in  infantile  scurvy 

-  from   internal 

646, 

-  local,   symmetrical,   of   ex- 

tremities,   in   Raynaod's 
disease     . . 

-  in  Mdni^re's  dtaesse 

-  pyonephrosis 

-  tuberculous  joints  . . 
Palmar    fascia,     Dnpaytrai^ 

contracture  of     . . 
Palmaris  brevis,  nerve  eopply 
of  . .         . .         . .         . . 

-  longus.  nerve  supply  of    . . 
Palme,    arsenical    hypcrk< 

tosis  of     . . 

-  burning   pain    in,   in 

paresthesia 

-  congenital  syphilitic  condy' 

lomata  of 

-  paxrolo-squamoas     sjphiJo- 

derms  of 

-  pityriasis  rubra  pilaris  of  . . 

-  pruritus  of  . . 
•>  tingling  and  nombneoa  in, 

in 


or    not    of 


PALPEBRAL    FJSSURE--PAPULES 
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Palpebral    flMura,   narrowing 
of,    in    cervical    (Qrmpa- 

thotic  paralysis  ..         ..  247 

in  lesionfl  of  8th  oenrical 

and  Ist  dorsal   seg- 
ments          . .         . .  553 
slanting  direction  in  Mon- 
golian idiocy  ..         ..  263 

unequal,     conlnsion     of 

ptosis  with      ..         ..  590 

widened  in  facial  paralysis  533 

PALPITATION  ..525 

-  in  acute  endocarditis        . .  239 

-  aortic  disease         . .         . .  233 

-  in  chlorosis 303 

-  chronic  nephritis    . .         . .  13 

-  enlarged  heart  from  orer- 

ezortion 244 

-  exophthalmic  goitre         792,  797 

-  fibroid  heart  ..         ..241 

-  with  flashing  ..         ..268 

-  heart  disease          . .     -  358,  481 

-  mitral  regurgitation          . .  238 

-  myocardial  degeneration  . .  838 

-  rojocarditia. .         . .         . .  241 

-  neurasthenia           . .  506 

-  with  parenchymatous  goitre  792 

-  paroxysmal  tachycardia  . .  772 

-  m  stomach  disorders        . .  484 
Palsies  (see  Paralyses) 
Pancraat,  affections  of,  fatty 

diarrhoBa  in         . .         . .  486 

glycosuria  in  some  cases  of, 

366,  486 

microscopical  duuractos  of 

fseces  in           . .         . .  197 

pain  in  epigastrium  In   . .  486 

palpable  tumour  in  some  486 

reaction  in  urine  in        . .  486 

tendeme»  in  epigastrium 

from 779 

-  calculus  of 725 

-  carcinoma  of  (see  Garcinoma 

of  Pancreas) 

-  cytt  of,  absence  of  "  edge  " 

and  "  notch  "  in  tumour 

due  to 690 

Cammidge's    reaction    in 

diagnosis  of     . .         . .  725 

chronic  indigestion  with  724 

diagnosis  of  ascites  from  53 

from  ovarian  C3rst       . .  758 

ferments  in  fluid  from  . .  53 

general  account  of         . .  724 

glycosuria  with  . .         . .  724 

inflation    of   stomach    in 

diagnosis  of     . .         . .  690 

jaundice  with      . .         . .  724 

pale  bulky  stools  witix  . .  724 

pelvic  swelling  due  to    . .  757 

-  -  simulating  hepatic  cyst. .  723 
usually  behind  stomach  690 

-  defects    tested    by    Sahli's 

capsules                . .          . .  216 

-  epigastric  swelling  due  to. .  724 

-  extract  of,  in  infantilism   . .  216 

-  lesions  of,    subphrenic    ab- 

scess from           . .         . .  720 

-  normal  situation  of            . .  722 

-  swelling?   of,   ansesthetic   in 

diagaosis  of         . .          . .  724 
physical  signs  of . .         . .  724 

-  tumours   of,  causing  jaun- 

dice            366 

Pancreatic  artery  opened  by 

gastric  ulcer        . .         . .  298 

-  calculus  (see  Calculus) 

-  catarrh,  jaundice  and  colicky 

epigi^tric  pain  in           . .  365 

"  colic,  signs  and  symptoms  of  135 

-  diarrhoea,  white  stools  in  . .  197 

-  dinase  and  infantilism  216 

glycosuria  in       . .         . .  292 

tests  for  presence  of      . .  364 


hi 


364 


PancrecUic  disease,  contd. 

undigested     muscle 

stools  in 

-  hemorrhage  (see    Hamior- 

rhage.  Pancreatic) 

-  incompetence,  signs  of      . .     216 

-  juice  and  fat  digestion       . .     265 
Pancreatic  reaction  (see  Gam- 
midge) 

-  tumour,     diagnosis      from 

renal  tumour      . .         . .     394 

splenic  tumour  . .     690 

jaundice  in  . .         . .     366 

physical  signs  of . .  690 

^  -  (see  also  Pancreas,  Qyst  of; 

and  Carcinoma  of  Pancreas) 
Pancreatitit,  bile  pigment  in 

urine  in 116 

-  Cammidge's  reaction  hi   115,  280 

-  causes  of 116 

-  a  common  cause  of  diabetes    117 

-  diagnosis  of  . .         . .     485 

-  fieoes  in       116 

-  haemorrhage  from  bowel  in      90 

-  indicanuria  in         . .         . .     116 

-  occult  blood  in  fteoes  in    . .     117 

-  ptyalism  ui 591 

-  acute,    "  acute    abdomen  " 

due  to      ..         ..         431,485 

biliary  colic  in    . .         . .     153 

collapse  from      . .        292,  724 

-  constipation  in 

153,  292,  724,  846 
epigastric  pain  from      . .     724 

-  -  fat  necrosis  with  153,  431,  846 
frequent  absence  of  rigid- 
ity of  abdomen  in      . .     431 

glycosuria  in       . .         . .     292 

immediate  laparotomy  in    431 

-  laparotomy  in  diagnosis  of 

724,  846 

-  meteorism  in      . .         . .     431 

nausea  in  . .         . .     846 

pabi  in  epigastrium  in  . .     431 

-  pancreas  seldom  felt  in       724 

-  passage  of  flatus  in       . .     153 
pyrexia  from       . .         . .     724 

-  severe  abdominal  pain  in 

292,  484,  846 

shock  and  collapse  in     . .     484 

simulating  intestinal  ob- 
struction ..         431,846 

perforated  gastric  ulcer     4.^1 

tenderness  over  pancreas 

in  846 

vomiting  in  292,  724,  844,  846 

-  hamorrhagic,  abdominal 

distention  with  . .     646 

fat  necrosis  with         . .     646 

hiccough  in     . .  . .     342 

laparotomy  in  diagnosing  646 

pain     in     upper    part 

of  abdomen  from  . .     646 
simulating  general  peri- 
tonitis . .         . .     646 

intestinal  obstruction    646 

tympanites  with        . .     646 

vomiting  and  constipa- 
tion with     . .         . .     646 

-  chronic,     bulky     offensive 

stools  in  . .         . .         . .     135 

Cammidge's    reaction    in 

135,  280,  364 

clay-coloured  stools  with    724 

cysts  resulting  from      . .     724 

-  diagnosis  from  gall-stones 

265,  363 

new  growth     . .         . .     266 

enlarged  gall-bladder  in      135 

epigastric  pain  in         135,  486 

tumour  from  . .  . .     724 

fat  in  stools  in     135,  265,  292 

fatty  iridescent  stools  hi    364 

-  gall-bladder  enlargemeut  \xi  ^%Q 


FancreaiitiSf  chronic^  contd, 

gall-stone  disease  and   135, 486 

glycosuria  hi        135,  292,  724 

-  -  jaundice  hi  135,  280,  292,  361, 

363,  724 
obstruction    of    common 

bile-duct  in  . .  . .  362 
paroxysmal     epigastric 

pam  in  ..         ..     280^ 

pigmentation  m. .        135,  293 

recurrent  jaundice  in    363,  724 

rigors  in  . .         . .         135, 292 

-  7  tenderness  and  pain  in  . .     724 

-  undigested  meat  hi  stools  hi  292 

-  -  wastmg  m  ..  135,  292 
Pandemic  chorea  . .  156, 157 
Pannus  in  trachoma  . .  . .  807 
Panophthalmitis  from  corneal 

ulceration            . .         . .     806 
-diphtheritic 807 

-  gonococcal 807 

-  from  herpes  frontalis         . .     807 
Papilloma  of    bladder,  carci- 
noma simulating  630 

cystoscopy  in  441,512,514,630 

cystitis  from        . .         . .     630 

diagnosis  from  carcinoma    630 

fragments  in  urine        306,  630 

luematuria  from 

304,  305,  311.  514 

pain  in  penis  from  512,513,514 

profuse  recurrent  hema- 
turia in 512 

pyuria  due  to      . .        623,  630 

-  retention  of  urme  from . .     441 

-  simulated     by     ureteral 

calculus  . .  . .  614 
sloughing  of         . .         . .     630 

-  sudden,     profuse,     pain- 

less hsemorrhage  in  . .  305 
stoppage  of  urine  by  439,  514 

-  urethra  obstructed  by   . .     514 

-  -  villous       . .         . .        808,  511 

-  bleedhig  gums  due  to  86,  88 
--  duct,      bloody      discharge 

from  nipple  in     . .         . .     202 

-  Of  l(idney,  hematuria  in  304,  308 

hematoneptirosis  in       . .     308 

hydronephrosis  in  . .     308 

renal  enlargement  in     . .     308 

-  of     larynx     mistaken     for 

asthma     . .  . .  . .     682 

-  rectal  hemorrhage  from    . .       93 

-  of  scrotum 679 

sloughing,  diagnosis  from 

hernia  testis     . .         . .     681 

-  ureteral        308 

-  urethral        209 

-  vulval,  gonorrhceal  . .  769 
Papillomatous    ovarian    cyst, 

ascites  in             . .         . .       58 
PAPULES        528 

-  absence  of  scarring  from  . .     528 

-  in  anthrax 603 

-  congenital  syphilis..         ..     446 

-  in  dermatitis  herpetiformis  "*  831 

-  development  into  pustules      601 

-  in  eczema 831 

foUiculorum         . .         . .     528 

marginatum         . .         . .     275 

-  granulosis  rubra  nasi        . .     714 

-  herpes  zoster  . .         . .     830 

-  impetigo  contagiosa  . .     831 

-  Jacquet's  infantile  erythema    446 

-  lichen  planus  . .  667,  832 
ruber  planus       . .         . .     658 

-  lupus  vulgaris         808 

-  and     nodules,     differences 

between    .«         . .         . .     448 

-  in  pityriasis  rubra  pilaris  . .     658 

-  scabies         831 

-  of  severe  goose-skin  528^  &&(^ 

-  sma.\L-v^K.  . .         .  •    ^S5fe 
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PAPULES— PARALYSIS    OF    HAND 


a 


Papules,  (ontd. 

-  ^Tphilia  425,446.532,601,769,832 

-  typhilitic,  anal  and  genital  447 

-  in  typhoid  fever     . .         . .  697 

-  typhus  fever           . .        371,  699 

-  Taccinia        . .         . .         . .  834 

-  Taricella       . .          . .          . .  833 

Papulo-pustules,  description  of  628 
Pi^alo  -  squamous      syphilo- 

derms                   . .         •  •  532 

Papulo-vesicles,  description  of  538 
Piracsntatlt  abdominis,  chronic 

peritonitis  from  repeated  55 
necessity  for  catheteriza- 
tion before      . .         . .  717 

-  -  perihepatitis  from          . .  60 

-  thoracit,  hncmoptysis  after  317 
hydropneumotliorax  from  712 

-  -  pneumothorax  from     577,  578 
Paracusis     VViilisii,     in     oto- 
sclerosis   . .         . .         . .  190 

Paradoxical     dilatation     in 

hour-glass  stomach        . .  353 

Pamtthetla  C^nd  see  Sensation, 
Abnormalities  of) 

-  in   arms  from   pressure   of 

cervical   rib  on   brachial 

plexus       . .         . .         . .  593 

-  disseminated  sclerosis       . .  565 

-  hysteria        166 

-  subacute  combined  degener- 

ation of  the  cord           . .  493 

-  tabes  dorsalis          . .         . .  493 

-  transverse  myelitis  . .  74 
Paraflln  workers,  epithelioma 

of  scrotum  in      . .          . .  679 

Parageastia 774 

Paragonimus        Westermani, 

hiomoptysis  from           . .  705 

Paraldehyde,  foul  taste  from  774 
Paralytlt  of   abdominal   mos- 

cles            181 

-  aoitans,  absence  of  tremor 

with          796 

bent  and  rigid  carriage  in  796 

-  -  bread  -  crumbling        and 

cigarette -rolling  move- 
ments in           . .          . .  796 
defective  winking  in      . .  262 

-  differentiation  of  myxoe- 

dema  from      . .         . .  259 

exprossionleffl  face  in    259,  796 

exuberant  laughter  in  . .  262 

facies  described  (Fiff.  86)  261 

festinuting  gait  in         278,  796 

-  -  flexion  of  arm  in            . .  548 

-  -  gait  in      . .   278,  541,  548,  796 

general  account  of         . .  796 

iufluenccof  will  on  tremor  of  796 

sleep  on  tremor  of      . .  796 

insomnia  in         . .         . .  358 

latcropulsion  in  . .          . .  796 

loss  of  power  in  one  arm 

in  early  stages  of      ..  548 

in  one  leg  In           . .  541 

mistaken  for  hysteria    . .  548 

neuritis             . .         . .  548 

«-  -  monotonous  voice  In  . .  796 
muscular  rigidity  in      . .  796 

-  -  -  weakness  in     . .         . .  796 

-  -  normtl  reflexes  in          ..  541 

-  -  pancstlie^ia  in    , .         , .  796 

-  -  propulsion  in      ..         ..  796 

-  -  ptyalism  in          . .         . .  591 

reflexes  normal   . .       548,  796 

retr  4ction  of  eyelids  in  . .  262 

-  rotropubiion  in    . .         . .  796 

stmflling  in          ..        541,  796 

simiilntetl     by     cerebral 

softening          . .          . .  796 

mercurial  tremor       . .  797 

^Titer's  cramp            . .  177 

-  -  slow    emotional   develi^- 

ment  in           ..        ..  S62 


PartUvsis  agitan*^  contd. 

slowness  of  speech  in    . .     259 

sphincters  normal  in     . .     796 

stillness  in  . .  . .     541 

-  -  tremor  in     541,  794.  795,  798 
absent  early  in  . .     548 

-  in  alcoholic  neuritis  . .     551 

-  amyotrophic  lateril  sclerosis   131 

-  of  anterior  crural  nerve  . .     541 

-  0f  arm  (see  Arm,  Paralysis  of) 
monoplegia  of  . .     547 

-  atrophic,    in    acute    polio- 

myelitis   . .         . .         . .     128 

-  of   back   muscles,   scoliosis 

from  ..        180,  181 

-  bilateral  adductor  in  hysteria  798 

-  -  supranuclear  facial,  in  cere- 

bral diplet^ia         154,  535,  686 

-  birth,  athetosis  from         . .     155 

-  Brown-S6quard     type    (sec 

Brown-ScKiuard) 

-  bulbar,  atrophy  of  muscles 

of  hand  in  . .  . .     687 

mastication  in         . .     687 

tongue  in  591,  641,  686 

-  dlagnotll   from    bilateral 

supranuclear  facial  para- 
lysis        536 

bulbar  hemorrhage   . .     687 

myasthenia  gravis      . .     225 

pseudo-bulbar  . .         . .     641 

softening  . .         . .     687 

tumour  of  bulb  . .     687 

difficulty   of  speech  and 

8wallo>%'ing  in  . .         . .     159 

dribbling  of  saliva  in     5;K),  641 

dysarUiria  from..  ..     686 

dyspliagia  in 

159,  224,  641,  687, 842 

electrical      reactions      of 

tongue  muscles  in      . .     687 

fibrillary  contractions  <rf 

tongue  in         . .         159,  686 

gangrene  of  lung  in        . .     288 

gradual  progress  of        641, 686 

insidious  onset  of  . .     686 

lesions  causing    . .         641, 686 

loss  of  taste  due  to        774,  775 

nerves  affected  in  . .     169 

ophtlialmoplegia  in        . .     159 

palatal  paralysis  in         . .     640 

paresis  of  lips  and  tcmgue  in  641 

vocal  cords  in  . .         . .     687 

progressive  muscular  atrophy 

associated  with  73,  641 

reflexes  in  . .         . .     687 

r^^rgitation     of     food 

through  nose  from      . .     202 

-  cardiovascular  lesions  in    . .     646 

-  cerebral,   associated    move- 

ments in  . .         . .         . .     548 

convulsions  of  children  in    169 

-  from  cerebral  tumour        . .     350 

-  Of  cervleal  lympathollc,  ab- 

sence of  blushing  in      . .    247 

sweating  due  to      . .     247 

diminished    tension    of 

globe  of  eye  in       . .     594 

enophthalmos  in         . .     347 

loss  of  pupillary  sensory 

reflex  in       ..         ..594 
palpebral  fissure  dimin- 
ished from         247,  546 

ptosis   from      247,  590,  594 

pupil  constricted  from 

247,  546,  690,  695,  792 

pupils  unequal  in       . .     595 

stimulation   of,   dUata- 

tion  of  the  pupil  in  594, 595 
from  thyroid  gland  tu- 
mour..        ..         ..     792 

-  of     ciliary      muscle     after 

diphtheria  77,  324,  640 

"  circamflez  nerre    . .  652 


ParalffsUf  contd. 

-  conditions  simaUting 

-  and  cramp  aasociated 

-  of  cranial  nerves  in  cenbnl 

8y])hilis     .. 
muscular     atrophy  in 

-  crotts<Hi  ("see  llemiplei^) 

-  ol  detrusor  muach*,  diffimlt 

micturicion  from  440, 

-  diaphragm  after  diphtheria 

in  Landry's  paralysis    .. 

unilateral . . 

-  iiphthoritic,    mizscular  at- 

rophy  in . . 

-  -  palatal        . .  . .        iM, 
regurgitation       of      food 

Uirougrb  noa>e  in 

-  Duchenne*a»,  injury  at  birth 

causint? 

-  Erb's,  extent  and  canies  of 

-  of  cxt.  popliteal  nerve,  sigu 

-  rectus,  effecta  of . . 

witli  facial  paraljnt  .. 

PARALYSIS    OF   EXTREMI- 
TIES &3f, 

in  diphtheria  ..       77. 

from    syphilitic    poeodo- 

paralysia 
PARALYSIS  OF  EXTREBITY, 

UPPER     

hand  in  Tooth's  pero- 
neal atrophy 

importance    of  hisloiy 

in     . . 

without  moacularatropld 

PARALYSIS   OF     ONE    EX- 
TREMITY. LOWER     .. 

leg       witJi        muscular 

atrophy 
f^astic,  electrical  re- 
actions in 

from  tumour  of  caoda 

equina 

without    mnacular 

atrophy     . . 

-  of  eye  muscles  in  myasthe- 

nia gravis 

PARALYSIS.  FACIAL  (Pig*^ 
U6-1H)) 

athetociis  with 

atrophy  of  face  from    .. 

Bell's,  contracture  from 

bilateral,  int4YfeT>ence  with 

labial  articulation  in.. 

in     l^andotizy-DejcriDe 

myopathy     . . 

peripheral  neoritk 

ptyalism  in 

and  brachial   monoplegia 

contracture  from  534, 

epiphora  in 

and  hemiplegia  . . 

herpes  witli 

keratitis  from 

-  -  sy|»hilitic  {Pigs.  158,  159) 

589, 

peripheral 

simulate  by  facial  hemi- 
atrophy (Piff.  141)     .. 
supranuclear 

-  -  taste  defects  in  . .         774, 

-  Of  fiftti  nonp*,  abolitioii  of 

winking  reflex  in 

anoAmia  from . . 

arrest      of     lachrymal 

secretion  in. . 

dryneM  of  nose  from . . 

hypopyon  from 

insensibility  of  oomea  in 

keratit«i  from . . 

-  general,  of  insane  (se«  Gcnerd 

Paralysis  of  the  Insane) 

-  of    hand,    iachmnic,    from 

injury  to  forearm 


PARALYSIS,    HYPOGLOSSAL— PARATHYROID 
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FaralyHs^  eonid. 

«  bjpogloesal,      atrophy      of 

tongue  from        . .         . .  75 

-  in  hysteria    (see    Hygteria, 

raralysis  in) 

-  infintlle,  abnormal  gait  in  277 
acquired,  choreiform  move- 
ments in          . .         . .  155 

defective  i^eech  in    . .  155 

epilepsy  from..          ..  155 

mental  deficiency  in  . .  155 

tremors  in        . .          . .  155 

trophic  lesions  in       ..  155 

-  -  of  arm  (Fig.  7)   . .         . .  70 

-  -  causing  claw-foot           . .  127 

-  -  muscular  atrophy  in      . .  70 

-  -  plantar  reflex  in..  ..  81 
■  -  preceded  by  paraplegia  544 
•  -  reaction  of  degeneration  in  131 

-  scoliosis  from      . .         . .  180 

-  talipes  in  . .  71,  131 

-  ulceration  of  the  leg  in  . .  811 

-  vasomotor    and    trophic 

lesions  in         . .          . .  131 

of  inferior  oblique,  effects  of  201 

-  rectos,  effects  of . .         . .  201 
intercostal  muscles  in  Lan- 
dry's paralysis    . .          . .  667 

internal  popliteal  nerve    . .  543 

-  rectus,  effects  of . .  . .  201 
intestine,  in  cord  affections  432 
Jacksonian  epilepsy  with..  161 
Klumpke's,  cause  and  effects  553 
Landry's  (see  Landry's  Paralysis) 
iRALYSIS.  LARYNGEAL..  537 

-  abductor,  orthopnoea   in  465 

-  biLiteral,  aphonia  in      . .  687 

-  from  bronchial  glands  . .  422 

-  cancer  of  oesophagus       . .  296 

-  central    nervous    system 

changes  in        . .          . .  539 

-  dingncHis  from  laryngitis  537 

-  dyspnoea  from    . .         . .  539 

-  gangrene  of  lung  in        . .  288 

-  in  myasthenia  gravis     . .  225 

-  progressive           . .          . .  224 

-  simulating        suffocative 

a?dema..          ..         ..  639 

•  traclieotomy  required  for  539 
■  urgent  dyspnoea  from  . .  537 

•  (and  see  Paralysis  of  Vocal 

Cord) 
vaiicular  degeneration 

iissociated  with           . .  539 

-  lesions  of  internal  cap- 

sule causing            . .  f  46 
f  both  \cgs  (see  Paraplegia) 

ps  in  bulbar  paraly?iis      . .  641 

progressive           . .          . .  224 

ie<lian  nerve          . .          . .  552 

lotor  nerves  of  bladder   . .  443 

loutti  in  myasthenia  gravis  225 
tultiple,  of  cranial  nerves, 

syphilitic 590 

multiple  neuritis  (see  Neu- 
ritis, Multiple  Peripheral) 
'  muscles  of  back,  lordosis 

from          183 

usculospiral  . .  77,  552 

neck  muscles  in  myastlie- 

nia  gravis             . .          . .  225 

'turator  nerve,  signs  of  . .  541 

ular  muscles  in  diphtheria  640 
(sec  Strabismus;  and  Pupils, 

Abnormalities  of) 
bicularis        palpebrarum, 

epiphora  from     . .         . .  250 

-  keratitis  from . .         . .  807 

palate 640 

after  diphtheria  224,  842 

dysphagia  from..          ..  224 

Jtertor  from        . .         . .  707 
lyphilitic,  associated  with 
other  cranial  nerve  palsy  640 


Paralysis,  oontd. 

-  in  peripheral  neuritis  (see  Neu- 

ritis, Multiple  Peripheral) 

-  of  pharynx,  progressive    . .  224 
•  primary  musculsr,  patient's 

method  of  raising  himself 

in 132 

talipes  in         . .         . .  132 

-  progressive    bulbar,    fibril- 

lary contractions  in      158,  159 

-  pseudo- bulbar  (see  Pseudo- 

bulbar Paralysis) 

-  pseudo  -  hypertrophic    (see 

Pseud  o-hypertrophic  Mus- 
cular Paiulvsis) 

-  ptosis  due  to  (Figs.  156-159)  590 

-  ptyalism  from  difficulty  in 

swallowing  in      . .         . .  591 

-  retention  of  urine  from     . .  441 

-  of  sciatic  nerve,  causes  and 

signs  of 542 

talipes  from     . .         . .  132 

-  serratus  magnus     . .          . .  551 

-  sixth  nerve,  effects  of       . .  200 

-  sometimes  absent  with  cere- 

bnd  litemorrhage            . .  138 

-  from    spinal    cord    lesions, 

pain  in     . .          . .          . .  645 

muscles,  scoliosis  due  to  181 

-  superior  oblique,  effects  of  201 
rectus,  effects  of . .         . .  201 

-  supranuclear            . .          . .  534 

-  -  facial  bilateral  (Fig.  140)  535 

-  of  suprascapular  nerve     . .  651 

-  third  nerve  . .         . .         . .  595 

from   tumour   of   mid- 
brain   798 

-  tibial  muscles,  talipes  from  132 

-  tongue  in  bulbar  paralysis  641 
progressive          . .         . .  224 

-  transient,      in    Jacksonian 

epilepsy 161 

-  in  tuberculous  meningitis. .  612 

-  ulnar,  disturbed  function  in 

other  parts  with . .         . .  574 

diagnosis  of  Volkmann's 

contracture  from        . .  652 
loss  of  sensation  in         . .  128 

-  of  vesical  sphincter,  inconti- 

nence of  urine  from       . .  440 

-  voeal  cord  by  aneurysm    . .  222 

bilateral            . .          . .  538 

in  bulbar  palsy           . .  687 

dry  cough  due  to       . .  175 

functional        . .         . .  638 

lesion  of  one  recurrent 

Uryngeal  nerve      ..  687 

voice  little  altered  in  687 

from  mediastinal  fibrosis  538 

stridor  from    . .         . .  710 

syphilitic          . .         . .  710 

from     thyroid      gland 

tumour  . .  . .  792 
unilateral  organic      . .  638 

-  Volckmann's           . .         . .  72 
Parametric  abscess  (see  Abscess, 

Parametric) 

Paramctritl«,  peritonitis  from  644 

-  swelling  in  iliac  fossa  due  to  737 
Paramnesia  in  chronic  alcohol- 
ism           ..         ..          ..  172 

Paramyoclonus  multiplex    160,  799 

clonic  contractions  of    . .  161 

retraction  of  the  head  in  641 

Paraphimosis,  pain  in  penis  in  515 
PARAPLEGIA                       ..556 

-  abnormal  gait  in    . .          . .  278 

-  from    affection   of   cervico- 

don>al  cord          . .          . .  565 

-  athetosis  in..          ..          ..  154 

-  ankle-clonus  in  44,  494,  786 

-  ataxic  . .  493,  561,  565 

abnormal  gait,  due  to    . .  277 

Pabinski's  sign  in          ..  82 


Paraplegia,  ataxic,  oontd, 

-  cord  lesions  in    . .         . .     566 

extensor  plantar  response    493 

impotence  in       . .         . .     346 

increased  tendon  jerks  in      493 

par^psthesiaa  in    . .  . .     493 

spastic  paraplegia  in       . .     493 

-  from  bilateral  cerebral  soften- 

ing  563 

-  causes  of,  in  adults  . .     561 
in  children           . .  . .     556 

-  combined  scleroses  of  the  cord 

493,  667 

-  from  comproMlon     270,  494,  786 

Babinski's  sign  with      . .  786 

girdle  sensation  in         . .  289 

increased  knee-jerks  with  786 

pain  in  the  back  with    . .  786 

retention  of  urine  in      . .  441 

tenderness  of   spine  with  786 

zone  of  hypenesthesia  in  786 

-  congenital    spastic,    diffuse 

kyphosis  with      . .         . .  182 
talipes  in         . .         . .  131 

-  contractures  in       . .         . .  164 
"  diminished  power  of  micUi- 

rition  in 443 

-  in  disseminated  sclerosis  . .  647 

-  extensor  plantar  response  in  494 

-  in  Friedreich's  ataxy        . .  71 

-  functional 667 

-  girdle  sensation  in . .         . .  289 

-  hysterical     . .         . .          . .  69 

-  increased  knee-jerk  in       . .  494 

-  infantile 156 

convulsions  with..         ..  170 

-  Landry's  paralysis. .         . .  667 

-  in  Little's  disease  . .         . .  164 

-  from  malignant  disease  of 

the  vertebrae       . .         . .     786 

-  meteorism  with      . .         . .     432 

-  from  primary  lateral  scJerosis  567 

-  radicular  pain  in  arm  in..     494 

-  sensory  disorders  with      . .     663 

-  simulated  by  malingerers  667,  786 

-  Spastic  439 

and  ataxy  . .         . .     565 

exaggerated  knee-jerk  with  397 

of   infants  and  children, 

athetosis  in     . .  . .  154 

primary,  impotence  in  . .  346 

from    spinal   caries  . .  558 

talipes  in  . .  . .  131 

-  sphincter  trouble  with 

348,  441,  786 

-  in  spinal  caries        . .  . .     181 
loss    of    sphincter    ani 

control  in        . .         . .  658 

-  due  to  spinal  tuomorrhage  787 

-  sudden,  from  spinal  caries  270 

-  from   superior   longitudinal 

sinus  tlirombosis            . .  643 

-  syringomyelia           . .       73,  654 

-  tran.sverse  myelitis..        ..  73 

-  typhoid  spine          . .         . .  787 
PaiiasltOS  in  blood  in  malaria 

(see  Malaria) 

-  bile-duct  obstruction  from      364 

-  cachexia  from         . .         . .     114 

-  discovery  of  eggs  in  fasces      631 
PARASITES.  INTESTINAL (oee 

Worms,  Intestinal) 

-  pruritus  caused  by  . .    588 
Parasitic  affections,  anemia  in 

M,  87,  ^ 

albuminuria  in   . . 

CharcotrLeyden    cfTiiteli 

in  stools  in      . .        ... 
eosinophilia  in    . .         . .     i 

-  oedema  of  legs  in         459,  tm 
~  jaundice  . .         . .     881 
Parathyroid    glands,    okmos 

from  excision  of  . .         . .     161 

-  insufldciency,  tetany  from. .     178 


PARATYPHOID    FEVER— PEMPHIGUS 
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Pemphigus^  contd. 

-  eosinophilia  in        . .        114,  249 
>  foliaceus  distinguished  from 

pityriasis  rubra  . .         . .     658 

-  -  scales  and  crusts  in        . .     654 

-  marked    systemic   disturb- 

ance in     . .         . .  . .     602 

-  neonatorum  . .         . .     446 

bull*  in  . .         . .        110,  446 

relation  to  impetigo      . .     446 

-  pruritus  in  . .         . .         . .     688 

-  simulated  by  urticaria  bul- 

losa 

-  skin  staining  in 

-  vegetans,    distinction   from 

condylomata 

-  gangrene  from    . . 
Pendulous  abdomen,  in  cretin- 
ism 

•  -  hepatopfosis  in  . . 
Penguin-tjrpe  of  dwarf 
'enicillium  glaucum  in  sputum 
'enile  pain  (soe  Pain,  Penile) 

•  sores  (see  Sores,  Penile) 
'Mlit,  absence  of  erections  of 

calculus    in,    frequency    of 

micturition  from 
carcinoma  of  (See  Carcinoma 

of  I'enis)  n, 
chancre  on  . . 
continual  erection  of 
curved  (see  Chordee) 
diabetic  eczema  starting  on 

-  gangrene  of 
epithelioma  of  (see  Carcinoma 

of  Penis) 
erections  of  (see  Erections, 

Penile) 
fracture  of,  chordee  due  to 
gumma   of  cms.    diagnosis 

from    tuberculous    caries 

of  pubes 767 

from  epithelioma        . .     677 

syphilitic  chancre       . .     677 

-  mercury    and    iodide    in 

diagnosis  of     . .         . .     677 

-  origin  as  small  elevated 

nodule  . .         . .         . .     677 

-  sore  ^ue  to  . .         . .     674 

-  ulcer    with    thin    edges 

and  yellow  sloughy  base   677 
tuematoma  of  . .         . .     616 

xdema  of,  in  acute  nephritis   468 
Min  in  (see  I'ain  in  Penis) 
gainful  erections  in  prostatic 
abscess      ..         ..         ..     616 

)ustulcs  on,  in  herpes  pro- 
genitalis    . .         . .         . .     676 

larcoma  of   crus,  diagnosis 
from  tuberculous  caries  of 

pubes       767 

cables  of     . .         . .         . .     447 

.     209 
.     674 


850 
664 

654 
654 

259 
406 
214 
705 


346 

438 

676 
676 
585 


447 
266 


126 


oft  sores  on 

welling  of,  in  balanitis     . . 

Ictration  of  (and  see  Sores. 
Penile,  and  Carcinoma  of 

Penis)       674 

in  balanitis  . .         . .     674 

gummatous    (see    Penis, 

Gumma  of) 
from  herpes         . .         676,  830 
tuberculous  ..674 

-  association     with     ad- 

vanced    tuberculosis 
elsewhere      . .         . .     677 

-  from  infection  in  Jew- 

ish circumcision      . .     677 

-  shallow,   painful,   mul- 

tiple ulcers  in         ..     677 
isicles  on,   in  herpes  pro- 
genitalis  . .         . .     676 

xwe,     distinction      from 
glucose  in  urine  . .         . .     290 
azone  crystals  from       . .     290 


Pentose,  contd. 

-  reduction  of  bismuth  by  . .     290 

-  in  urine,  tests  for  . .        116,  290 
Peppermint   oil,    leucocytosis 

from         400 

Pepsin,  test  for  . .         . .     355 

Pejjtic  ulcers 87 

Peptonuria  (gee  Albumosuria) 
Perchloride  of  iron,  dryness  of 

mouth  due  to     . .         . .     789 

extreme  thirst  due  to    . .     789 

Perforated  gastric   ulcer  (see 

Gastric  Ulcer,  Perforated) 
Perforating  ulcer  (see  Ulcers, 

Perforative) 

-  of  intestine  in  enteric  fever    648 

-  palate  (see  Palate,  Perfora- 

tion of) 
Peri-arthritis  (see  Arthritis) 
Pericardial  rub  (see  Rub,  Peri- 
cardial) 
Psricarditit 

-  in  acute  rheumatism       121,  671 

-  angina  pectoris  from         . .     480 

-  in  Bright's  disease  16,  122 

-  canter-rhythm  in  . .        242,  639 

-  cardiac  dullness  increased  in    242 

impulse  displaced  in      . .     242 

~  characters  of  friction  soands 

in 480,  481 

to-and-fro  104,  480 

-  clubbed  fingers  in  . .  . .     128 

-  distinction  of  rub  from  bruit    106 

-  a  first  symptom  of  chronic 

nephritis  . .         . .         . .       16 

-  heart  failure  in       . .         . .     464 

-  and  mediastinitis  . .         . .       61 

-  mitral    regurgitation    from 

239,  242 

-  occurrence  witliout  pyrexia     622 

-  orthopncea  in  . .         . .     464 

-  pain  in  the  chest  in         478,  777 

epigastrium  from  . .     777 

precordial  from  . .        480,  777 

-  pale  anxious  expression    in    480 

-  palpitation  in  . .        625,  626 

-  persistence    of    rub    after 

commencement  of  effusion    480 

-  in  severe  blood  diseases    . .     122 

-  f^ortncfls  of  breath  in       . .     480 

-  suppurative,     from     acute 

necrosis  of  bones  . .     650 

firom  periostitis  . .         . .     650 

in  pytcmia  . .         . .     650 

-  systolic  bruit  in      . .        102,  104 
thrill  due  to       . .         . .     790 

-  tenderness  in  chest  from  776,  777 
Ptlicardium,  adherent  . .     464 

albuminuria  with  . .       18 

ascites  from         . .  61,  62 

bruits  with  . .         . .     243 

cardiac  impulse  displaced  in  242 

clubbed  fingers  in         . .     128 

diastolic  collapse  of  veins 

with 242 

shock  in  . .         . .     242 

dilated  precordial  veins  in   242 

general  account  of        ..     242 

heart  enlarged  in  ..     332 

failure  from     . .         . .     464 

mitral  regurgitation  from 

239,  242,  243 

obscure  cases  of  . .         . .     123 

ortliopnoca  from . .         . .     464 

palpitation  hi     . .        526,  526 

peculiarities    of    cardiac 

impulse  in        . .         . .     242 

physical  signs  of . .         . .       62 

precordial  bulging  in      . .     242 

signs  of    . .         . .        103,  104 

systolic  mitral  bruit  in  102, 103 

retraction  in       . .     103,  242 

tlierapeutic  test  of         . .     243 

varieties  of  . .         . .       62 


Perieardiumy  contd. 

-  branches  of  vagus,  relation 

to  cough 175 

-  diseases    of,    shortDCss    iA 

breath  in 101 

cyanosis  in  . .     18C 

displacement    of  impulse 

hi  ..         ..        330,  332 

-  tffuiion  into,  compression  of 

lung  from  . .        324, 667 
and  enlarged  heart,  simi- 
larity of  symptoms    . .     243 
fibroid  lung  and  bronchi- 
ectasis from    . .         . .     324 

raising  of  apex  beat  in  . .     S82 

skodaic  resvince  due  to    667 

swelling  ofc!.-~<t  wall  from     194 

-  infection    by    bncillus    coli    711 

-  opened   by   epithelioma   of 

oesophagus  . .  . .  711 
foreign  body  in  oesophagus   711 

-  rupture  of  aneurysm  mto  140,488 
subphrenic  abscess        . .     711 

-  succussion  soands  in         . .     711 
Perichondritis     of    arytenoid 

cartilages,  sore  throat  from  670 

•  thyroid  cartilage  simulating 

enlarged  thyroid  gland . .  791 
Pericolitic  abscess  (see  Abscess, 

Perioolitic) 
Perigastric  abscess  (see  Abscees, 

Perigastric) 
Pericolitis   from   stricture   of 

bitestine 146 

NrihopatitilL  ascites  in  65,  60 

-  and  chronic  peritonitis      66,  41S 

•  chronic  universal  . .         . .     412 

-  in  cirrhosis  of  liver  . .     409 

-  enlarged  liver  from  . .       66 

-  obscure  cases  of      . .         . .     123 

-  from  paracentesis  abdominis     60 

-  syphilitic 60 

-  tnrned-up  liver  edge  in     . .      60 

-  in  venous  congestion  of  liver    407 
Perimeter    in    mapping    oat 

hemianopsia        . .         . .     333 

scotomata  . .         . .     838 

Pirlnephrie  abscess  (see  Abscen, 

Perinephric) 

-  effusion   of    blood    due    to 

injury  of  loin  . .  . .  392 
diagnosis      from       renal 

tumour. .  . .  392 
possible  origin  from  renal 

suppurative  condition  392 
urinary  changes  with        392 

-  infiltration     in     malignant 

disease  of  colon  ..     39S 

-  inflammation  causing  pleu- 

ritic effusion  . .  . .  123 
Ptrintum,  abscess  in,  leaco<7-- 

tosis  from 400 

-  bromidrosis  of         . .         . .     714 

-  chancre  of 678 

-  condylomata  on,  diagnosis  of   678 

-  ectopic  testis  in      . .        523,  740 

-  epithelioma  of  (see  Carcinoma 

of  Perineum) 

-  herpes  genitalis  of  . .         . .     830 

-  injuries  of,  causing  prolapse 

of  uterus  . .     686 

-  Jacquet's  erythema  of     . .     446 

-  lacerations    of,  dyspareonia 

from         321 

-  micturition  through  fistula  in  443 

-  pain  in  (see  Pain  in  Perineum) 

-  rigidity  of,  dystocia  due  to    327 

-  sores  of  (see  Sores,  Perineal) 
Periodic  breathing  (see  Cheyne- 

Stokes  Respiration) 

-  effusion  into  joint  in  inter- 

mittent hydrarthrosis  . .     S87 

-  polyuria  without  apparent 

cause        683 

61 
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519 
599 
753 
650 
20 

747 

39 

750 

753 

752 
756,  763 
..     751 

751 

751 


■/ 


Ferioeteal  abscoBS  (sec  Abscess, 

FerioBteal) 
PtriottMim,  fibroma  of ,  rarity  of  755 

-  hapmorrhage  beneath,  in  scurvy  85 

-  lipoma  of,  raritjr  of  . .     755 

-  recurrent  .fibrosarcoma  of..     204 

-  syphilitic  *U)ickening  of     .. 

-  tender  in  infantile  scurvy . . 

-  thickening  of,  in  acromegaly 
PtriQItitit,  abscess  in  heart  from 

-  albumosuria  in 

-  alveolar,      diagnosis     from 

parotitis  . . 

-  aniemia  from  . .         .  • 

-  acute  (and  see  Abscess)     . . 
BimuIat4Hl     by      scurvy- 
rickets  . . 

-  chronic,      diagnosis      from 

gumma 
-  -  sarcoma 

-  -•  long  duration  of . . 

operation  in  diagnosis  of 

thickening  of  bone  from 

(Fig.  192) 

z-rays  in  dia^mosis  from 

sarcoma      (Figs.     196, 
198,  199,  p.  754,  756). . 

-  in  enteric  fever 

-  gummatous . . 
trigeminal  neuralgia  in 

-  of    mastoid    process,    pain 

behind  ear  from . . 

-  orbital,  unilateral  exophthal- 

mos due  to 
~  pericarditis  from      . . 

-  popliteal  swelling  due  to  761,  763 

-  syphilitic,    diagnosis    from 

periosteal  sarcoma 
«  tutortttlMI*.  bones  commonly 

affected  by 

diagnosis  from  syphilitic 

Peripheral    nerve,    effects   of 

dividing 

-  -  distribution    (Plate     XI, 

p.  663)  . .  . .         . . 

lesions  causing  ataxy    . . 

muscular  atrophy  in  . .  72,  75 

-  neuritis  (see  Neuritis,  Multiple 

Peripheral) 
Perirectal  abscess  (sec  Abscess, 

Perirectal) 
Perisplenitis,  friction  sound  in 

-  obscure  cases  of     . . 

-  pain     in     left     hypoch(m- 

drium  in 499 

Perlttaliit  and  borborygmi  . .       96 

-  palpable  in  intussusception        92 
PERISTALSIS.  VISIBLE,  con- 
ditions causing       . .    570,  571 

-  in  acute  otratruction      . .     152 
with  carcinoma  of  colon 

91,  145,  147 

-  in  dironic  intussusception 

92,  148 

-  constipation  due  to  deficient  143 
'1  excluding  gastrk:  atony     713 

-  -  gastric,  due  to  pyloric  or 

duodenal  obs^ction 
134,  352,  570,  713,  723,  725 

-  -  Hirschsprung's    disease 

148,  718,  724 

-  -  witti  hypertrophic  stenosis 

of  the  pylorus. .         . .     845 

-  -  in  intestinal  colic  . .     473 
obstruction.    151,    152,   267, 

350,  431,  571,  723,  727 

-  -  thin  adults  . .         . .     724 
Peritoneal  adhesions  (see  Adhe- 
sions, Peritoneal) 

-  band,  intestinal  obstruction 

from  431 

-  cavi^,  free  gas  in.  causing 

obliteration  ot  Wvcr  duW- 
neee         4M 


751 
648 
681 
496 

230 

254 
650 


756 

752 
752 

661 

551 
65 


499 
123 
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PeritotuxU  cavity,  cotUd. 

free  gas  in,  simulated  by 

meteorism        . .         . .     716 

—  gas  in  (see  Meteorism) 

—  fluid    in  rsee   Ascites    and 

Peritonitis) 

—  encysted,  pelvic  swelling 

due  to  . .  757,  761 

Peritoneum,  diseases  of,  causing 

ascites 53,57 

—  hydatid  disease  of  . .         . .     720 

—  primary  carcinoma  of       . .       57 

—  rupture  of  aneurysm  into. .     482 

Peritonitis,  acute  o^RMiiI 

—  abdominal  distention  in 

134,  472,  644 

pain  from  472,  644,  718,  846 

after  abdominal  injury  644,  G46 

abortion  . .         . .     644 

operations        . .  . .     644 

from  absc^s  of  kidney  . .     644 

liver      . .  . .  . .     644 

spleen 644 

albumosuria  in    . .  . .       20 

from  appendicitis  56,  431, 

644.  780 
bands  from,  causing  ob- 
struction 151,  152,  431 

bortKvygmi  absent  in    97,  431, 

644.  645 

from  Bright's  disease      14,  63 

carcinoma  of  tlie  colon  . .     645 

after  childbirth  . .         . .     644 

and  colic,  points  of  dis- 
tinction between        . .     644 

collapse  in  . .  . .     346 

constipation  in  . .       147,  153, 

472,  644,  718 
dani?er   of    morphia    ad- 
ministration in  . .     472 

diagnosis  of  . .     431 

from  intestinal  obstruc- 
tion  . .         . .       431,  645 

laparotomy  in. .  . .     645 

suppurative  pylephlebitis  611 

diarrhoea  in         . .         . .     644 

drawing  up  of  legs  in    472,  6 14 

—  dry  furred  tongue  in     . .     431 

mouth  in  . .         . .     774 

dullness  of  the  flanks  in. .     644 

from  duodenal  ulcer  55, 644, 780 

dysentery  . .         . .       55 

embolism  . .         . .         . .     432 

endometritis        . .         . .     644 

extreme  thirst  from       . .     789 

facies  Hippocratica  in  431,644 

a  first  sjmptom  of  chronic 

nephritis  . .         . .       11 

fluid  hi  abdomen  in       . .     644 

foul  breath  in     . .         . .       98 

taste  hi  . .     774 

—  frequency  of  micturition  in  644 

furred  tongue  in..         ..     774 

from  gastric  ulcer   65,  644,  780 

gall-bladder  rupture      281,  644 

general  account  of         . .     644 

gonococcal  . .         . .       55 

—  from  growth  in  Uver    . .     412 
hiccough  in         . .         . .     342 

—  history  of  gastric  or  duo- 

denal ulcer  in  . .     431 
hypothermia  in  . .         . .     346 

—  immediate       laparotomy 

needed  for      . .         . .     846 

—  immobility    of    abdomi- 

nal wall  in      . .  . .     472 

—  impaired  note  hi  fl-'^ks  in    481 
importance  of  «  a;|»*  dia- 
gnosis in  ,.         ..     472 

indicanuria  'V  ]»/ .-».        . .     349 

leucocytosb  w.      ta        472, 645 

—  liver  dulhie         •«:&      404,644 
'n\<&VftiQic>a!av^Cv     aucu  431^644 


PeritcniHs,  acute gemtnl,^ 

-  —  ncKi-AippiiratiTe, 

causes  <A         ..       . 

pain  increased  by  praa 

local  at  onset  of 

paralysis  of  tMywel  m    , 

from  parametritis 

perirectal  afaeoess 

-  —  phrenic  nraralgia  siaaia 

pleuritic  ettwum  fros 

pneumococcal 

prostatic  abscess 

pulse,    increasing  np 

in  ....      4 

rApid  in 

Tviry  in 

-  —  pjoperitoneom  from 
pjoaalpinx 

-  —  pyrexia  in  U 

{ 

-  —  retention  oi  urine  is 
retraction  of  at>daaMB 

onset  of 

rigid  abdomen  in        1 

4S1J 

rub  over  liver  or  isfketsi. 

from  ruptured  tubal  p 

tation   . . 

septicseniia  from.. 

eimulatfMl  by  acute  toe 

rhai^ic  pancreatitis 

colic 

—  diaphracrmatic  pl«cri 

dissecting  aortu:  an« 

ysm  . . 
—  embolism  of  mesentn 

artery 

pneumonia 

ruptured         abdomix 

aneurysm 

—  suppurative  ncpbriti 

throrat»osui   of   infer 

vena  cava    .. 

-  from    stercoral    ulcer 

bowel     . . 
supervention  on  tntestii 

obstnu^ion 
tendemctis  of  abdomen 

thoracic  refspiratien  in 

tuberculous 

froax  tubercukMv  akw 

-  -  in  typhoid  fever"'  55, 

various  causes  of 

vomiting  in  431,  i 

I 
wasting  with 

-  Chronic,  *'  doughy  **  feel 

abdomen  In 
dull  feeling  of  heavinea 

-  -  enlarged  abdominal  |ji 

phatic  glands  in 

-  -  fluid  in  poitoneal  cavit; 

-  -  localised,  followed  by  a 

stipation 
loculated  ascites  with 

-  -  masses  of  thickened  pc 

toneumfelt  in.. 

-  omental  tnntocv  from 
simulating  maligna 

growth  of  stoma 
tumour  of  cokN 

-  -  perihepatitis  in    . . 

in  severe  anaemias 

simple,  ascites  in 

causes  of 

constipation  with 

vomiting  with 

-  tubercle    the   conomoo 

cause  of 

-  hfdatM.  account  of 

-  hitesttnal     adhesions    w 
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'""""'^■"-"'  ^^ 

tractio 

_'■  :«vy^ 

to«rf«^i[mUn  iJiO.  •"-  B« 

gutric 

IIIKJSS 

964 


PHA  R  YNX— PHTHISIS 


Pharynx,  contd. 

-  gangrene  of  long  alter  opera- 

tion on 288 

-  paralysis  of 775 

-  progressive  weakness  of,  in 

bulbar  paralysis. .         . .  224 

-  rhinoscleroma  of     . .          . .  805 

-  small-pox  eruption  in        . .  673 

-  snail-track     ulcers    of,     in 

secondary  syphilis          . .  672 

-  spasm  ol                              . .  225 

-  syphilitic  stenosis  of         . .  225 

-  ulceration  of,  earache  from  230 
Pbenasone,  reducing  body  in 

urine  due  to  . .  . .  290 
Phenol,  gangrene  from  . .  282 
Phenylalanin,  relation  of  al- 
kaptonuria to  . .  . .  822 
Phenyl-glucosasone  crystals. .  290 
Pheny l-lactosazone  crystJtls . .  291 
Phenylhydrazine      in      sugar 

teeUng  115,  290,  818 
Phlmoiil  in  balanitis..  674 
pain  in  the  penis  in        . .  515 

-  causing     infantile     convul- 

sions            170 

-  chancre  obscured  by          . .  675 

-  enuresis  with                      . .  248 

-  frequency  of  micturition  in  438 

-  priapism  from         . .         . .  685 

-  pyuria  due  to  . .  631 
PhwIMtlt,  cedema  of  one  1^  from  459 
face,  neck,  and  arms  from  458 

-  pain  in  the  leg  from           . .  486 

-  pyrexia  due  to        . .         . .  621 

-  (and  see  Tliromboeis) 
Phlegmasia  alba  dolens,  after 

labour 810 

during  pregnancy       . .  810 

infective     thrombus 

causing         . .        456,  810 

ulceration  of   leg  from  810 

Phloroglucin  in  urine  testing  290 

Phocomelus     . .         . .         . .  214 

Phonation  Csee  Speecli) 
PhoiphatM  in  acute   Bright's 

disease      ..         ..         ..  12 

-  in  boiling  tost  for  albumin  5 

-  dissolved  by  acid   . .         . .  623 

-  effects    of    hematuria    on 

colour  of 12 

''and  nucleo-proteid,  difficulty 

of  distinguishing  in  urine  471 

-  physiology  of,  in  urine     . .  572 

-  simulated  by  urates           ..  815 

-  turbidity  of  urine   due   to  208 

-  Tariation  in  amounts  nor- 

mally excreted    . .         . .  572 
Pbosphatic  diabetes  (see  Dia- 
betes, Phoophatic^ 
PHOSPHATURIA                 ..571 

-  absolute       571 

-  diagno*)is  from  chyluria  . .  126 
pyuria 623 

-  sacralgia  from          . .         . ,  510 

-  in  simple  ulcer  of  bladder  630 
PliMphorut     polwnlnB,     ab- 
sence    of      leucin      and 
tyrosin  from  urine  in     . .  373 

-  -  acute  irritant  symptoms  in  373 

album  iniu'ia  in    . .          . .  17 

albumosuria  in    . .          . .  20 

anuria  in  . .  46,  48 

ascites  in 62 

black  vomit  in    . .         . .  873 

bleeding  gums  in  85,  87 

burning  epigastric  pain  in  373 

chemical  analysis  of  romit  845 

collapse  in            . .         . .  373 

coma  in    . .         . .         . .  373 

^ concentrated  acid  urine  in  373 

concentration  and  viscidity 

of  bile  in         , .         . .  373 
convulsions  m     . .         , .  373 


Phosphonis  poisoning ,  cuntd. 

delirium  in 

diagnosis  from  acute  yel- 
low atrophy  of  liver    . . 

diminution  of  chlorides  in 

urine  in 

drowsiness  in 

from  eating  match-heads 

or  rat  paste 

extreme  thirst  in 

fatty  heart  from     62,  87, 

lirer  in  . .  87, 

great  destruction  of  albu- 
minous tissues  in 

hounatemcsis  in..         294, 

ha>morrhages  in  . . 

headaclie  in 

increase  of  ammonia  co- 
efficient in  urine  in     . . 

jaundice  in  . .        362, 

liver  enlarged,  in  363, 

in  match  manufacture   . . 

nausea  and   vomiting  in 

necrosis  of  jaw  from     87, 

pain  in  epigastrium  in    . . 

post-mortem  appearances 

priapism  caused  by 

ptyalism  due  to  . . 

rapid  feeble  pulse  in 

respiration  in  . . 

simuLating  acute  gastritis 

-  -  suicidal  origin  of . . 

-  tenderness  in  right  hypo- 

chondrium  in  . . 
in  epigastrium  in 

-  total    nitrogen    in   urine 

hi  

-  urinary  changes  in 
Phosphotungstic  acid  test  for 

albumose  . . 

Phossy  jaw 

PHOTOPHOBIA 

-  from  conjunctivitis 

-  corneal  ulceration  . . 

-  with  electric  blindness 

-  in  iritis         

-  major    trigeminal  neuralgia 

>  meningitis    . . 

-  snow  blindness 
Phrwiic  nenrtt,   compression 

in  aortic  aneurysm 

diaphragm  supplied  by  779, 

diphtheritic  puralysis  of 

-  hiccough  in  irritation  of 

342, 

-  neuralgia    (see    Neuralgia, 

Phrenic) 

Phtheiriasis,  chloasma  in 

Phthisical  cachexia,  albumi- 
nuria hi    . . 

impotence  in 

Pbthllit  (and  see  Pulmonary 
Tuberculosis^ 

-  absence  of  abnormal  apical 

signs  in    . .  . .         319, 
tubercle  bacilli  in  sputum 

-  acute,  risors  hi 

-  advanced,  indicanuria  in  . . 

-  alar  or  flat  chest  in . . 

-  albuminuria  in 

-  albumosuria  in 

-  anicmia  in  . .        27,  36,  39, 

-  bronchial  breathing  in 

-  bronchophony  and  pectorilo- 

quy in       . .         . . 

>  caseous  mass  in  sputum  hi 

-  with   cavitation,    abundant 

foul  sputum  in  651, 

-  aiTection  diiefly  of  upper 

lobes 

-  nummuhir  sputum  in     . . 
simulatmg    gangrene    of 

lung      . .         . .         . . 

-  tubercle  bacilli  in 


Phthisis,  amid. 
373     -  chronic,    fibroid    long   and 
bronchiectasis  from 

873 clubbed  fingers  in         li6, 

; gangrene  of  long  in 

373     -  coagulation  of  sputum  in 
373     -  consooating  rJUes  in 

-  cough  in       ..  101,  175,  176.1 
373  319.  484i.  577, 
373     -  cretaceous  pellet  in  ^utum 
241     -  cyanosis  in  . . 

414     -  deficient  respiratory  move 

ment  in     . . 
373     -  iiaonoiif  from  apical  bron- 
297  cuo-pneumonia    . . 

373 of  fibroid  lung  from 

373 from  gangrene  of  lung  . . 

sporotrichosis  of  lung    . . 

373 syphilis  of  bronchus     ..    : 

373 typhoid  fever 

373     -  diarrhopa  from 

87     -  diazo-reaction  a  grave  sign  in 
373     -  early  shortness  of  breath  in 
747     -  elastic  fibres  in  q>atam    319, 
373     -  empyema  from 
373     -  family  history  in     . . 
586     -  fatty  heart  in 

590     -  fibroid  

373 vocal  cord  paralysis  from 

373     -  foetid  sputum  in     '. . 
845     -  foul  breath  caosed  by 
873 taste  in     . . 

-  general,    diagnosis    from 
373  broncho-pnecuDonia 
373     -  gingivitis  in 

-  lucmoptysis  in  123,  ] 
373                                             185,  317, 
373 various  causes  of 

-  headache  in . . 

20     -  hernia  of  the  lung  in 
87     -  hydropneumotliorax   from 
574     >  impairment  of  resonance  in 
255     -  impotence  early  in . . 
806     >  indigestion  an  early  sign  . . 
840     -  insomnia  in . . 
255     -  knee-jerks  exaggerated  in 
495     -  lardaceous  disease  from    10, 
350     -  liability    to.    in    congenital 
840  heart  disease 

-  liciien  scrofalosamm  with 
482  -  lining  of  cavities  by  grano- 
842  lation  tissae  in     . . 

77     -  local  muscular  atrophy  in. . 

-  long  neck  and  sloping  straal- 
343  ders  hi 

-  loss  of  appetite  in 

478 weight  in..  ..        319, 

574     -  malaise  at  onset  of . . 

-  mistaken  for  rtieamatiam  of 
17  the  shoulder 

347     -  nausea  and  vomiting  in  early 

-  night  sweating  hn     319.  577, 

-  pain   in   chest    in,    rarioas 

causes  of  . . 

577 in  umbilical  region  in    . . 

704     -  pleurisy  in,  chitmic 
647     —  and  pneumothorax  in   . . 
349     —  preventing  pneumothorax 
191     -  pleuritic  effusion  in  123, 

17     -  pneumooocci  in 

20     -  pneumothorax  from         577, 
620     -  prolonged  expiraticm  in    . . 
319     -  prominence  of  one  clavicle  in 

-  ptyalism  in  . . 

319     -  pulmonary  aneurysm  in   .. 
701     -  purpura  in 

-  pus  cells,  tubercle  t>actlli. 
703  clastic  fibres  in  spntom  in 

-  pyrexia  the  ULrliest  mi- 
703  ptom  in  many  cases  of  . . 
700     -  pyrexial  albuminuria  in     . . 

-  rapid  in  diabetes    . . 

288     -  rarely  associated  with  tober- 
703  culous  joint  di 


PHTHISIS—PLEURIS  Y 


faKla.     gonococcal 


-  byd&tid  cjnt  ot  Lu 


lum  Fip«un  to  wtUhit'. '. 
.i«  in  [>UDijuiuU  Uchj- 


:>IXiiria  from  . .     M& 

m^aJ7  '    US,  MI,  741 


ntrrtull.  dugnoin  from  ring- 


■EHTATIOlf  OF  SKIN  ", 

In  bronMd  dlabotta 
-JllOBSDU 

chronic  paniTutilla      139,  393 
^loptlUialmic  goitrs      144,  7*3 


rdrenU,  ophthlU- 
otpKcipllnllon.. 


-  rvtn  plUriti  ol  ilngm    . 
dU^flls  from  derm 


-  plucked-lovl  Bkia  bi  . . '  »! 

-  pruTilus  la       . .         . .     SI 

-  BliEUtnen  ot  ilchfog  in      K 


.ion  ot  Uym  pnnentlna 

dULger  of  reii^urdlD^  kg  plcuro- 
dlstlnction  Iron;  pleurodynia    ??< 


rhjsteri*        ..     TW 


-  mbphrenlc 

966 


PLE  URIS  y .  DIA  PHRA  GMA  TIC—PNE  UMOSIA 


,  1 


•"I 


Pleurisf,  eoiUd. 

-  tfapkrapmatic,     abdominal 

pain  in      . .         . .        133,  645 

riKiditj  from    . .  . .     645 

distribution  of  pain  from     779 

-  -  fre<{uei)t  abfience  ol  rub  in    480 

-  -  pain  in  chwt  in  . .  . .     478 

near  ouetal  margin  in . .     479 

about  Ute  crest  of  tlio 

shoulder  in  . .         . .     479 

-  -  simulatini;    plirenic    neu- 

ralgia   . .  . .  . .     479 

general  peritonitis      . .     645 

•  •  slight  depr(9»ion  of  liver  in  405 
PiMritic  tfTusion  (and  see  Chest, 

serous  efTusion  in)         120,  121 

-  •  aigophouy  in        . .  . .     332 

-  -  aaciUsi  with  . .  . .       62 

-  -  blood-stained    from    new 

growUi  in  lung  118,  322 

-  -  -  from  inilammation     . .     118 

-  cardiac  impulse  displaced 

by         ..  ..232,330,764 

-  -  character  of  fluid  in       118, 121 

-  in  chronic  nepliritis,  a  flrrit 

symptom  of     . .  . .       15 

-  communicat4^  pulsation  in  764 

-  -  compreaHion  of  lung  in  324,  331 

-  confusion  of  hydatid  cyst 

of  liver  with     . .  . .     415 

-  deprenHion  of  liver  from 

iarije  ri^ht-aided  . .     405 

empyema  following        ..     119 

fibroid  luni;  and  broncbi- 

ecta-sis  from     . .  . .     324 

heart  failure  from  . .     625 

from  infarction  of  lung  . .     123 

immobilization     of     dia- 

pliragm  by  . .  721 
latent,  with  shortness  of 

breath 101 

from  new  growth  ..    118, 

121,  186,  322 

palpitation  in      . .         . .     625 

particles  of  new  growth  of 

lung  found  in  . .  . .     322 

physical  signs  of . .  . .     192 

pneumothorax  with       . .     480 

aft<'r  tapping  for       677,  678 

shrinkage  of  one  side  of 

chest  from  . .  193, 194 
skodaic  resonance  over  . .     667 

-  -  tuberculous,  inoculation  of 

guinea-pig  in  . .  . .  121 
unilateral  enlargement  of 

chest  from        . .  . .     1 92 

"  -  x-rays  in  diagnosis  of      . .     721 

-  rub  Csee  Hub,  Pleuritic^ 
Ptourodynia,  detluition  ..     478 

-  distinction  from  pleurisy  . .     776 
myalgia    . .  . .  . .     607 

-  pain  in  the  chest  in  . .     477 

-  pneumonia  mistaken  for    . .     480 

-  tenderness  in  chest  from   . .     776 

of  muik.'I«w  in        . .  . .     478 

Pleuroperic;irdial  rub  (see  Rub, 

I  leuro-pericardial) 
Plexus   patelUc   nerves,   skin 

distribution  of     . .         . .     659 
Placke<l-fowl  skin  in  pityriasis 

rubra  pilaris        . .  . .     530 

PtHinbltm,  albuminuria  in    . .       10 

-  amblyopia  with      ..         ..     830 

-  amenorrhtpa  from   . .         . .       23 

-  ansDmin  in     30,  37,  38,  136, 

144,  607,  798 

-  anuria  In     . .  45,  48 

-  arteriosclerosis  from  . .     144,  507 

-  bleed  big  gums  in  . .  85,  87 

-  blue  line  on  gums  in       136,  144, 

47,S,  .->07.  525,  551,  646,  798 

-  brachial  palsy  in     . .         . .     551 

-  cachexia  in 116 

-  central  Motomft  from        . .    836 


Plymbism,  conid. 

-  cerebral  symptoms  in  (and 

see  Saturnine  Encephalo- 
pathr)       ..         ..  38,  173 

-  colic  in         . .  136,  144,  798 

-  coma  due  to  (see  also  Satur- 

nine Encephalopathy)  137,  139 

-  constipation  in  (Fig.  36,  p.  145) 

130,  144,  153,  507,  798 

-  deafness  from  . .  . .     191 

-  delirium  due  to       . .         . .     195 

-  diagnosi.s  from  renal  colic. .     500 

-  dyspliagia  frum       . .  . .     225 

-  epileptiform  convulsions  in       173 

-  foul  ta«te  in  mouth  from. .       774 

-  general  abdominal  pain  in. .    473 

-  gout  in  . .  . .         . .     507 

-  granular  kidney  in  . .         . .     144 

-  hea-lvhe  in  . .  . .         . .     828 

-  high  blood-pr'?s8«re  in       485,  507 

-  impairment  of  sight  in       . .       77 

-  impotence  in  . .  . .     346 

-  infantilUm  from      ..  ..     215 

-  intestinal  mot  jr  activity  in- 

hibitel  in. .  . .  ..     144 

-  irritability  in  . .  . .     360 

-  lead  in  urine  in         . .         87,  525 

-  leucopenia  in  ..  ..     401 

-  medulla  degeneration  from      225 

-  muscular  atrophy  in  . .       77 

-  neuritis  from 

77, 131,  165,  492,  5(HJ,  507,  797 
of  external  popliteal  nerve  643 

-  obacure  sources  of  . .         . .       77 

-  occupation  in  diagnosis  of . .     473 

-  optic  neuritis  due  to  139,  836 

-  pain  in  epigastrium  in       . .     486 

limbs  in    . .  . .         . .     607 

umbilical  rejjion  only  com- 
plaint in  some  cases  . .     625 

-  palsies  in      ..  ..         ..     144 

-  paralysL*  of  limbs  In  . .     797 

-  punctate  basophilia  in       . .       30 

-  rise  of  b1ood-prc!»ure  in . .     485 

-  simulating  general  paralysis 

of  the  ins:me       . .         . .     797 
muco-membraneooi  colitis  486 

-  symptoms  of  ..  38,  77 

-  talipes  due  to  ..         ..131 

-  tetany  in 178 

-  tremor  in     . .         . .        795,  797 

-  WTist-drop  in  . .  77,  607,  708 
PNEUMATURIA  ..576 

-  association  with  fteces  per 

urethram  . .        264,  633 

intestinal  fistula  . .     676 

Pneumobacilli     cerebrospinal 

fluid  340 

-  in  sputum   in   lobar  pneu- 

monia     . .  . .         . .     702 

PiiMimococcal  arthritit,  general 
account  of  . .         . .     375 

-  infections,  bacteriuria  in   . .       83 
pleurisy  with       . .  . .     122 

-  middle-etir  dMeiuto  . .  . .     375 

-  peritonitis,  acute    . .  . .       65 
PnMimococci,  acute  laryngitis 

from     185,  226,  465,  466, 

670,  673,  709 
tonsillitis  from    . .  . .     670 

-  in  ascitic  fluid  . .  . .       57 

-  bronchopneumonia  . .     615 

-  in  cerebrospinal  fluid         . .     340 

-  circulating  blood    . .  . .     650 

-  empyema  from        . .         119, 123 

-  fungating  endocarditis      237,  614 

-  general  septicaemia  . .     642 

-  in  healthy  persons      . .      . .     702 

-  meningitis  due  to    . .         339,  642 

-  in  nasal  discharge   . .  . .     203 

-  nephritis  due  to      . .  . .       83 

-  pharyiuritis  from     ..         ..     670 

-  in  phtliisical  sputom  . .     701 

-  pleurisy  from  . .         . .     123 


I  Pmeumocucci,  amid. 

I  -  pjelitis  due  to 

I  -  pjelonephrttis  due  to 

-  in  sputum,    in   lobar  pan 

monia  (Plate  .XII,  Fig.  V 
p.   696)      

I no  proof  of  pneumonia  . 

i  -  ulcus  serpens 

■  -  urethritis  due  to      . . 

I  PsMlinonia  (and  84«  lirondM 

i  pneumonia),  abdomin.il  p 

I  in  133, 4; 

I rigidity  in  ... 

-  absence  of  signs  in  chest  i: 
some  cases  ol   . . 

-  albuminuria  in         13.  IS. 

-  albumosuria  in 

-  anaemia   in,   suggesting  era 
pyema 

-  biliary  catarrh  in    .. 

-  bleeding  eums  in     . . 

-  bromitlroais  with     . . 

-  bronchial  casts  in  spatoai. 
I  -  cast«  in  sputom  in       . .     . 

-  Cheync-Stokes  respir.iticn . 

-  consolidation  of  lun^  in 

-  ootK^i  from  . .  ..175,1' 
I  -  crisis  of,  need  for  stimoUnt 

At 

^•^    •   •  •   •  •  ■ 

profu.se  perspiration  aftr 

Budvlen  drop   in  temper* 

ture  at  . . 

-  cyanosis  in    . . 

-  deep-st»ated  . . 

-  deficiency    of    chlorides   n 

urine  in     .  .  186,  3:! 

-  delay  in  appearance  of  phy 

sical  signs  in 

-  delirium  in   . . 

-  in  diabetes   . . 

-  diafrnosis  from  peritonitis  . . 
suppurative  pylephlebitii 

-  diaso-rc;^iction  in'    . . 

-  dry  mouth  in 

-  dullness  in  the  chest  from. . 

-  empyema  after         119,  35 
sliijrht  value  of  leucocyU 

count  in  diagnosis  of  . . 

-  endocarditis  in         . .         IC 

-  in  enteric  fever 

-  eosinophilia  after    .. 

-  fibroi<i    lung    and    broodii- 

cctasis  from 

-  foul  taste  in .  . 

-  fungating  cudocardito  ttoa 

-  furred  tomnie  in 

-  gangrene  of  lung  from 

287.  578.  70! 

-  gradual  resolution  in 

-  hnmoptysis  in        ..317.33 
simulating  phthisis 

-  heart  impulse  di^laced  ia 
>  hopes  facialis  in     . .        18) 

-  hyperpyrexia  in 

-  hypothermia  after  conrak»- 

cencc 

-  infantile  convulsions  from 

-  in  influenza..  ..        SO 
frwiuently  fatal  . . 

sputum  like  tliat  of  mooo- 

purulcut  bronchiUs    .. 

-  inlialaiion.  gangrene  of  hmg 

-  initial  rigtw  in 

-  jaundice  in  . .  . .        3$ 

-  leacocytoAis  in         . .  39.  40! 

-  liver  engorged  in    . . 

-  low  of  knee-jerk^  in 

-  mistaken  for  hysteria 

intercostal  neurakpa    iSH 

pleurodynia 

-  pain  in  chest  in     ..S78. 47t 

-  physical  signs  In       184,  701 

-  pleoriqr  in  . .  1»,  ST9 


PNEUMONIA— PONS     VAROLII 


Jied,  Afj,  pungent  la 


in  i]ia^<»i>l  (Fif.  M)    : 
is  o[  Lung) 


PKEUMOTHOR*X 


Lver  dopreancd  by  . . 
•.aeclfl  side  In    . . 


s/lrrl'taDt:  Opium; 


-  pnlmoiurf  ■umnli  ..     M' 

-  tbortom  ol  bn>ll>  in        . .     lOi 

FotydlpsM  (Me  Thtnt.  Bitnnie) 
Polynoriiliuin  ot  sypbllldaMe.GS: 


menlngltta  ..        MS,  Ml 

wicocyloil)  f«™  LeucocytM*) 

-  -  dia^oali  bota  tflcbiooeto    (04 


-  Acutfl  hydrocele  In  ^ .         . .     A 

PgiTpDi,  ami  . .    < 

--  -  bleeding  bom  ssr  due  U>     < 

-  -  de^ntHbom      ..         ..I 

'  "TflamlnBttar^f  """    S 


Uela  due  to  . .  114 
'tlon  u  Dose  bj  . .  tta 
linita  ..MM 

:duetd  ..  ..  M* 
,  Tiginil  discbargg 


atrophic  piUidee  in 


-  difficulty  ot  pilpatlDg    . 


-  muscular  atn^bj  bi  p«rB- 


POLVCVTHCMIA 


ilarged  spleen    18T 


jM.V;     ■.■.•rH.tl—rRIMAEY    MCSCCLAK    UVST/MPHIE^ 


U-    -  -  r--^  J»   'nrz    ..        ,.    5'jti 


(*-J    _^.     -  itj 


^.- f  .:jtr'--in    ««  !-.r."!-.: ..     -Jli     rT.  v.- .■:-;.-.- ;, 


PRIMULA    OBCONICA—PSEUDO-HERMAPHRODITISM 


-  dUEcultr  in  micturition  in 

-  dlBt«iid«d  bluddcc  Irom  61 


VocCitlx,  UKlUral  puue*  <H 

lwpri«.»n«Ln»p«tor..iii.. 

-  baUDW  in  (Fw.  10) 

(uid  H<  PualyBto,  BulbU 

.--.nd    bulbM    p»lf.l. 

nMPM.  anal,  haMKurhage  Id 


lOLAPSE  OF  UTERUI 

-  ciuiainQ  cerebral  hsmo 


■Imulalcil  bj  Invn 
-  polypus  at  CCTTi 


llooged  iprraiia  (ace  I'ji 


dln^oHifl  o( 

Prwtolk:) 
krclDonui  ot  (ot^  CM 


bllBtoFAl    bjdronephroBi 
binding  Crom 


'  polpttlou  per  rectum 

'  tandvmtM  of,  in  acute  pra«- 
■  taMrCulral,  absence  at  penUa 

r epididjmia    . . 

'  "  epIdidjEnltifl  with 


8,  Ml,  SJl 


piipulv  errtliema  to     ..  ail 

PHUIIITIM  (and  w«  Itching)  G«g 

-  aaecUnc  napkin  r^lon      . .  MT 

-  ul  Irom  Uiread-<ronna     . .  H* 


ounded    i 


flip  from  780,  TBI 


.    878 


ritiaaiD..     I 
9,  SIS.  til.  SSI 


nMt-bullMr   paralfrif    (Ma 

aiwa  IfemLpleKlan  Doable)    ( 
-  no  atrophy   ol  l«iifu«  In 
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PMUd9-h 


d9-hyp6rtroi 
paraiytii,  mi 


:|) 


ifriile  muKular 

,  muaclee  affected 

in 556,  560 

ai^e  and  sex  incidence. .     500 

difficulty  of  lifting  pa- 
tient by  shouldeni  . .     561 

electrical  reactions  in         70 

familial  character  of  . .     560 

fibrillary     contractions 

rare  in  . .     158 

moiie  of  "  climbing  up 

himself"  377,560 

paraplegia  due  to       . .     557  ' 

no  sensory  or  sphincter 

chan^eb  in    . .  . .     560 
waddlini;  Rait  in       277,  561 

PMutfo-leukamia     Infuitum 

(Fig.  2)     . .  42,  694 
absence  of  leucocytosis  in    694 

-  -  age  incidence  of  . .  . .     694 

ascites  in . .  64,  122 

blood  chaii^ns  in . .  . .       64 

chronic,  cawte  of . .  . .     C94 

lymph  glands  not  enlarged 

in  599 

oedema  of  legs  from     459,  461 

pericarditis  in      ..         ..     122 

pleuritic  effusion  in        . .     122 

-  -  purpura  in  . .         . .     596 

recovery  from     . .         . .     694 

relation  to  rickets  or  con- 
genital syphilis  42,  695 

severe  anosmia  in  459,  69  ft 

spleen  enlarged  in  Pig.  2, 

p.  42)  64,  599,  692,  691 

-  -  r^mptoms  of  . .  42 
PBeudo-neurtilgias,  diagnosb  of  498 
Pwado-nyDtagmus  . .  452 
Paenilo-oedema  of  legs  in  myx- 

OBdema 585 

PMMdO-pt lade  of  Hrocq  . .  85 
baldnet»  from      . .         . .  782 

-  -  relation  to  alopecia  areata  782 
Bcleroilcrmia    . .          . .  782 

-  -  tender nens  of  scalp    from  780 

Paendo-tabos 6C 

Pieudo-tricliinosiH  ("see   Poly- 
myositis, Acute) 

Pseodocycsis   ..  166,  721 
Paoas  atMi^ess  (see  Abscew,  l^soas) 
PlMt  bum,    diftended.  com- 
municated pulsation  in..     741 
diagnosis   from    aneur- 
ysm of  external  iliac 
artery  . .     741 

impultio  on  couirhing  in    739 

inguinal  swelling  from 

diHtention  of  . .     741 

irreilucibility  of  . .     741 

with    Oiitoo-urttiritiA  of 

hip  joint       ..  ..     741 
position  external  in  fe- 
moral vessels  . .     739 

reducibility      . .         . .     739 

translucency  of  . .     741 

-  muscle     suppuration     and 

lordosis  . .     183 
PlOrlatit,  affection  of  elbows, 
knee>»,  and  extensor  sur- 
faces by    . .            447,  530,  656 
of  n-iils  in           . .        275,  445 

-  age  incidence  of      . .         . .     533 

-  anidroeis  with         . .         . .     714 

-  boldncfls  from  . .       84 

-  in  battiing-dniwcrs  arei  . .  447 
->  complexion  amociateil  with      657 

-  description  of  eruption  of. .     657 

-  diainotil  from   ecze:na    . .     657 

lichen   planus  . .  529,  657 

lupus  erythematosus      . .     667 

papular  syphilides  . .     533 

pityriasis  rose*    . .  658 

rubra 658 

pilaris  . .     530 


Paoriasis^  contd. 

-  diagnosis  from  prurigo 
f  erox     . . 

ringworm  of  body 

scalp     . . 

seborrhflpa 

-  eosinophilia  in 

-  involvement  of  lips  in 


532 
532 
276 
274 
666 
249 
403 


-  parts  speiMally  affected  by  657 

-  pityriiwis  rubra  after          . .  668 

-  pruritus  in  some  cases  of   . .  588 

-  recurrence  of  533 

-  flcalfW  in       . .          . .        66.^.  667 

-  of  scalp,  diagnosis  from  favus  271 

-  slightnetu  of  itching  witli  . .  657 

-  sore  finger}  from      . .         . .  266 

-  rupioides  of  M'C^all  Anderson  651 

-  and  syphilis  distinguished. .  658 

-  unimpaired  beiilth  with     . .  667 
Psorospcrms,  method  of  demon- 
strating   . .         . .         . .  803 

Psychalcias  (see  I'scudo-neur- 

algia)        . .          . .          . .  498 

-  neurasthenic  pain  with  no 

physical  basis      . .         . .  49 1 
Psychical     weakness,     motor 

tics  associated  witli        . .  160 
Psychosim.  Korsakow's,  in  al- 
coholic peripheral  neuritis  506 
Pterygium  of  nails                 . .  444 
Ptamalne     poltonlnt,    acute 

diarrhoea  from     . .         . .  196 

agglutination   serum  test  597 

as  cause  of  bullous  der- 

nmtoecs             ..         ..  114 

due  to  Gaertncr's  bacillus  597 

u.*dcma  of  face,  nock,  and 

arms  in             . .         . .  461 

polycytluBrala  in           579,  580 

purpura  in          . .        596,  597 

severe  diarrhoea  In         . .  579 

vertigo  from        . .         . .  827 

wiiMting  with        . .          . .  69 

PTOSIS  (/"iV- 166-9)..         ..  589 

-  from    cervical   sympathetic 

paralysis  . .    247,  546.  694,  792 

-  of  colon,  constipation  due  to 

(Fig.  39) 147 

-  (and      see       GastrcH^toais ; 

Glenard's  Disease;  Uepato- 
ptosis;  Visceroptosis} 

-  in  conjunctivitis      . .         . .  590 

-  from  facial  paralysis  536,  589 

-  hystericjil     . .         . .         . .  166 

-  in  myopathy           . .         . .  260 

-  tabcH             262 

PTYALISM 690 

-  bacteriology    in   diagnoeing 

cause  of    . .         . .         . .  591 

-  from  fixation  of  jaw           . .  591 

-  functional     . .         . .         . .  592 

-  mercurial      . .         . .    37,  86,  797 

-  in  trigeminal  neuralgia     . .  495 

-  WaSHermann's  reaction  in. .  591 
Ptyalorrh'va,  functional      590,  592 

-  relation  to  tic  douloiuwix. .  592 
Pubat,  acute  necrosis  of,  graro 

constitutional     symptoma 

in              . .         . .         . .  767 

scrotil  swelling  due  to  767 

"  tuberculous  caries   of,  dia- 
gnosis   from   gumma    of 

cms  penis           . .         . .  767 

sarcoma  of  cms  penis  767 

Pubarty,  acne  vulgaris  at      . .  603 

-  albuminuria  of        . .         . .  19 

-  anorexia  nen'ona  at          . .  849 

-  breast  changes  at  . .          . .  743 

-  doLiycd  in  infantilism       . .  218 

-  effect  on  nocturnal  enuresis  248 

-  enlanoment  of  prostate  at  248 

-  epistaxis  of             . .        351,  262 

-  menorrluigia  at                  . .  430 

-  milk    in  breaate  at        203,  743 


Pubertif,  contd. 

-  premature    appearance    of 

associated  with  iiypeme- 
phroma     . . 

-  priapism  at. . 

Pubic  luiir,  early  develop- 
ment, with  hypcmephrY> 
ma 

-  region,  syi*oai8  vu]g:iris  of.. 
Puckering  of  skin 

l*udic    nerve    intlame«l.    dy»- 

pareunia  frona 
Puiryaral  ftvtr.  endoc^mlit^  i 

mfection  of  iiteru:»  ui 

offensive       vagiruil      d* 

charge  in 

rigors  in  . .  . .        M 

simulating  rheumatism.. 

-  infection,  pelvic  periton:Ci« 

from 

-  sepsbt,  pelvic  al>sceiM  from 

septicarmia  in 

Puflinatt   of  anklea   in   acute 

nephritis  . . 

-  eyelids  in  myxatiema 

-  face  in  acute  neplint» 

-  joint  in  hoimophilic  arthhtti 
Pvimanary  an«l  at>rti<*  nrgunn- 

tatiun  distiiuru tilled 

-  aneurysnt    (se«     AneurjAm, 

I\ilmonary> 

-  area.  sy»ti>lic  tiruits  over  10 

-  artery,  arwiiig  from  anria.. 

-  atheroma,  mitral  stcntKM  a 

«^use  of   . . 

-  branehos  of  vagu».  reUtioe 

to  cough  . . 

-  diseases,  asoitea  in  . . 

causuig     enlarge<l     rigtl 

ventricle 

chronic,  hypertro{»hi< 

ofitco-arthropatliy  in  (ai 
see  Osteo-arthropathy) 

venous  liver  congebtMO 

in 

-  -  sliortncfis  of  breutii  in    . . 

-  embolism  sudden  death  in 

I  -  gangrene  (sec  Gangrene  o( 
'  Lung 

-  osteo-artbropatliy  (see  Oatei 

artliropatliy) 

-  'ragarvitttion,  causes  of    . . 

causing  diastolic  bruit   . . 

enlarged  riglit  ventricle  ii 

24 

from  fungatin^   endocar 

ditis 
mitral  stcnot^is 

-  second   sound,  reduplicates 

in  mitral  rociirgitation  ,, 

-  Itinosit,  acqiiire<i    . . 

-  -  bmitsof  101,  10a,  184,  2< 
clubbed  liiigcrs  and  tea 

with      . .  101,  12 

cyanoKis  in  104,  18 

dyspnoea  in 

with    patent    int«rvcntri 

cular  septum   . .        24 

polycythjemia  in  24 

right  ventricle  enlarged  i 

246.  24 

symptoms  of 

systolic  thrill  due  tol84^ 

-  systolic  bruit  in  normal  chil 

dren 

-  thrombosis  (we  ThromboM 

Pulmonary) 

-  tubarculotit  (and  see  PhthI 
miliary,  absence   of  pul' 

monary   signs   in  sonx 

cases  of 

quick  breathing  in.. 

pyrexia  with  weaknea 

and  anorexia  at  ( 


PULMONARY    TUBERCULOSIS—PUPILS,    UNEQUAL 


-  vake.  tuik^tine  vndv 


thiubpbniiiKabKe»7iO 


«  stso  Brndjcudl*  uul 
TichfiMirdii) 
PULSES.  IHEOUALITV  OF..     Ml 


PUUiTIOIl    UNDUE      AB- 

-  ■n^ual.  from  aneioTsm 

OOMIHIL  AORTIC 

2J1,  33« 

^.odMltacId™™ 

-  -  from  cervirsl  rib  IM.  W! 

MS 

biiiuUnHiryim  IH.IM 

r7»nl' 

fwllngoldbieoinfortln 

-  n»  01  (HT  in  d.rt*.ti™j  xlifrht 

petkardiom 

Pnncln  iMiiryraalia.  mal-p»l- 

-  -  ygllo"  atrophy  .. 

J70 

3M 

-  Id  .ortU;  dU«>l,'    IM,  231. 

PuJiZbi^mt('^V. 

nt,  33\  331,  140,  347 

pupfi,  Tbhormhuties  of 

ID 

tlvitia.  II  Itig.'aod  glaDmna 

(Fin-   lOfl) 

-  Arurll  Koberuon  ta«g  Aigrll 

-  mllapsliig,  In  aortic  nsiiTBi- 

tion                               M7 

-  bloekasB  o(,  bj-  irilla 

»!» 

-  disproportionalclv   rapid  la 

-   n  endoostdJtis       . .        '.'. 

239 

-  u)Liu«[oa     o[     obntnicMd 

-  -  brain    tliK»M,     niUmale 

ilD 

-  tonble    iu.d"irT.gi^,     ta 

fibroid  heart       .. 

Cion  In  all  caaw 

m 

tn  toiki  <ww9  ol  diar- 

190 

—  cervii-al  aymUBlliotie  p*r»- 

-  -  paralpia  ol  lor.ical  ijin- 

■  Imaular  tn  organic  cerebral 

MB 

--UibfrnilouVmniiiiitu;; 

-  In  jaundice  . .         381.  SM 

Iluramia     '.'.         '.'.  45.  V« 

m 

-  paroiyBmal   tacl.yrardl.    . . 
.  kdia],  diiQiniahea  (rooi  «r- 

49) 

g40 

■  npM    nnd     iMble';'    from 

-  -  nlth   retention   of    light 

HTTc-ive  potaQQing        .. 

reflex  In  cat-lep.,,. 

inepileper 

.  -  alUr  L-Tmi^lja^e  '      IM, 

potrwninB 

301 

mid-br.ln. 

798 

-  iDunoblie  in  epllepa; 

-  general  pBraljala 

-  hniilir,  due  to  adliacnce 


IS  HphLDCter 


-  pldpouit,  In  opium  pi 


Wil) 


-  Hilleper 
-■  general  paral/iii   ol 

-  due  to  tn|ui7  '.'.     I 

-  in  aoma   iDtrtcniUaL 


-  -  parartoiicBCdeanitmn  ol     ft 

-  -  retained  nith  dllAted  pupil 


Pupilf.,  email,  in  encpJihalLti! 
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PUPILS,    UNEQUAL— PYLEPHLEBITIS 


>i 


Pupilx,  urtfoual,  contd. 

from  physoBtigmine       . .     695 

-  poasiblr  oC  oo  sigaificanoe 

in  slight  .degrees         ..     695 

— '  in.  tal>e8 695 

— •'  tltird'  nerVe  paralyvis     . .     695 
— •'  trufeminal  neuralgia      . .     695 
— ^  unilateral  cervical  ajnipa- 
\     .thetic  Jesion    . .        594,  595 

-  -'trom     unilateral      intra- 

cranial lesion  . .         . .     595 
Poi9atlvt0,  colic  from  . .     144 

-  donstipation  due  to  . .     848 

-  in    distinguishing     scyhala 

'  Croiu:    other     abdominal 
tumours    ..  601,723 

-  intestinal  obstmction        ..     151 

-  loss  of  weight  duo  to  . .  848 
Purin  bases,  uric  acid  from  . .  817 
PURPURA 595 

-  albumosuria  in       . .         . .       20 

-  antemia  with  . .         . .       36 

-  bleeding  gums  in    . .         . .       85 

-  and  cerebral  embolism      ..     138 

-  in  cerebrospinal  meningitis    613 

-  cirrhoeitt  of  liver     . .         . .     696 

-  definition  of  . .         . .     696 

-  diagnosis     from     capillarj 

naevi         696 

-  9ochymoses  or  bruises  hi  . .     695 

-  cpistaxls  ui. .         . .         . .     261 

-  from  flea  bites        . .        . .     596 

-  ih    fungating    endocarditis 

38,  76.  237,  338,  610,  613 

-  gastric  erosions  ha 298 

-  lUBmatemesis  in     . .        294,  302 

-  luematuria  in         . .        305,  314 

-  hemoptysis  in        . .         . .     318 

-  Henoch's  (see  Henoch's  Pur- 

para) 

-  in  leukiemia  . .         . .       31 

-  menorrliagia  in       . .        428,  430 

-  metrorrhagia  due  to        433,  435 

-  in    morbiiii    maculosus    of 

Werlhof    ..         ..        596,  600 
>  persistence  of  discoloration 

under  pressure  in  . .     595 

-  scarlatina  maliena  . .         . .     301 

-  hi  scurvy     . .         . .  85,  302 

-  from    septic    infection    of 

umbilical  cord    . .  . .       90 

-small-pox     ..         ..        301,605 

-  typhus  fever   . .         . .     371,  699 

-  Tibices  or  lines  in   . .         . .     695 

-  yellow  fever  ..        301,  373 

-  fnlmlnant    . .  596,  600 

theory  of  causes  of        . .     600 

diagnosis  from  scurvy  . .     302 

-  hamorrhagica,    blood    per 

anum  in  . .         . .         . .       90 

mouth  in         ....     600 

nose  in 600 

hematuria  in      . .         . .     600 

hiemorrliiigo  from  bowel  in   600 

purpuric  rash  m..        696,  600 

theory  of  causes  of         . .     600 

-  hiemosiderin  in  the  macules 

following 424 

-  macular       423 

-  rilMimatica,  ago  incidence  of    380 
diaguoHiH  from  Henoch's 

piiriMira  . .         . .     880 
Csee  I'cliosis  Rheumatica) 

-  Simplex  696,  607 

-  subconjunctional.  causes  of      256 
Pill  in  actinomycosis,  Gram- 
staining  mycelium  in    . .     748 

small  yellow  granhles  in    748 

-  cells,  gonococci  in  . .         . .     211 

-  in  sputa  of  phthisis      . .     919 

-  urethral  discharge  not  a 

bar  to  marriage         . .     209 

-  in  the  chest  . .     119 

-  choooUte  coloured  . .     S79 


PiM,  conui. 

-  collections,  indicanuria  due  to  821 

-  in  expectoration     ..         ..  176 
from  empyema  bursting 

tlirough  lung  . .         . .  323 

liver  abscess  ruptured  into 

lung 369 

-  extrapleural,  simulating  em- 

pyema                 ..          ..  119 

"  with  gas  in  pleural  cavity. .  577 

-  greenish  yellow,  in  pneumo- 

coccal arthritis    . .         . .  375 

-  under    pressure,    polymor- 

phonuclear    ieucocytoeis 

associated  with  . .          . .  400 

-  not  under  pressure,  no  leuco* 

cytoHis  with        . .          . .  400 

-  per  rectum,  from  ruptured 

abscess      . .          . .          . .  635 

-  sterile  in  liver  abscess  burst- 

ing through  lung            . .  323 

PUS  IN  THE   STOOLS        ..  600 

in  anal  llstula     . .         . .  92 

colitis       601 

-  dysentery . .                    . .  601 

-  in  urine  (see  Pyuria) 
PUSTULES 601 

-  of  acne         531 

-  In  bromide  eruption          . .  603 

-  congenital  syphilis. .         ..  446 

-  dermatitis  heri>etiformi8  . .  831 

-  dimpling  of.  in  large  acumi- 

nate syph  Hides    . .         . .  604 

-  ecsema          . .         . .         . .  831 

-  granulosis  rubra  nasi       . .  714 

-  herpes  progenitalis            . .  675 

-  impetigo  contagiosa          . .  654 

-  lichen  scrofulosorum         . .  629 

-  malignant  Csee  Anthrax) 

-  microscopical   character   of 

contents   . .          . .          . .  601 

-  in  miliary  abscesses  of  new- 

born                    . .         . .  601 

-  prurigo  ferox          . .         . .  531 

-  rhinophyma . .         . .          . .  805 

-  ring  of,  in  anthrax  . .         . .  603 

-  scabies          . .           654,  831.  832 

-  in  scrofulodcrmia    . .         . .  603 

-  small-pox     . .  605,  655,  829 

-  syphilis         . .  446,  532, 833 

-  transition    of  papules   into 

528,  601 

-  in  vaccinia 834 

-  varicella       . .          . .         . .  833 

-  varioliform  nyphilides        . .  601 

-  from  vesicles          . .         . .  829 
Pntref action ,  emphysema  from  231 

-  intestinal,  borborygmi  due  to  97 

indicanuria  from  97,  349,  821 

muscle  fibres  in  faeces  in  268 

urinary  sulphates  in      . .  97 

Pyamla,  abscess  of  chest  wall  in  478 
in  heart  from       . .          . .  650 

-  diagnosis      confirmed      by 

blood-cultures     . .         . .  698 
from  malaria        . .         . .  650 

-  diarrhc[>a  in             . .         . .  649 

-  emaciation  ui          . .         . .  372 

-  embolism  in            . .         . .  649 

-  gangrene  of  lung  In           . .  288 

-  hyperpyrexia  in     . .         . .  343 

-  jaundice  in  . .         . .        362,  372 

-  leucocytosis  in        . .         400,  649 

-  metastatic  abscess  in        . .  649 

-  muscular  atrophy  in           . .  76 

-  after  operations  and  wounds  649 

-  peripheral  neuritis  in        . .  76 

-  portal  (see  Pylephlebitis) 

-  progressive  loss  of  strength  in  372 

-  prostration  in         . .        372.  649 

-  purpura  in  . .          . .        596,  598 

-  from  pyorrhoea  alveolaris  87 

-  pyrexia  in          313,  372,  614,  649 

-  rapid  pulse  hi  372 


Pifttmia,  contd. 

-  rigors  in 

372.  593.  647.  618,  649 

-  septic  skin  rashes  in 

-  and  Mpticaimia,  rclationshipi 

between    . . 

-  simulating  acute  rtieumat  mm 
enteric  fever 

gout 

-  subcutaneous  abscf-soes  in 

-  from  subperiobteal  abscess 

-  sudden  onset  of 

-  suppuration  in  joints  in    .. 

-  suppurative    pericarditis  in 

-  sweating  in . .  . .         372, 

-  temperature   chart   of 

-  tenderness  in  apine    in     .. 

-  thyroid  abscess  in . . 

-  unaffected  by  quinine 

-  vomitmg  in . . 
Pyallttt 

-  aching  in  loin  in    . - 

-  in  acute  fevers 

-  due  to  B.  coli 

-  bilateral  in  cystitis 

-  cystoscopic  appearances  in 

(Plate  r,  Fig.  C.  p.  308)  625 

-  diagnosis  from  chronic  cys- 

titis   

-  dry  harsli  skin  in    . . 

-  glased  tongue  in 

-  from  growth  in  bladder    . . 

-  luematogenoos  infecti<m  in 

-  hyperpyrexia  in 

-  infections  elsewhere  wich . . 

-  with  intestinal  affections  . . 

-  from  involvement  of  ureltrs 

in  carcinoma  of  uterus  . . 

-  kidney  enlarged  in  500, 

-  little  pus  in  acid  urine  in  . . 

-  micturition  frequent  in     438, 

-  paui  in  thf>  right  hypochon- 

drium  in  . . 

-  pneumococval 

-  in  preimancy 

-  prostatic  enlan^emont 

-  pyoneplurusis  from  ureteml 

obstruction  in 

-  pyrexia  in    . . 

-  pjnu-itt  m     . .  £00,  623. 

-  from  renal  calculus  438,  625, 

-  rigors  in      . .  . .         625. 

-  sinmlating  no<^tumal  enuie&b 

-  staphylococcal 

-  streptococcal 

-  in  stricture  . . 

-  tendernrtw  in  loin  in 

-  from  tubercle  of  kidney    438, 

-  in  typhoid  fever 

-  urinary  chnngos  in . .         625. 

-  from  urinary  obstruction  . . 
PytlonaphritiS    (see  also  Pye- 
litis)   

-  albuminuria  in  excess  of  the 

puR  prvsont  in     . . 

-  anuria  witli . .  ..  ..46 

-  due  to  bacillus  pyocjaneus 

-  bacteriuria  in 

-  commonly  bilateral 

-  ha*matogenous   infection  in 

-  kidney  enlarced  in . . 

-  from   obstruction    in    lower 

urinary  tract 

-  polyuria  in 

-  pus  casts  in  urine  in 

-  pyuria  in     . .  394,  623, 

-  recurring  rigors  in  . .  . .     i 

-  renal  abscess  due  to  . .     ■ 

calculus  causing  . .  . .     i 

pain  in      . .  . .  .,     '. 

"  unemia  in    . .  . .  . .     < 

Pylaphlabltit,  adbaaiva.  ascites 

in ; 

-  enhuigement  of  spleea  in    \ 


Pjodmnii.,  no  Jeurocyt«la  vlUi 

400 

Pffnipini,  amU. 

-  inloctive  pfiritoaltie  from  . . 

Ml 

.  -mOMtk  In                     ..     m 

--  md<l«^™«tOf  ..          ..     !01 

Pnii^ArTMal'll^ooUiM  bladd^ 

(mm  typhoid  lever 

-  leucocytoalt  la                 400 

401 

-  >(t«r iipHpdteilia  M,J70,SU,II4B 

61} 

rPr«ffltotoM«B.,          ,,      SSB 

-aunnationm 

-  pelvic  awelling  due  lo       .. 

-«ciU»ln 68 

San 

ISl 

~i"SS--^r~^'.  ill 

ii£s^£^,'  a 

ait 

-  alter  pregnancy      . . 

6?S 

-  -  pDJtaltmnim                        ..     «U 

m.  S24 

-  pua  m  eiDoli  tram  rupture  ot 

IM 

.<33 

-    annSsm    (i9.Sea,S70,S;j,MS 
-fcuco^taiB  in        ..         ..     100 

-  palvlo  swelling  due  lo 

—  epaamodlc     pelvic     pain 

-  poljuria  in 

from 

MB 

-  septknmia  from    .. 

fl»8 

-liTet«il«Bedin     ..         ..     a;0 

-pjreiia  In    ..         ..       SM 

-  vagmal  discharge  with 

-  nulllpte  >b«wa  Id    liTtr 

-  pruria  in  3P6,  683.  e23,  BSS 

PfmnlM  WW.  IMMRI  rt  ab 

ln&     ,    . .           »S,  MS,  6*3 

-  renal  calculus  auiing  31)9, 

39*. 

esis 

-  pleuiitic  eflu-lon  from      '.'.     1=3 

-  pjrtiia  duo  te           609,  BSl,  MS 

-  -  UibtrcuWte  caualag 

antte^lonus  with       .. 

'  riqcn  Id      ^9.  iSS,  970,  61B,  Btt 

-  "  ;  « SL™p^"™a.. 

elaatloilTln          ,. 

-  teDderneiB  of  liver  IrSm    . .    6i9 

-  TomlUlie'ln «IS 

leaion  pluB  suppiintion.. 

PylorH,   ardnoni    of  (•« 

-  cnlMBoit,     diagnonis     IroDi 

398,  an 

-  nn-Uiral  alriclut*  auBlng. . 

til 

Pyrula.    aba^'t    "    .pati'i; 

148 

-  In  active  congestion  ol  liter 

-  nonoil,  palpable  Id  eplgM- 

-I-mj.lnl/'v.  B7,  p.  SOU);. 

Iriuin        721 

711 

-  acute  gaelxitia 

-  -  otiCb  media        '.'.         '.'. 

717 

734 

cunlon  KHindi  In 

--mlicky  p.in8M"         "     131 

-  -  **^^^^P^^,^^^'^'^  «• 

-- yellow  atrophy  .. 

-  In  alveolar  ab«c«8.. 

"l^i^"™  ™™^  ,5, 

penisUnt  TomitlQg   430.  SIS 

-  needlinR  o!  d.e.1   iD   dl.- 

Ml 

- -MdwaatlDdln..         ..     et6 

-  bDm  obetnictioo  of  broDcboi 

-  appeadlcitia                    113, 

lit. 

-  diaeientiaticm      b>WMa 

lis,  193,  311.  738 

7iii 

InQaniDiadirT  and  ma- 

713 

-  ailllory  ab«ce«      .. 

711 

lignant. ,                   SSi.Tl» 

-  bact«rlurla 

I  fSJi^tiul'f .         :: 

-  simulated     bj    lubpbienlc 

73B 

-  Stutaice  ""and       olhn 

71S 

-  "^^n-s  o   f«"ni       ^^^ 

411 

-  BibplittTitc.  general  account 

-  gMUrcUsis  from           711.  78» 

-  UCl  In  stamach  cooUdb    IS3 

713 

-  to  «ta^hai  jiundi^    :: 

III 

-  biiloTT  at  nreiioug  niDIc 

M6 

nl<™ MS 

-  ftom      hTpertrophy       at 

-  -  blading  mnm  due  to    B 

-  -  emboliun            '.'.         '.'. 

HI 

-  -  tool  bTMth  duo  to 

-la    eklMrM,"a  b;.d  oighi 

panltic  resonanM  In  . .     IM 

-  -  gutritis  Irom      . . 

--  ~  I<H  ol  a-elglit  due  to    . . 

-larticacid           ..        ..     »S 

-  Op|d«-Boas  bacilli  In  . .     Ml 

-  -  ptjaliam  due  to.. 

fi90 

-  -  moder»le.  nitli  tonsillitis. 

m,  J»,  711 

-  -  pyrexia  in 

eii?K»'tivo  ol  dipl.tboria 

•  -  ntraetlonofnainBrroni.. 

'  ''Ttii'f  %f^t''^!^    '** 

-  -  septic  anliritk  from     . . 

^"^'"rang^iS-  ^toric 

«98 

-  Blopiation     of     Mflnuch 

PflMlRllH 

—  wiUiout  discoverable  caose 

-  cholangitis  . .                  4M 

-  irraptoms  prodDced  by  '    SIS 

-  t<»T.li.^  in  Tomit  In         ..     IM 

-  clrThoeis   of   the   liver       40, 

SM 

BJ^ta  jF^Jtj^  ^^^^  ^^^ 

III 

-eolii:..         ..           3B3,  (H» 

ess 

-  -  tiHinam   ..                     UB 

-  i-nn  ID  diwDouli  ot    , .     134 

-  frequencj  ot  micturition  In 

138 

-  ;sta  m  .tomacb  In    »M,  JM 

-  hillnMa  ol  vaginal  lornle«  in 

eas 

-  cystitis        ..  31;,  SIS,  sao 

037 

974 
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630 

372 

746 
450 


S3; 


287 
620 
377 
455 

615 

3H0 


Pfrezta,  omtd, 

-  distini?ui'4hinfr         intettinml  ' 

ob«truotioo  and  peritODttti 

133,  134     -  - 

-  —  pontine  ha'nMKrha^e  &nd  —  - 

Ofiiiini  |K>fc«oninu..  ..     138 

-  dtatonia  heiiatKiim  infectioo    361     -  " 

-  tbe    earheAt    «yinpumi    in  — 

some    i-asM    of    typhoid 
fever  and  phthub 

-  In  endooarditift 

-  epidemic  jaundice  . . 

-  eryuipelan  {Ftg.  166,  p.  614) 

6W, 

-  erythema  nodosum 

-  exhaustion     of    obstructed 

labour 

-  fre«|uenily  abiient  in  tuber- 

culous diMsase  of  jointA  . . 

-  in  fmufatinc  endocarditi* 

y.  10,   38,  76,  103. 
314,  368,  370,  5»3.  5»H 

-  from  f;all-ftton«A       278.  280.  363 

-  ypinspTfUH  of  luni;    . . 

-  fifonorrhijta   . . 

-  Konorr)iu;al  arthritiri 

-  gout  . .  382, 

-  gumma   formation    in  con- 

genital xyphilJA  . . 

-  Henoch's  puninra  . . 

-  hepatii'  absoess  324,  369,  406,  651 

-  hopes  sotster  4JI6 

-  Hodgkin's  diseaM  . .         32,  609. 

616,  649,  738 

-  hysterical  - .  618 

-  with  inllamed  axillary  trlands    421 

-  influence  on  pain  in  limbs. .     508 
of    potai»ium    iodide   on 

ffjidiilitic  . .  . .     615 

-  in  inriuenxa       505,  610,  651,  699 

-  iaun«!>ce,     significance      of 

absence  of  . .  . .     362 

-  kala-a&ar  31 

-  leukxrmia     32,  609,  617.  620,  619 

-  malaria  34,  35.  371,  6in,  622,  698 

-  MalU  fever  ..     611 

-  in  mediastinal  (growth  483 

-  menimfitis    ..  ..;      622,  642 

-  If iboy's  diiM*aM  460 

-  MMrttk         ^^ 

aMociation     with     pelvic 

symptoms        . .  618 

diagnosis  of  ..618 

8CX  incidence  of  . .         . .     61S 

-  otitis  meflia  . .  . .     229 

-  in  pelioriirt  riieumatica       . .     599 

-  i>elvi<'  peritonitis  . .     760 

-  in  perinephric  alnicess        . .     892 

-  i>erio<ls  of,  in  leuksrmia    . .     620 

lymphadeuoma   . .  . .     738 

severe  anirmias  . .  620 

-  In  peritonitis  134,  163,  472,  718 

-  pernicious  amemia  33,33,616,  649 

-  pleurisy  . .     118 

-  pneumonia  . .    186,  321,  372,  622 

-  pontine  lia;morrliage  138 

-  due  to  prolonged  convulsions    169 

-  with  prostatic  abscess       . .     207 

-  post-critical,  in  pneumonia, 

sngirestive  of  empyema        622 

-  post-operative,    not   neces- 

Rarily  infective  in  the  flnt 

forty-eight  hours  . .  623 

PYREXIA.  PROLONQEO     ..  609 

in   Addison's  amemia    . .  609 

bacllluria  . .  . .  616 

-  blood  diseases  609 

-  broncho-pneumonia       . .  615 
carcinoma            . .        609,  618 

-  children,  obscure  origin  of 

some  cases  of  . .  609 

-  -  cirrhosis  of  liver  609,  618 

-  -  eKysipelas  (Pig.  166)     ..     614 

'^itj  heart  from  . .      6S 


Pifreria,  jrnthtngrd^  amid. 

—  in  fungating  endocatfditiB 

613.  633 
Hodtrkin's  disease  609,  616 
infectious  diseases  . .     609 

influenza  505,  609, 610, 651 .  699 
leukemia  . .        609,  617 

Bialaria  615 

MalU  fever  506,  609,  611 


I  ! 


miliary  tutterculosis        . .     612 
neurosj)  618 

the    only    symptom    for 

weeks  in  some  cases  . .  613 
in  pemH*iuus  unannia  . .  616 
pyleplilebitts        ..  ..     609 

sarcoma    . .  609,  61 7 

339     -  -  septu-a^ia     343.  609.  614,  650 

syphilis  614 

386 toxic  abMqition  (Hlimen- 

tarT)  in  chUdn>n  618 

I tuberculous  i>eritonitis  . .     618 

' typhuid  fever       . .  . .     697 

typhus  fever        . .  . .     610 

-  in  renal  tubemilosis         . .     135 

-  in  i»rtt*tatic  affections  511 
;  -  fweudo-leuluemia  . .  42 
>  -  witii  iMJStular  syphilides  ..  607 
I  -  pysemia                               372,  649 

■  -  pyelitis  . .  . .  . .     635 

•  -  pylefihleb'tis  . .     649 

.  -  pyonephrosis  . .        396,  624 

■  -  with  pyof>neumothorax  712 
'  -  rela|>sing  fever        . .          33.  373 

-  relatively  low  in  influensal 
bronchopneumonia 

;  -  in  renal  colic 

I tubennilosis 

'  -  riienniatoid  arthritis 

rigors 

Salpiniro-O(>phoritis. . 

scarlet  fever 

septicaemia  . . 

in  se]ttic  arthritis  . . 

severe  aiupmias 


I  _ 


321 
500 
135 
378 
646 
760 
674 
650 
375 
32,  620,  649 


S». 


301, 


I  — 
I 

I  — 


691 
750 
721 


633     - 


433 

620 
642 
646 


with  sinus  thrombosis  558.  650 
in  spinal  meningitis  . .     162 

with  splenic  tumour 
subiieno^teal  abscess 
subphrenic  abscess  501,  730, 
suilden    drop    in    crisis    of 
pneumonia 

in  typhoid,  suggestive  of 

I»erf  oral  ion  .. 
due  to  suppurating  gums  . . 
in  suppurative  meningitis. . 

-  nephritis  . . 
syphilis  371.  614,  61ft,  673 

-  inllueni^     of     potassium 
ioilide  on  . .         . .     615 

testicular  alrik^ess    . .  680 

tonsillitis      . .  620,  623,  672 

In  traumatic  anuria  . .       49 

tremor  from  . .  795 

In  trichinosis  . .        504,  801 

tuberculous  meningitis  174 

-  I>eritonitis  56.  473,  691 
with  typhoid  spine. .  . .  787 
typhus  fever  698 
ulcerative  colitis  . .  93,  737 
urethritis 307 


-  after  urinary  o|>erations    . . 

-  in  von  Jakscli's  disease 

-  yellow  fever  . .        301, 
PYREXIA     WITHOUT     OB- 
VIOUS    CAUSE,    blood 
cultures  in 

affections  of  gums,  esr, 

^  nose,  or  throat 

-  -  -  vagina,    rectum,    or 
urethra 

Calmette's  reaction  in 

-  —  coli  bacilluria 
due    to    deep    caseous 

glands 


49 

42 

373 


630 
630 

620 
631 
631 

623 


Pfrrxia  tnrhottt  ohriom* 

ear  dmes*e 

te<c«s  in  .... 

fuTuratim?  endocarditit 

(r:*U-M0CMM 

li^enito-urinary  tuberrir 

leucocTto»is  m 

o«teoniyelita    .. 

ovanan  at-scras 

pamsite*  in  blood 

plilebitM 

prlephlehitis 

rexial  or  vesical  calrobi 

-  -  -  sores  on  fimrers  or  tort 

"W  idal's  rvactKm  m 

PyTiforTiii>,  nerve  «ipr^  ^  •• 
PjTocaKvhin  in  ceretTUFpical 

fluid 

Pyrocrallic    arid,  haemo^lobs- 

uria  from 
PTTosis  {se«  Heartburn) 
PYURIA  

-  with  allMiminuria  . .  U, 

-  api>en<licitis  313, 
bacillurLa               83.  576.  «I5 
due  to  btlliarzia  hjematoba 
casts     in.     in     pyeht^  joA 

pyelun#*|»hrit» 

-  in   catarrii   of  urinary  pat- 

sages 

-  cmthet(T  in  «li:ACnosini;  renal 

from  vestf^al  i-auAr*  of  .. 

-  char.tcters  o<  ile^Hwt  la 

-  contamination    with  a   ktt- 

corrtio-al  discharge    .. 

pus    fruQi    t>obind  a  pLi- 

mosis 

-  in  cy>titis         221.  312.  512. 

623.  627.  62«.  63t 

-  cystoscopic    appes^ruKtw  -n 

dia^iusw     of    (Pi^u     T, 
fiff.  Ji,  p.  308  ►     .. 

-  dia^uo(>bi  from  phosphatoris 

574 
from  urut<>s  in  orinr 

-  epitlielial  celks  in  unne  in  . . 

-  examination     of    urine    for 

tuh«Tcle  batMlli  in 

-  from  extension  of  alcermtioa 
of  intestine  to  bladder  62< 

dne  to  iliac  abocttss. . 

-  intermittent,  in  pyoo^hroM 

396 

-  lavage  of  bladder  in  dirtis- 

guifihinir  reruil  and  resiod 

-  liquor  potassac  tmt  for 

-  microHcopic     characters    of 

pus  cclb  in 

-  osonic  ether  test  for 

-  in  paj>illoma  of  bladder     . . 

-  due  to  pel v  it*  abscess 

-  persistont  in  gonorriura    . . 

-  due  to  prostatic  absc 
psoas  aluncecH 

-  In  pyelitis    . . 

-  pyelonefthritis 

-  pyonephrosis 

-  pyosalpinx   .. 

-  In  renal  abscnw 

-  -  calculus      16.  46,  906,  312 
enlargement 

-  -  tubenMilosis  IC,  136,  310. 

394,  636 
tumour  . .  16, 

-  due  to  rupture  into  bladder 

of  an  extni'Urinary  absms 

631, 

-  simple  ulcer  of  bladder 

-  simulated  by  urates 

-  sudden    censatioa     in    pyo- 

nephroe^  . . 

-  from  sufipurative  nephritit 

-  ureteral  calcuhis  514, 

-  urethral  stricture    .. 


500.  623 
3H 

.396.  s«a 


PYURIA— RECTUM 
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f^fvria,  eon 


t  Kiroph]'  Irdm  SM 


dyvpliBqia  In 
]u7  lynipiha^  g\ 


■Ughtnfflt  of  fever  in 


■nil  f  1^.  BS-0)  S9S,  SI 


in  ante  polkinijellli*  Ti 
'  ADijotroplikr  Ut^nl  sclv 


-  -  t»rtl«l 6U 

'  "  In  p«ripber«L  n«urltli  M, 

B9,  79,  4U,EHK,  W>,  M> 

alrophj  TS 

lu  pivklrals    . .        131.  MO 

R«AdLDK.  diflkully  in,  dofl  tO 
pc6t-<liplitii«ntic  oculftr 
p«wi> StO 

-pitlnbcliiiidc7e<ntaDilfledb7  4W 

-  nUtioE]  of  word  bLiihlnee< 

R«epUculuin    rhjil,    iwdtaa 
ruplHi-p  of,  ohyhiriB  from      IM 

-  polypia H» 

nont".k'P^'''n  p^iU  . .     SU 

-  toriHinim.  mBoci«tion  wtlh 

-  tmuble  in  i:prrbclU>r''cuinour    »U 

-  -  Joromolor  aUiT  ! '.    let 

(m  Divaricatloii  or  the 

ranging  risible  poriU^UU  STO 

mCTUM.   >BHORM«LITIES 

FELT  PER  ..     m 

-  ab9c«uD((w«  Absneee,  IIkUI) 

-  -  Mmim  ff  It  per  . .         . .     «M 

-  ballooned,  n-iih  obstruction     ibS 


in(F^.'»»"p.Jef)    478,  TM 


-  MamlMll*!!  il,  in   abaci 


I.  Bte,  <so,  «3s 


RECTUM— REFLEXES.  LOST 


-  -  dytmituintia  U  TiiBin* 

^-tuiiarfl    iwlvlc    UmHi  - —    -. ,    .  -     - 

Elaoiln  . .  Cilf.  <!M  —  CMHimi  lutaMUul  oUuuc- 
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r  I'aln.  Hactal)..  [ 


-  ulaiK-umii 

anas  t.t  ( /-v..  Ut-m 


-  intuiHiiKH'liuiillS.ltlJ.IM.lUG  -  pwDptilmu.  c(r..  o<  111 irilis 

-  krliHwUl  uImvo        . .    eiK  -  |>olyi>i  ot  (•«  l-atyj^i,  lUrUI)  -  -  nB.-ul  ii.aaini 

-  -  rana  ■■    OA  -  |iTBHiu«  un»  bcKnii^HJowD  -  -  neck  nu-i  ai 

-  si  linuT  Mid  ol  UTfM'f  . .    »07  jialu  (rom  . .    «"J  '  g.n'iwui 

-      -  —  .  cuHilw  dj'KliBU*  ..     ISU  I  -  -  H.oulJpr  In  J 
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'.  ~  iTjiwiit!.*  nlw^iw  *      lUMuiXlMinB,  ImL  ripUltj 


iRioun  «(,  h 

L  ., 


-  —  nrrinunu  »■::, uin     -  •neniua,  luimjraa  oi  ..  ?ii     —  to   pnrair«w  fmm  uii* 
anluilKninil  -tSA.  <11.  038    -  iBlcrior,  panlywii  ut  . .  201  ;             an.l  mmm-ilulterr  to 

-  —  tul>fn'ulu«ti  JOT,  trs  '  -  inlirTiiB,|u>Tmh>tiDl  ..  il>\                vioiis 

-  -  pTwaliiiiK  . .         ■  ■    038  '  -  Hprrkir.  punljil*  o(  ■ '  2U1  i  -  -  tpostii-  |iarul;via  ol  one  M 


>  nl  protato  . .     t.M     -  Dui'leiiK,    intention   trcoior  '  -  ddiqillvc.     In     [iviqilaFiii 
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u*lii Mil nUuT  Ihnu  ulu«i«    .  ■  no    -  -  rriKrewirD           mttwulw 

orelfr    . .          M3.  Kt.  o:»     REDUPUCATIOM  OF  HEAIIT  j              tirapliy 
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-  in  (iranuUf  Wdiwr    ■■    Wtl  |  -  H .,_. 
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Rub,  pleuropericardial^  eotUd. 

diagnoeis  from  pericarditiB  481 

pain  in  chest  with  . .     481 

sjnchronotu     with     the 

heart's  moTements     . .     481 

-  over  spleen,  in  perisplenitis      499 

splenic  infarct     . .         . .     699 

Rubella  (see  German  Measles) 
Bubro-spinal  tract,  intention 

tremor  from  lesion  of    . .     800 
Rumination    (see    Merycism) 
Running,  enlarged  heart  from    244 
Rupia  in  syphilis       . .         653, 664 
Rupturt  of  heart,  Bjphilitic. .     341 

-  muscle  (see   Muscle,  Spon- 

taneous Rupture  of) 

-  segment  of  aortic  valve    . .     S88 

-  urethra         . .         . .         . .     308 

-  uterus  in  obstructed  labour    229 

-  valve     segment,     diastolic 

bruit  in 106 

-  (and  see  Hernia) 

Elustj  sputum  (see  Sputum) 

Blje,  mouldy,  ergotism  from      287 

3AB0URAUD,      re       ring- 

wm-m  parasites  . .     273 

•  re  tinea  imbricata  . .     276 

Saccharoroyces     in     bladder 

with  pneumaturia         . .     576 
•cral  plexus  lesions,  talipes  in    131 
->  muscles  innervated  by  542,  543 
region,  pain  in  (see  Pam  in 
the  Sacral  Region) 

-  prurigo  ferox  of..         ..     531 
acralgia  (see  Backache) 
Uro-iliac  Joint,  abscess  from    730 

-  disease,  chronic  inguinal 

abscess  from  . .         . .  739 

sacralgia  in     . .         . .  510 

simulating  sciatica     . .  74 

-  pain  and  tenderness  over, 

in  iliac  abscess  . .     739 

-  tuberculous  disease  of  . .  386 
ICrum,  abscess  of  . .  638 
bedsore  over  . .  . .  285 
new  growth  of  635.  638,  761 
pain  in  (see  Pain  in  Sacral 

Region) 
.franin    reaction,    negative 

with  alkaptonuria  ..  822 

test  for  chyluria     . .         . .  126 

-  glycosuria  . .         . .  29 1 

go  spleen 696 

bli's    capsules    in    testing 

pancreatic  defects          . .  216 
.  Gothard  tunnel,  an]^los- 

tomiasis  in  w^orkers  in  . .  570 
Vitus's  dance  (see  Chorea) 
licin,  ferric  chloride  reaction 

in  urine  from      . .         . .  196 

icylatM,  aneemia  from        37,  38 

irtificial,  delirium  due  to. .  196 

>Iack  urine  from     . .        820,  823 

>radycardia  from  . .         . .  98 

)rown  urine  from  . .         . .  820 

lelirium  due  to      . .         . .  194 

n  diagnosis  of  acute  rheu- 
matism    . .         . .         . .  375 

erric   chloride  reaction    in 

urine  from           . .         . .  196 

ronococcal     arthritis      not 

benefited  by        . .         . .  377 

leadache  from        . .         . .  328 

light  influence  in  peliosis 

rheumatica          . .         . .  600 

innitus  from          . .         . .  794 

cylic  acid,  purpura  from  596 
va,  not  coloured  in  jaundice  361 
ribbling  of,  in  bulbar  par- 
alysis                   . .         . .  641 

in  nuclear  facLil  paralyiis  536 
vary    calculus,     ptyaliam 

due  to 591 


Salivary  glands,   enlarged  in 

chloroma  . .  . .    599 

lymphatic  leukemia  . .      31 

piumps. .         . .         . .     674 

-  secretion  decreased  in  peri- 

pheral facial  paralysta  . .     537 
Salivation  (see  Ptyalism) 
Sallow  complexion  (see  Com- 
plexion)   . . 
Salol,  black  or  brown  urine  from  820 

-  carboluria  from  . .     822 

-  ferric  chloride  reaction  in 

urine  from  ..         ..     196 

-  reducing  body  in  urine  due  to  290 

talplnoKlt,   frequent  micturi- 
tion hi 438 

-  haematuria  in         . .        305,  313 

-  pain  in  abdomen  in  . .     500 

-  simulating  appendicitis    . .     729 

-  vaginal      examination      in 

diagnosis  of  500 

Salpinoo-ooptaMltit      caushig 

amenorrhoea  . .       24 

-  chronic,  diagnosis  from  un- 

ruptured ectopic  gestation    760 

-  diagnosis   of   new   growths 

of  pelvis  from  . .     761 

-  dysmenorrhoea  from        219,  220 

-  dyspareunia  from  . .         . .     221 

-  fixity  of  pelvic  swelling  in       760 

-  history  of  an  acute  iunefls 

preceding. .  . .     760 

-  menorrhagia  with  . .        429,  760 

-  occasional  retort  shap«  of 

pelvic  swelling  due  to  . .  760 

-  pelvic  abscess  due  to         . .  760 

-  -  pain  in     . .         . .         506,  760 
swelling  due  to    . .        757,  760 

-  peritoneal  irritation  in      ..  760 

-  pyrexia  in 760 

-  signs  of        220 

-  sterility  due  to       . .         . .  760 

-  with  suppuration,  diagnosis  of  760 

sweathig  in         . .         . .  760 

wasting  in  . .         . .  760 

-  uterine  congestion  hi       . .  429 

discharge  with     . .         . .  760 

Salpingo-pharyngeus,     spasm 

of,  clickmg  noises  in  the 

ear  due  to  . .         . .     793 

Salvarsan  in  the  diagnosis  of 

syphilis 814 

Sambucus,  polyuria  after     .' .     582 

SAND,    INTESTINAL    (Plate 

/a)  . .  . .  . .     652 

wiUi  carcinoma  of  colon    653 

characters  of      . .         . .     652 

in  mucous  colitis  . .     652 

simulated  after  eating  pears  653 

Santonin,  abnormal  colour  of 

urine  from  . .         819,  S20 

-  infantile  convulsions  from       170 

-  xanthopsia  from     . .         . .     840 
Sapliona  varix,  disappearance 

on  lying  down     . .        732,  733 

femoral  swelling  due  to. .     733 

general  account  of         . .     733 

impulse   on   coughing  in 

732,  733,  739 
reducibility  of    . .         732,  739 

-  -  return  after  reduction  . .     739 

-  simulated  by  psoas  abscess  733 

femoral  hernia  733,  739 

Saponified   and    unsaponified 

fat^  in  pancreatic  disease  116 
Saprsemia,  rigors  in  . .  . .  647 
Sarcina  vontrleuii  with  gas- 

trectasis  . .  ..  713,  845 
in  gastric  carcinoma    691,  846 

-  -  illustrated  (Fig.  92)       . .     267 
in   stomach   contents   in 

benign  pyloric  stenosis 

134,  ^53,  355 


SareoM,      multiple      benign, 

character  of  nodules  in. .  451 

diagnosis  of  lupus  and 

sarcoma  from         . .  451 

enlarged  lymph  gland  in  451 

histological  diagnosis  452 

scarring  in      . .         . .  452 

sites  of  eruption  in    . .  451 

Sarcoma,  anemia  in            37,  459 

-  cachexia  from        . .        459,  461 

-  character  of  papule  in  infil- 

trations of                     . .  528 

-  cystic  degeneration  of      ..  757 

-  diagnosis  of  multiple  benign 

sarcoid  from       . .         . .  452 

-  enlarged  liver  from . .         . .  55 

-  injury  causing       . .        756,  803 

-  kyphosis  from        . .         . .  182 

-  leucocytoeis  in                  . .  400 

-  metrorrhagia  from . .        433,  434 

-  myeloid,  of  tibia    . .         . .  756 

-  oedema  of  legs  in    . .       459,  461 

-  pain  in  the  leg  from         . .  486 

-  purpura  with                     . .  596 

-  pulsatile  swellhig  due  to   . .  763 

-  pyrexia  hi  . .                   609,  617 

-  simulated    by    chondroma 

(Fig.  195)                        . .  754 

-  starting  as  fibrous  epulis  . .  748 

in  a  mole             . .         . .  803 

an  ulcer 803 

-  -  a  wart 803 

-  causing  swelling  in  femoral 

region                   ..       733,  734 

-  temperature  curve  in  (Fig. 

169)          617 

-  wasting  with          . .         . .  69 

-  Of  antrum  of  Hlghmoro    . .  749 
-bono 755 

-  cyst  formation  in          . .  757 

diagnosis  from  callus    . .  757 

central  necrosis          . .  761 

gumma..                    ..  75S 

periostitis        . .         . .  781 

-  -  eosinophilia  in    . .         . .  248 

-  onilottoal,  absence  of  large 

lymph  glands  in         . .  766 

of  metastases  in     . .  766 

crackling  on  pressure  in  756 

diagnosis  from  callus. .  767 

chronic  abscess      . .  756 

osteomyelitis       . .  757 

periosteal  sarcoma..  757 

from  rheumatism  . .  766 

enlargement  of  bone  due 

to      . .         . .         . •  763 

" pain  an  early  symptom  756 

sites  of  election  of  (Figs. 

197,  198,  199)         . .  756 

slow  growth  of           . .  756 

yielding  of  swelling  to 

pressure  in  . .         . .  756 

expansion  of  bone  by    . .  761 

fracture  from                 . .  269 

operation  in  diagnosis  of  751 

from  osteitis  deformans . .  763 

poriotteal,  absence  of  in- 
flammatory changes  in  756 

pain  in         . .         . .  75.') 

age  incidence  of        . .  756 

commoner      situations 

(Fig.  196)     . .          . .  755 
diagnosis  from  central 

necrosis        . .         . .  703 

chronic    absceas    of 

bone         . .         . .  763 

periostitis           756,  763 

endosteal  sarcoma  . .  757 

syphilitic  periostitis  756 

cnlai^ement    of    veins 

over              . .         . .  756 

history  of  Injury  in  . .  756 

hopeless  outlook  in    . .  756 

loss  of  weight  in        . .  756 
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5.4  RCOMA  —SCA  RLA  TINA 


Sarcom  '     ;  bon^,  periosUnl,  amid, 

lymph  glands  enlarged     756 

metastases  earlj  in    . .     756 

microscope  in  diagnosing  766 

operation  in  diagnosis  of  763 

rapid  growth  of  . .     755 

tlie    softer,    the    more 

malignant    . .         . .     755 

popliteal  swelling  due  to  761,763 

secondary  in  lung         . .     322 

x-rays  in  diagnosis  of  (Figi. 

196,  198,  199)  ..     751 

-  krtMt  . .    74 

bloody     discharge     ft^'Ti 

nipple  in  ..  ,  "'i*      202 

-  bundto  of  His       ..  '  '    .      98 

-  caieum        729 

-  eauda     aquina,     muscular 

atrophy  in  . .         . .       74 

-  tyt 279,  419 

-  irtin  glands  . .    739 

-  Jaw,  character  and  diagnosis 

of 748,756 

ar-rays  in  diacmosis  o.     . .     748 

-  kldnay  . .    395 
Cheyne-Stokes  respiratiop 

in  ..         ..         ;.      i24 

early  metastases  in       .\'  '895 

extreme  malignancy  of..     395 

hsematuria  in      . .         304,  307 

intermittent  hscmaturia  in    395 

renal  enlargement  in      . .     395 

symptoms  of       . .         . .     307 

-  larynx,  hiemoptysis  in     318,  325 

-  livar 55,  413 

-  -  ascites  in . .         . .  55,  60 

-  -  secondary  to  eye  . .     279 
Simula..  ^      large     gall- 
bladder           ..         ..278 

-  lung,  hfpmoptysis  frou.      . .     317 
secondary  . .    "     . .     322 

-  madiastinum,    fatal    hiema- 

temesis  from       . .         . .     296 
•7  -  simulating  phthisis        . .     296 

-  malanotic    . .  423,  739 

of  femoral  lymphatic  gland  734 

melanuria  due  to  423,  821,  822 

primary   growth   from    a 

mole 423 

-  smaT/"""'    ^j"y  growth  on 

toi\  ..         ..     423 

-  mytioia,  ng  gums  in  86,  88 

-  of  bone     . .         . .         . .  756 

jaw  749 

■  "-yalism  due  to         . .  591 

radius  (Fig.  197). .         . .  765 

-  Of  noso         T-.   201 

-  palato  640 

-  pOlvIS                                           .'    761 
absence  of  expansile  pulsa- 
tion in '»41 

bruit  in 741 

-  -  fixity  of 737 

inguinal  swelling  due  to  741 

simulating  sciatica         . .  74 

swelling    in    right    iliac 

fossa  due  to     ..         ..  737 

talipes  from         . .         . .  132 

unaltered  by  compressing 

common  iliac  artery  . .  741 
x-rays  in  diagnosis  of    737,  741 

-  ploura.  bloody  effasion  in  . .  118 

-  prostato       638 

-  ribs 776 

-  skin 802 

characters  of       . .  . .     803 

-  Stomach      6»o 

felt  in  epigastrium         . .     723 

very  large  tumor.r  in    . .     690 

-  SUpraronal,    secondary    de- 

posits in  cranial  bones  from  782 

-  of  tOStiS  520,  766 

-  age  incidence  of . .         520,  766 

-  diagnosis  from  orohitis..     520 


Sarcoma  of  tfMiis,  oontd. 

dissemination  via  tlie  veins  766 

shorter    course    than    in 

carcinoma  . .     766 

-  Ubia  {Fig.  196)        754,  756,  763 

-  tonsils,  not  common  . .     672 

sore  ttuxMt  from  . .     670 

unilateral  . .         . .     672 

-  Utirus,   arising   from  fibro- 

myoma     . .  434 

early  age  of  some  iv**''"»^ta  430 

histology  in  diagn'  -434 

pelvic  swelling  due'*  757 

rapid  enlargement  of^  134 

simulated  by  fibromyoma'*'  434 

-  vvhra  768 

-  vortobra 786 

-  x-rays  in  diagnosis  (Figt.  195, 

196,  1&7,  198,  199,  p.  754) 
737,  741,  748,  754,  756,  767,  763 
Sarcomatoeto,  purpura  in     . .     596 
Sartorius,  no-ve  supply  of    . .     642 

-  spinal  nerve-root  supplying    643 
Satin-wood  workers,  bulbe  fai      110 

latumino  onoophalopatliy    77, 

82.  137,  139,  173 
Babinski's  sign  in  . .      82 

-  -  coma  in   . .         . .        137,  139 

-  dementia  and  mania  in..     139 

difficulties  in  diagnosis  of    139 

epileptiform    convulsions 

in  . .  139 

ScaUos,  bulUe  in        . .        664,  832 

-  burrows  in  . .  608,  83" 

-  diagnosis  of  prurigo  from        5' 

from  ecsema       . .         . .     81.. 

small-pox  . .     608 

-  eosinophilia  in  . .     249 

-  extent  of  lesions  in  . .     4^7 

-  face  rarely  alTected  by      . .     S-2 

-  ftngeraaflectedin266,688,609,832 

-  heterogeneity   of  lesions  in    608 

-  itching  in 654 

-  papules  in    . .         . .  831 

-  parts  affected  by   . .       609,  832 

-  pruritus  in  . .         . .  . .     f  8 

-  pustules  in  . .  601,  664,  831,  832 

-  vesicles  hi  608,  664,  829,  831,  832 
SCABS 653 

-  in  anthrax 746 

-  ecxemia  . .         . .         . .     653 

-  erythema     . .         . .         . .     832 

multiforme  . .         . .     663 

-  impetigo      ..  602,  663,  654 

-  leprosy         654 

-  lupus  eryt'     -^atoens         . .     656 
vulgaris  "     .         . .     655 

-  seborrhcea    .  . .         . .     653 

-  small-pox  605,  655 

-  sycosis  vulgaris       . .         . .     654 

-  syphilis        653 

-  yaws  . .  . .         . .     655 

Scalding  pain  on  micturition 

Csoo  Micturition,  Scaldtaig) 

Scalds,  albui.  inuria  fro*n     . .  16 

-  bullae  from  ..          ..         ..  110 

Scalp,  affected  by  favus  270 
seb  rrturic  ecaema         . .  633 

-  cirs3id  aneurysm  of           . .  764 

-  hyperaBStiiedic    spots    over, 

in  traumatic  neurasthenia     667 

-  multiple  benign  sarcoid  of      451 

-  nerve  supply  of  (Fig.  200)      781 

-  aB<iema  of,  in  acute  nephritis    468 
from  thrombosis  of  superior 

longitudinal  sinus      . .  651 

-  pain  in  (see  Pain  in  Scalp) 

-  psoriaMis  of  . .         . .         . .  657 

-  pustular  syphilides  of        ..  60 1 

^umatic  nodules  of       462,  804 
ingworm  of  (see  Ringworm 
of  Scalp) 

-  sebaceous  cyst  of  . .         . .     804 

-  seborrhoea  of  666,  667 


S<alp,  contd. 

-  segmental    areas    of   (Figs. 

202,  203) 

-  septic  infection  of,  preauri- 

cular gland  enlarged  In.. 

-  tender  (see    Tendernees   of 

Scalp) 

-  varicella  affecting  . . 
SCALY  ERUPTIONS  . . 

due  to  beUad<mna 

carbolic  acid 

ecaema  665,  656,  657, 

marginatum 

seborrfaoeicam  . 

erythema . . 

scarlatinifonne 

German  measles.. 

iclithyoAts 

-  —  iodine        . .       ■   . . 
keratosis  pilaris  . . 

-  lichen  scrofuloaomm 
lupus  erythematosus  268, 

656,  657, 

-  measles     . . 

mycosis  funi^oides 

in  pemphigus  foliaceos  . . 

pi^rriasis  rosea 


655, 


253,  655, 
530.  655. 

274,  655, 


447,  655.  656. 
446.532, 


*-. 


rubra 

pilaris 

prtu-igo 

peorias 

quinine 

scarlatina  . 

-  8««borrhaea 

,  philts     . 

-  tinea  ctrcinata 
imbricata 

tonsurans  . .        274, 

versicokMr  276,  426. 

transition  of  papules  into 

in   urticaria 

-  xerodermia 

Scanning  speech  in  dkjeia- 
inated  sclcrotsis    . . 

Scapula,  deformed,  in  paralysis 
of  serratos  ma§rnos 

-  pain     under     right,     from 

gnll-stones 

Scarlatina,  acute  dilf»  ^  < 
heart  in    . . 

-  albuminuria  in     1«, 

-  albumosuria  in 

-  angina  m-iligna  in  . . 

-  aortic  f^'^eaae  after 

-  artJuritii  after 

-  bald  tongue  in 

-  cancnim  oris  in 

-  cervical    adenitis, 

and    sore    throat  - 
times      the      only 
ptomR  of . . 
glands  enlariged  in 

-  delirium  in. . 
-desquamation  in     , , 
not  proof  of 

-  diasr    Us  from  dengue 

-  t  ythema  ecarlatini- 

i»ie     . . 

German  mcaales. . 

small-pox. .  . ,      - 

-  diazo-reaction   In    , . 

-  empyema  aft«r 

-  endocarditis  complicating  23< 

-  eosinophilia  after   . . 

-  epididymo-orcliitis  in 

-  epists         n 

-  gang.:-        n.. 

-  lupmoglobinuria  in . . 

-  heart  disease  from . , 

-  hyperpyrexia  in 

-  infantile   convulcions 

-  infantiliam  from     . . 

-  leucocytosis  in 

-  menorrhagia  in 


syin- 

420, 
194 


517, 

251. 


237, 
SOI. 
from 
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iairUUma,  contd. 

•  naasea     and    Tomiting    at 

onset  of   . .          . .         . .  843 

•  nephritis  in..          ..        671,  674 

•  nerve  deafness  after          . .  100 
-  otitis  media  in        . .          . .  674 

•  pain  in  limbs  at  onset  of  . .  Mb 
purpura  in                301,  596,  597 

•  pyrex  i  in  . .          . .          . .  674 

•  rigors  with  . .          . .        647,  650 

•  shnulated    bj    acute  rheu- 

matism    . .         . .         . .  671 

-  small-pox . .          . .          . .  605 

-  urticaria  . .          . .          . .  850 

sore  tliroat  in          . .        670,  674 

spinal  arthritis  in  . .         . .  708 

spleen  enlarged  in            692,  698 

stiff  neck  in            . .         . .  708 

strawberry  tongue  in  . .  607 
submaxillary  1.  mph  glands 

enlarged  m  '       ..         ..  419 

testicular  abscess  in           . .  680 

transverse  myelitis  due  to. .  565 

maligna,  hsematemesis  in  294,  301 

-  ho^maturia  in      . .          . .  301 

-  headache  in         . .          . .  301 

-  rapid,  weak  pube  in      . .  301 
carlatinal  arthritis    . .         . .  376 

rheumatism             . .         . .  376 
Btrt,  afUr  burns                  ..709 

contractures  from  . .         . .  168 

from  favus  . .  27f^,  272 
healed  gum»»"               ^f*9'- 

156,  15*.,              ..          ..  589 

after  herpes  zoster            . .  479 
in  leprosy    . .          . .        45*. 
lupus   erythematosus     268.' 

272,  656,  658 

-  vulgaris 448 

on  lips  in  congenital  syphilis 

(Fig.  79) 259 

in   multiple   bonign  sarcoid  452 

neck,  from  scr  fulodermia  449 

pigmented,  in  syphilis      237,  604 

after  small-pox       . .          . .  655 

syphilis         . .           60 i,  769,  811 

-  of  palate 237 

talipes  from 132 

varioloid ,    after    the   small 

pa*-     vr   ntule  of  scrofulo- 

. .          . .  603 

,  8ypuilitic    . .          . .  769 

x-ray,  epitlielioma  starting  in  803 
^istosomiasls    (see    Bilhar- 

sia  Hflematobia) 
■iidnlein'H  disease  (see  1   liosis 

Hheumatica) 
'*•  *"-         'heim   treatment 

.rdial  degeneration  526 

•«...-  ....•e,  growth  of       ..  132 

-  injury  to,  talipes  from  . .  131 

-  muscles  supplied  by       . .  542 

-  paralysis,     causes     and 

signs  of            . .          . .  542 

-  skin  distribution  of      542,  659 

-  spinal  roots  derived  from  542 
latlca,  ankle-jerk  absen^  n  487 
anterior    crural     ne 

with          488 

*•      ''^ ions  simulating        ..  487 

jsit  from  osteo-arthritl^  384 

-  iiip-joint  disease..          ..  487 

-  lumbo-aacral  spine  disease  487 

-  new  growth  in  pelvis     . .  487 

-  retroversion  of  uterus  . .  487 

-  spinal  cord  lesions  . .  488 
meningitis        .            . .  487 

-  tumour  of  spinal  -i-  . .  487 
enquiry    as    to    sphincters 

before  diagnosing  . .  488 
examination    of    urine    for 

sugar  before  diagnosii^  488 
generalized    slight    wasting 

of  whole  limb  in  . .         . .  487 


Sciatica,  contd. 

-  knee-jerk  not  affectea  in  . .     487 

-  lumbago  associated  with   . .     487 

-  muscular  atrophy  in  74,  487 

-  need  for  caution  in  diagnosing  488 

-  a   neuralgia   of   the  sciatic 

nerve  in  some  cases     . .     487 

-  a    neuritis    of    the    sciatic 

nerve  in  other  cases      . .     487 

-  numbness  and  slight  anes- 

thesia of  foot  in  ..         . .     187 

-  pain  in  ♦J^*  leg  in  . .         . .     487 

-  i'  by  movements 

i-etch  the  nerve      487 

-  p'  eflex  flexor  in       . .     487 

-  reci^i  or  vaginal  examina- 

tion in  all  cases  of         . .     487 

-  limulattd  by  carcinoma  of 

ovary        . .  . .         . .       74 

rectum..  74 

uterus 74 

flbromyoma    of    uterus  74 

ovarian  cyst        . .  . .       74 

pelvic  gummata..  ..       74 

inflammation  . .  74,  487 

sarcoma  . .         . .       74 

sacro-iliac  joint  disease  74 

spondylitis  deformans  . .     787 

tumour  of  cauda  equina  74,  487 

-  symptoms  and  test  of       . .       74 

-  tenderness      over      gluteal 

region,  over  sciatic  notch 
and  down  nerve  in        . .     487 

of  sciatic  nerve  in  . .     384 

I  unilateral  character  of      . .     488 
.  n^-rays   to   exclude   organic 
'-    disease  in  . .     488 

Scissor  gait  154,  164 

in  Little's  disease  . .     154 

S^leritis,  causes  of      . .  . .     256 

-/conjunctivitis  distinguished 

from  256 

Selarodirmia,  anidrosis  with . .     714 

-  atrophy  of  the  skin  in       . .     781 

-  diagtiosts  from  leuooderpiia     575 

-  ectropion  and  epiphora  from  250 
-vgradual  onset  of  . .  . .  652 
-pigmentation  of  the  skin  in    424 

-  relation  to  pseudopelade  of 

Brocq        782 

-  risus  sardonicus   simulated 

by  652 

-  tenderness  of  scalp  in      780,  781 

-  ulceration  of  fingers  from  266 
Sdaroslt,  amyotrophic  lateral 

(see  Amyotrophic  Lateral 
Sclerosis) 

-  combined,     ***  i     (see 

Paraple^..  ^ic) 

lateral  and  posterior  (see 

I'araplegia,  Ataxic) 

-  disseminated  (see  Dissemi- 

nated   Sclerosis) 

-  insular  (see   Sclerosis,    dis- 

seminated) 

-  of  ovari^  (and  see,.  Ovary)     508 

-  primary  lateral  (see  Lateral 

Sclerosis,  Primary) 

-  subacute  combined  (see  Paira- 

plegia,  Ataxic) 

Sclerotics  pigmented  in  ochro- 
nosis        . .         . .         . .     575 

ScoHotit    from    asymmetrical 

chest         180 

-  backache  from         . .  . .     475 

-  causes  of       . .         . .  . .     180 

-  from  cervical  caries  . .     708 

-  dwarfism  from         . .  . .     214 

-  with  fibroid  lung  . .        193,  246 

-  in  Friedreich's  ataxy       164,  559 

-  heart  impulse  displaced  In  .  .  ?30 

-  with  kyphosis         . .        181,      <3 

-  from  muscular  weakness  180,  •i4 
-osteomalacia  ..  ..     214 


Scoliosis,  contd, 

-  d  ie  to  rickets         . .  814 

-  fntan  Sprengel's  shonldeu  180 

-  in  s^ingomyelia      128,  888,  554 

-  torticollis 708 

8c<^arius,  polyuria  after     . .     683 
Scorbutus  (see  Scurvy) 
Scotama,  central,  from  alcohol    836 
from  atoxyl         . .         . .     836 

-  in   disseminated  sclerosis 

565,  8S7 

-  hereditary  optic  atrophy    837 

hippus  with         . .         . .     696 

-ny  from  lead  . .         . .     8S6 

-  -  migmine  . .        837,  838 

-  per'      ral  . .     887 
fro*  '  •{!  inine       . .         . .     836 

-  retrbbulbar  neuritis     887,  838 

-  -  tobacco    . .         . .        836,  8S7 

-  general  account  of  . .         . .     887 

-  negative  or  positive  . .     837 

-  paracentral  838 

-  use  of  perimeter  in  mapping    838 

-  from  retinal  tuemorrhage  . .     887 

-  ring  f c  -i» 838 

in  Migraine  . .     837 

Scrr'^ching,  pmritos  associated 

'^h  . .         . .     588 

Scree     og  in  hysteria  . .     160 

-  doe  CO  indigestion  in  children  180 

-  in  intussusception  . .         . .       9S 

-  rk^ety  children      . .         . .     170 
8crtfula«  age  hicidence  of      . .     808 

-  ulceration  of  the  skin  from    808 
SBrafulodarmiat  age  incidence    608 

-  ousting  slow  in     . .         . .     603 

-  diagnosis  from  lupus        449,  608 
syphilitic  ulcer  449,  603 

-  enlarged  cervical  gla*'^^  with  449 

-  granular  scrofulous  niC(»s  in    603 

-  large  flat^^ustules  in  . .     603 

-  lichen  snrofuloaorum  with       5S9 

-  nodules  of 449 

-  presence  of  other  tubercu- 

lous signs  in        . .         . .     604 

-  scars  in  neck  in  . .     44*) 

-  small  papulo-pustules  in  . .     603 

-  undermined  edge  of  ulcer  in    604 

-  varioloid  scars  after  . .     603 
Scrotal  hernia  (see  Hernia) 

-  sores  (.see  Sores,  Scro*'»^) 

-  swelling  (see  Sw  Trotah 
Scrotum,  abscess  o            jscess. 

Scrotal) 

-  adhesion  to  tuberculous  testis  766 

-  chancre  on  . .  . .  .     681 

-  condylomiita  on      . .         . .     681 

-  epithelioma  of  (see  CTarcinoma 

Scrotum) 

-  fit  .sarcoma  of      ..  ..     766 

-  fistula  in  tuberculous  (and 

see  Fistula,  Scrotal)       . .     518 

-  injury   to,  hydrocele  from      522 

-  Jacquet'fl  erythema  of       . .     446 

-  mucous  tubercles  on  . .     681 

-  myxoma  of  . .  . .     805 

-  oedema  of,  in  acute  nephritis    458 
gonorrhceal  epididymitis      766 

-  papilloma  of  . .  679 
diagnosis  from  hernia  testis  681 

-  pruritus  of  . .         . .         . .     588 

-  scabies  of     . .  . .  . .     447 

-  aabacaout  cytt  of    . .        . .    766 

microscope  in  diagnosing  681 

simulating  epitlielioma     681 

suppurating     . .         . .     681 

-  smooth  oval  swelling  in  one 

side  of,  in  hydrocele      . .     622 

-  suppurating  cysts  of  . .     679 

-  tuberculous  sinus  in         766,  767 

-  ulcer  of  ("see  Ulceration  of 

Scrotum) 

-  wart      of,     pre-cancerons 

changes  in  . .  . .     679 
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Scurvy  In  adults,  rarity  of     . .     599 

-  albumosuria  in        . .         . .       80 

•  anflemia  in  . .         . .  44,  85,  302 

-  bleeding  from  gums  in     85,  295 

•  bromidrosts  witix    . .         . .     714 
"  ball»  in        112 

-  outaneouH       hemorrhages 

round  hair  sacs  ''  *  . .     802 

-  debility  in 802 

-  diagnosis  from  purpura  h»-  ■ 

morrhagia  . .         . .     802  ' 

-  epistaxis  hi 251  | 


294, 
305, 


W» 


hflematemesis  in 
->  hematuria  in 

-  hsemoptysis  in 

-  hemorrhage  in 
''•  iRlMtHt,  anemia  in 

' bleeding  gums  in 

bone  tenderness  in 

cachexia  in  . . 

-  diet  in  etiology  of 

-  night  sweats  in   . . 

pMty  pallor  in    . . 

profuse  perspiration  in  . . 

purpura  in  . .        596, 

-  -  spongr  gums  in. . 

-  knotty  luemorrhagic  swell- 

ings in  calf  muscles  in    . . 

-  menorrhagia  in  428, 
metrorrhagia  due  to       488, 

I «  nyctalopia  from 
">' photophobia  in 

-  ptyalism  due  to 

-  purpura  in  . . 

-  relation  to  diet 

-  q)ongy  gums  in 

-  i^matitiH  in 

-  subcutaneous  indurations  in 

-  subperiosteal    hemorrtuiges 

in 

-  symptoms  of  . . 

-  tmidemess  of  long  bones  in 

85, 
Scarv-T-rickets,  general  account 
tsybin,    abdominal    tumour 
produced  by        . .        723, 

-  in  intestinil  constipation  . . 

-  mucous  colitis 

-  palpable  145, 

-  in  left  inguinal  region     . . 

-  palpation  per  rectum 

-  simulating  appendicitis     . . 

movable  kidney.. 

mafkini;  tumour  in  right 

iliac  foMsa 
SeamstreiMcs,  actinomyces  in 

-  cramp  in 

-  sporotrichosis  of  lungs  in  . . 

Sea-sicknoss 

Seal- type  of  dwarf     . . 
Season,  influence  on  pigmenta- 

tiou   in   xerodermia   pig- 
mentosum . .         . .     804 
SebaOMUt      cyst,     distinction 

from  flbroma  moUuscum    801 

lipoma  . .  . .     804 

of  external  auditor}' meatuiT 469 

scrotum    . .  . .  . .     765 

stmuUting  epitholioma    681 

simulating  enlarged  thy- 
roid gland        . .         . .     791 
sites  of  occurrence  . .     804 

-  tenderness   of   the  scalp 

from    inflammation   of     781 
of  vulva 768 

-  ducts,    affccti6n    in    lupus 

eryUiematortUM     . .         . .     657 

-  glands,    affection    in    acne 

vulgaris 530 

relation  to  lichen  scrofulo- 

sorum    . .  . .  . .     529 

Seborrhoea  of  scalp,  cheilitis 

exfoliativa  with  . .         . .     403 

-  sternal  region  affected  by . .     533 


802 
814 
818 
85 
115 
115 
115 
115 
599 
714 
599 
115 
599 
599 

599 

430 

485 

841 

. .     574 

..     590 

85,  596,  599 

302,  599,  753 

295,  802,  599 

85.  690 

802 

814 
44 

599 
753 

724 
141 
184 
718 
731 
635 
729 
727 

729 
705 
177 
322 
844 
214 


Stborrhaic  dtrmatitti.  bald- 
ness from  . .         . .      84 

-  corporis,  chronic  character   65S 

-  dtagnocll  from  congenital 

syphilis 447 

favus 272 

macuhu:  syphilide      ..    426, 

532,  533 

pityriasis  rosea  . .     658 

psoriasis  . .     656 

ringworm         . .         . .     274 

rosacea 268 

distribution  of     . .         . .     656 

exfoliation    of    vermilion 

of  lips  ui  . .     408 
infants,  napkin-region  in- 
cidence of        . .         . .     446 

-  -  limited  distribution  of  . .     426 
occipital  glands  enlarged 

in  419 

oleosa        656 

pruritus  in  . .         . .     588 

-  -  scales  in  . .  658,  655,  656,  657 

-  -  scalp,  face,  and  neck  affec- 

ted by  . .         . .       538,  657 

-  -  sicca  656 

tenderness  of  scalp  from       781 

Sebum,  coloured  (^see  Chromi- 

drosis) 
Sedatives,  constipation  relieved 

^j    ••  ••  ••  ••       X»Tk 

•*  See-saw  "  phenomenA**  -;  > 

cordial,  causes  oB.  '    "   . .       63 

Segmental  areas  of  face,  defi- 
nite relation  to  hidividual 
teeth,  table  showing       . .     498 

-  head  and  neck,  maximal 

points   in  (Fig$.    132- 

135) 497 

Seldlits  powder  in  determining 

gastric  succussion  . .     712 

"  Seixure«i  "  in  hysteria  . .     506 

Semen,  neceatity  for  examin- 
ing in  sterility     . .         . .     707 
Semicircular  canal,  effects  of 

lesions  of  each    . .         . .     827 

-  hemorrluM^e     into,     "hld- 

ni^re's  diaesae,  due  to      828 
Semilunar  cartilage,  displaced     388 
SemimembranosuB  bursa,  sym- 
ptoms and  signs  of  dis- 
tended       762 

-  muscle,  nerve  supply  of  . .     513 
Seminal  vesicles  (see  Venule 

Seminales) 
Semitendinosus,  clonus  of     ..     161 

-  nerve  supply  of       . .         . .     542 
Senator,  re  neuromyositis     . .     504 
Stnile  changes,  cerebral  he- 
morrhage from    . .  563 

-  degeneration,  Cheyne-Stokes 

respiration  in      . .         . .  134 

premature  ..         ..  218 

trophic  clianges  of  nails  in  445 

-  dementia,  amnesia  in         . .  35 

-  dyspepsia     . .         . .         . .  354 

-  gangrene  (see  Gangrene,  Senile) 

-  intestinal   hypoplasia,   con- 

stipation due  to. .         ..     143 

-  impotence,  priapism  preced- 

ing    585 

-  nocturnal  mania     . .         . .  358 

-  pruritus        . .         . .         . .  588 

-  tremor,  general  account  of  795 

-  vaginitis,  metrostaxis  from  436 
Seniiinm  mid  infantilism  com- 
bined in  progeria            . .  218 

Senility   (and   see   Old    Age ; 

and  Impotence)  . .         . .     347 

-  testicular  atrophy  in  . .       78 
Senna,  chr^-sophanic  acid  in 

819    830 

-  urhie  pink  from     . .        819,  830 
yellow  from         . .         . .     819 


SENSATION,  SOME  AMOt- 
MALITIES  OF   .. 

-  changes  in,  in  syringomyelia 

73,  388.  554, 

-  loss  of  (see  Anaesthesia) 

-  perversion  of.  in  chronic  al- 

coholism . . 
Sense  of  position,  impaired  in 

tabes 
SMriMtty.  cutancoos.  loss  d. 

mistaken  foe  paralysis   . . 

-  deep,  meaning  of    . . 

-  delayed  in  tabei»  dontalis  . . 

-  epicritic,  definition  of 

-  losK  of.   in    Brown-%:^quanl 

paralysis  . . 
sciatic  nerve  panUysis   . . 

-  protopathic,  dennition  of  . . 
"'     try    areas    correspond infr 

to  spinal  segments  (Plat* 
"^ )  •  •  .  •         • . 

-  disturbances,  lower  neurone 

paraplegias  eausinc 

in  peripheral  neuritis    . . 

tabes  donutlls 

transverse  myelitis 

-  localisation  in  spinal  cord, 

diagrams      illustrating 

(Fig*.  146.  147)  .. 
Separation  of    epiphyses  (see 

Kpiphyiies,  Separation  of) 
Siptii,  chronic,  anaemia  i.. 

-  deep-seated,  blood  cultures 

in  detection  of     . . 

-  post-puerperal,   foal  breath 

in  . . 

-  shortness  of  breath  due  to 
SiPtll'.         — 'ion,    lymphatic 

g.'  ..^  enlargement  from 

-  arthritis      (see       Arthritis, 

Septic) 

-  conditions,  hrpcrf»yre\ia  in 

-  Infection  of  umbilical  cord. 

blood  per  anujn  in 

-  poisoning,    diairnosis    from 

quotidian  malaria 

-  urethritis    (see     I'rethritis. 

Septic) 

-  wounds,  gangrene  in 
Sairtlcamia  from  abei-esaes  in 

the  ttiroat 

-  acholuric  jaundice  in 

-  anemia  iu   . . 

-  from  appendicitia   . . 

-  cerebral  alMce^ 

-  debility  in   . .  . .  . , 

-  from  deep-8eated  glandular 

suppuration 

-  dij^nos^is  by  blood  cultures 

598. 
from  typhoid  fever 

-  dryness  of  Uie  month  in 

-  from  empyema 

-  endocarditiis  in 

-  foul  ta9te  in 

-  furred  tongue  in 

-  hemoglobinuria  in.. 

-  hy[>«rpyTcxia  in 

-  jaundice  in  . . 

-  otitis  media  iraujiing 

-  pelvic  abiH^ees  cauain» 

-  pneumococcal,  meningitis  in 

-  purpura  \n  . .         S9«, 

-  and   pyemia,    relationships 

between    . . 

-  pyrexU  in  343.  609,  614. 

-  rigors  in     598.  614.  617,  648. 

-  septic  skin  raahes  in 

-  sources  of  infection  causing 

-  splenic  enlanrement  in    69£, 

-  streptococcal  . .  . .    , 

-  from  suppurative  pvlephle- 

bilw  ..  .'.  ..I 

-  sweating  in . .  , .  . .    ; 


SEPTICO.PYJEMIA—SICNS 


-  pecioHtltia  tram       ..         ..778 

-  RcurrLnfl  rioDn  tn  . .  '  "* 

■WtMM  RMl,  (MltClcd,  UUWBk 

-  —  obfltmctioD  Ki  nofle  bj 

ratent  Scptom  Vflntrlca- 
SiToaitM,  Riultipla  (He  Voljtr- 

-  -  In  tliat  (tm  Cbnit,  Soiu 

RfliuUm  In) 

-  polyorlA  in  cJeuiog  on  of 

-  mambnnn,     IsflamiDitlaii 

ot  io  chronic  nephrltli   . . 

fimtiw  mignui,  ibrqihj  gi      SM 

-  ijpinsl  uerre  root  Bipplying  GGS 

.  MilUlenr"        M7,  ei3 
pnratyphoid  fBTw      ..     811 

-  ' —  ploiiiAJa«  polsonina   ..     697 
(and  Hg  WH1.1J 

-  albumin       i 

-  aDtLmenlngocooaU.  in  (l^"-- 

amii  and  tn».  .     MS 

-  globulin       '. ,         .."''.'.        » 

-  rUkM.  anoreiit  wlUi       . .     tn 

joint  pbina  wftb  . .     ftV? 

Iaasttud«  lacocUitcd  wtlta  M7 

muKUlu  paina  Willi  . ,     »7 

a[lcrlnJ«Uon  ..     9«7 

pTraila  wilh  . .         . . '  BS7 

-  —  urticaria  from. .         . .     £97 

-  nacUon,  taTdatld     GS.  171. 

4 It,  71  >,  730 

-  -  for  iTpbllta  (ate  WaHtr- 

ulUr       ' Jl* 

larsntb     ncna    {He     Facial 

«wlng  machijip,  menoi^agla 

pain  iaUnaiflad  btta'ind  an  bj  MB 
M    MddMM  ol  acnpanH. 

-  adip»is  doloroaa  ..'  «78 

-  cwvical  rib  !!     «S 

-  con^nildl  dlstDcaCioQ  <^ 

hip        181 

-  -  obliterallon  ol  blla^dncM  Mi 

-  dJHenlcry  . .  . .      737 

-  ciophltiaimlc  golln      773,  7»3 

-  remoral  hernia    !  711, 740 

-  Frledtclcb'l  alaiy  ..      184 


:C, 


itoporpbTrlniirla   . .     830     ■ 


-  paroirtmal     hHno«Mii- 

-  lachjcardla     . .         . .     ' 

-  pacndo-anglna     . .         . .     ' 


ShlveriiiK  (see  Bi^on) 


nilgaria    .. 
■  biffh.  In  apopLecUc  at 


..     1*1 

ig  KrC't  vHf    M3 
(n  larcDld  of! !     4S1 


Slderexie  {see  Cirr^itato  of  Lung) 
Slaile's  upeoiluin  in  OelM'i  lect  If 


Oalrymplc^ 


IlPcsr'i'  111  prtsnaofj 
Hippoorntio  facltf , . 

.  -  BUcruHOion 

'  HuldiinaoD's  hot  rjt 


m 

'  r  •  ■ 
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■ir' 


lI;  1 


r  i^ 


I  ■:  '■ 


..  850 

. .  203 

344,  253 

427,  762 

228 

*  66,67,666 

244,  26S,  792 

..  771 

3,  178 

244,  253,  792 


680 


416 
807 
575 

822 
822 

809 

89 

767 

178 

256 

200 
841 

212 
211 

825 

570 


I.     : 


Signs,  eontd. 

-  Kemlg'a 

-  Koplik'B  spots 

-  Moebius's 

-  Parrot's  nodei 

-  Pawlik's 

-  Romberg's  . . 

-  Stellwag's 

-  Tache  c^r^brale 

-  Trousseau's 

-  yon  Graefe's 

Silica  in  Intestinal  sand         . .     652 
Silicosis  (see  Cirrhosis  of  Lung) 
Silken  crepi&is  in  osteo-arthritis  179 
Silvar  nllrttt  as  an  aid  to  cyst- 
oscopy 

-  copious     precipitate     of 

silver  chloride  on  adding 

to  hydatid  fluid 

irrigation  of  bladder  with 

pigmentation  of  skin  from 

in  quantitative  estimation 

of  homogentisic  acid . . 

test  for  all»ptonuriA     . . 

Singing  in  ears  (see  Tinnitus) 
Sinus  of  foot  from  mycetoma 

-  infections,  anasmia  in 

-  (A  scrotum  . . 
suppuration,     cerebral     ab- 

flcess  from 

-  thrombosis  (see  Thrombosis) 
Sinusitis,  polypi  in     . . 
Sixth  nerve  paralysis,  effects  of 
Size,  abnormal  sense  of     840, 
Skeleton,    dwarfism  due    to 

defects  of  the     . . 
Skene's  tubes,  gonococci  in  . . 
Skiagraphy  (see  JC-rays) 
Skin,  bleeding  n»vi  of 

-  boils  on,  in  ankylostomiasis 

-  bruising  (see  Bruising  of  Skin) 

-  capillary  pulsation  in         . .     283 

-  carcinoma  of  (see  Carcinoma 

of  the  Skin) 

-  central   scab   with   ring   of 

vesicles  on,  In  anthrax  . .     746 

-  changes  in  cretinism         . .     269 

in  Graves*  disease  . .     261 

myxcBdema  43,  259,  586 

pseudo-elephantiasis      . .     456 

myxoedema     . .         . .     259 

-  cold  and  clammy  from  in- 

ternal hflBmorrhage        . .     646 

-  coloration  in  carbon  mon- 

oxide poisoning  . .         . .     188 
from  drugs  . .         . .     575 

-  dimpling  of,  over  otrcinoma 

of  breast 745 

-  disease,  eosinophllla  in      . .     249 

-  distribution  of  sensory  nerves 

U>(Fi^.  174)        ..  ..669 

-  dry   and   flushed   in   bella- 

donna poisoning  . .     195 

-  harsh  bi  cirrhosis  of  liver    410 

pyelitis  . .         . .     626 

shrivelled  in  carcinoma  . .     413 

-  flushed,  dry,  and  pungent  in 

lobar  pneumonia  372,  702 

SKIN,  FUNGOUS  AFFECTIONS 

OF  270 

-  greenish    in    acute    yellow 

atrophy 370 

-  gumma  of 279 

-  lemon-yellow  colour  in  per- 

nicious ansBmia  . .         . .     616 

-  lesions,  pruritus  associated 

with  588 

in  syringomyelia  . .     563 

-  loose,   dry,   caf6-au-Uit,   of 

congenital  syphilis         . .     446 
loss  of  elasticity  in,  in  malig- 
nant disease  ..718 
—  with  emphysema        . .     186 

-  mycosis  fungoides  ol         . .    %()a 


Skin,  contd. 

-  myoma  of    . .         . .         . .     805 

-  Paget's  disease  of  . .         . .     802 

-  pale  and  sweaty  in  poisoning  105 

-  pigmentation  of  (see  Pigmen- 

tation of  Skin) 

-  sarcoma  of 802  i  - 

-  shiny  over  affected  joint  in 

gout  . .         . .     883 

-  signs  of  jaundice  in  . .     360 

-  staining  of  (see  Staining  of 

Skin) 

-  tn^hic   changes    in   major 

trigeminal  neuralgia      . .     495 
syringomyelia. .        285,  554 

-  tumours  of  . .  . .     802 

-  ulceration  of  (see   Uloera- 

of  Skin) 

-  vesicles  on  (see  Vesidee) 

-  (and  see    Bulla,   Crusts, 

Macules,  PapiUes,  Pus- 
tuk>s,  Scabs,  and  Wheato) 

-  white  crystals  on,  in  uridro- 

sis   716 

-  xerodermia  pigmentosum  of    802 

-  yellow,  in  cretinism  . .     259 
patdies  on,  due  to  xan- 
thoma planum  . .     80^ 

Skin-curers.  mercury  poisoning  in  38 
SKODAiC  RESONANCE  ..  667 
due  to  ascites      . .         . .     668 

-  gastric   or   colonic   tym- 

pany simulating         . .     668 

-  in  lung  compression       . .     832 

over  pleuritic  effusion   192, 667 

various  causes  of  . .     667 

Skull,  bossing  of,  in  rickets  . .     758 

-  defects  in  anoetfoplasia     . .     218 

-  fractured   (see  Fracture  of 

Skull) 

-  hyperostosis  of  in  leontiasis 


749 
263 
754 


\ 


-  incresse  of  slse  In  acromegaly 

-  ivory  exostosis  of  . . 

-  locsl  tenderness  of,  with  or- 

ganic Intracranial  disease    827 

-  misshaped  In  rickets         213,  758 

-  multiple    tender    syphilitio 

swellings  on        ..  752 

-  natiform  In  congenital  syphilis  752 

-  rarefaction  in  rickets  179 

-  secondary  growth  of,  causes  of  782 

-  tumours  of,  headache  in    . .     827 

-  base  near  foramen  ovale 

and  foramen  rotundum, 

trigeminal  neuralgia  In 

Skutch's  pelvlmetor,  use  of.  In 

pregnancy 
SImp,      average       necessary 
amounts  at  different  ages 

-  Babinskl's  sign  during  deep 

-  cerebral  anaemia  in . . 

-  cessation  of  motor  tics  during 

-  spasmodic  contractions  during  160 

-  influence  on  chorea  . .     156 

hysterical  spasms         183,  166 

stridor 710 

tremors    . .  . .     795 

Sleepiness  after  epileptic  con- 
vulsions  . .  169 

Sleeping  on  back,  priapism  from  586 

-  sickness  (see  Ti^panosomlasis) 
Sleeplessness,   lods  of  weight 

due  to 

-  in  rickety  children 
Sloughing 

-  in  erysipelas 
Slowing  of  pulse-rate . . 
Small  intestine,  normal  situa- 
tion of 

-  occipital  nerve,  skin  distri- 

bution of . . 

-  sciatic  nerve,  skin  distribu- 

Wqxv  <A ^% 


496 

228 

856 

82 

859 

160 


848 
170 
283 
746 
97 

722 

669 


-  absence  of  enlaif^ed  glaati 
earlj  in    . . 

-  acute  hydrocele  in  . . 

-  affection  of  pharynx  in 
albuminoria  in 
arthritis  in  . . 

-  bleeding  gums  in    . . 

-  cbaracters  of  the  individu 
lesion  in  diagnosis  of 

-  oonllaent  (Jl^.  160)        • 

-  dark  stains,  scars, andptei 

-  tf iatllMit  from  acne  rvigtr 

m 


s 


acate 
bromide  eruption 
chicken-pox 
oopaiba  eruption 
erythema  miiltiformc 
Qerman  measles 
impetigo  vulgaris 
iodide  eruption  .. 


-  purpura  simplex 

-  scabies 

-  scarlet  fever 

-  ayphilides 

-  from  typhoid  fever 
discrete  fPiff.  160). . 
distributKHi  of  cmptioD  i 

(Fig.  213,  p.  833)606.601 

607.  83 
effects  of  exposure  In  distr 
bution  of  lesions  in 

-  friction  of  clothes  on  ds 

tribution  of  lenioos  in 
epistaxis  in  ..         . 

eruption  in  bathing-drawa 


gangrene  in 

nsmatemess  in     . .        33 
lusmaturia  in  3C 

hemoptysis  in  SI 

hemorrhage  between  tb 
pustules,  etc,  grave  s%ni 
flcanoe  of  ... 

-  into  pustules  in,  prognosi 

unaffected  in  .. 

skin  and  pustulcB  in 

hemorrhages  in 

hemorrhagic     eruptioo 
"  bathing  drawers  area 
In  prodromal  stii^e  of 

hopeless  outlook  in 

intense  backache  and  bes 
ache  in      . . 

-  itching  in 
invasion   of   mucous 

brane  of  air-passages  in. 
leucocytosis    uncommon 
melena  in   . . 
menorrhagia  iu 
modified 
occurrence   of    eruption 

mouth,      pharynx,     an 

GBSophagus  in 
pain  In  limbs  at  onset  of   . 
preliminary  roeeolar  scaria 

Uniform  rash  in  . . 
prodromal     h^morrhsgic 

empuon   . . 

-  rashes    of.     in      bathim 

drawers  area 
p^alism  in . . 
purpura  in 

pustules  in  . .  601.  « 

Rkrketto  on 
rigotsin 
scabs  in 
scarring  after 
simulated  by  vaccinia 
small   shotty    pink    papa 

embedded  in  skin  in 
sore  throat  in  . .        C 


6! 
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Small^poi,  amtd. 

-  gpleen  enlanged  in  . .        692,  698 

-  BtomatitM  in           . .          . .  590 

-  swelling  of  thyroid  gland  in  792 

-  symmetrioU  distribution  of 

rash  in       . .         . .         . .  607 

-  nlceration  of  larrnx  in 

185,  226,  318.  S25 

-  umbillcation  ot  postales  in  655 
vesicles  in            . .         . .  829 

-  vacuolation  of  papules  in  . .  605 

-  Yesicles  of 605 

-  Yomitiog  in            . .         . .  301 

-  maligna  . .  . .  301 
SMELL,  ABNORMALITIES  OF  668 

-  centre  in  uncinate  gyrus    . .  669 

-  loss  of,  during  ordinary  cold  668 
with    hysterical   hemian- 

CRsthesia                       . .  666 

-  normal,     idiosyncrasies    of 

sense  of    . .         . .         . .  668 

-  ofTensiTe,  vomiting  from  . .  844 

-  subjective,  as  epileptic  aura  80 

sensations  of        . .         . .  669 

Smile    in    myasthenia    gravis 

(Fig.  84,  p.  261)..          ..  260 
transverse  type  in  myopathy 

(Fig.  82) 260 

Smoking,  anorexia  from       . .  49 

-  foul  taste  due  to     . .         . .  774 

-  granular  pharyngitis  from  670, 673 

-  insomnia  from         . .         . .  356 

-  intermittentclaudicaUonfrom  489 

-  relation  to  chronic  glossitis  812 

-  sore  throat  from  . .  . .  670 
Snail-track  ulcers  of  pharynx 

in  secondary  syphilis     . .  672 

Snake-bite,  albuminuria  after  458 

-  gangrene  in 282 

-  jaundice  in  . .         . .        862,  374 

-  purpura  from          . .         . .  596 

-  universal  oedema  from  458,  460 
Sneer,  myasthenic  (Fig.  84). .  260 
Sneezing,  eptstaxis  from       . .  250 

-  violent,  causing  subcutan- 

eous emphyMma           . .  231 
Snellon'o  coloured  types  in  de- 
tecting hyst^ical  ambly- 
opia         . .         . .         . .  837 

Sniffing  tic       159 

SNORING  669,707 

-  various  causes  of  . .  . .  669 
Snow  blindness,  conjunctivitis 

with          . .         . .         . .  840 

erythropsla  in     . .         . .  840 

-  hemeralopia  in    . .         . .  841 

-  -  photophobia  in  . .  574,  840 
Bnufl,  anoemia  from  . .         . .  669 

-  causing  corjza        ..         ..  203 

-  olfactory  neuritis  from  . .  669 
Snuffles,  in  congenital  syphilis 

427,  446,  695 
Soap  method  of  inducing  de- 

fsecation  . .         . .         . .  1 49 

Soda,  sore  fingers,  wnshing  in  266 
Soda-water,  explosive  eructa- 
tion of  ga.4  from . .         . .  639 

lodium     bicarbonate,    neces- 
sity  for,   in  htematopor- 

phyrinuria  from  sulphonal  820 

-  chloride,  extreme  thirst  due 

to  . .         . .         . .         . .  789 

-  nitrite  reagent        . .         . .  197 

-  -  for  acetonuria       . .         . .  4 

-  nitropruaside  test  for  melan- 

uria           . .          . .          . .  821 

-  phosphates,    varieties    and 

physiology  of      . .         . .  572 

-  nlicylate,  bradycardia  from  98 

•  -  nerve  deafness  from      . .  191 

•  -  in  rheumatic  affections. .  671 

•  -  (and  89e  Salicylates) 

•  urate  crystals  in  tophi,  etc, 

in  gout     . .  380,  382,  383 


Soft  cfiancro  (see  80ft  Sores) 

-  palate    paralysis    in    diph- 

theria       . .         . .         . .     559 

-  Mm,  balanitis  from  . .     675 

bubo  with  . .         . .     675 

characters  of       . .        769,  830 

-  and     condyloma    occur- 

rence together  . .     769 

cure  by  antiseptics        . .     769 

diagnosis  from  herpes  pro- 

genitalis  . .  . .  675 
mistaken  for  condyloma      769 

-  -  on  ponit  . .  209,  674,  675 

commoner  sites  . .     675 

conversion  int'i  chancre 

676,  738 

diagnosis  from  chancre 

675,  676 

due  to  sexual  infection    675 

incubation  period      675,  676 

inguinal  glands  infected 

from  . .         . .        675,  676 

multiple  . .        675.  676 

perforation  of  fnenum  by  675 

rapid     destruction     of 

tissue  by      . .         . .     675 

on  scrotum         . .         . .     765 

swelling  from  . .         . .     765 

ulcers  due  to,  characters  of   675 

in  the  urethra,  account  of    209 

of  vulva   . .         . .         . .     768 

diagnosis  from  syphili- 
tic condyloma        . .     768 
Softoning  of  bones  in  osteo- 
genesis imperfecta         . .     213 

-  cerebral,  causes  of . .         . .     125 

-  Cheyne-Stokes  req)iration 

in  125 

diabetes  insipidus  in       . .     585 

-  pseudo-bulbar     paralysis 

due  to 641 

from  sinus  thrombosis  . .     643 

-  of  uncinate  gyrus,  anosmia 

from  669 

Solar  plexus  irritation,  influence 
on  skin  pigmentation     . .     574 

-  meteorism     from     inter- 

ference with    . .         . .     432 
Solos  of  foot  arsenical  hyper- 
keratosis of         . .         . .       87 
congenital  syphilitic  con- 
dylomata of    . .         . .     446 

papulo-squamous  syphilo- 

derms  of  . .         . .     532 

pityriasis  rubra  pilaris  of    658 

pruritus  of  . .         . .     588 

Soleus,  nerve  supp^  of        . .     542 

-  pseudo-hypertrophy  of  . .  560 
Solitary  follicles  of  intestines, 

enlarged  in  lymphatism      423 
Sordes,  bleeding  gums  with    85,  87 

-  foul  breath  trom  . .  . .  98 
SORE  FINGER  ..266 
SORE  THROAT  (and  see  Pain 

in  Neck  ;    and  Tonsillitis) 

504,  670,  C73 

acute  and   fatal,  in  some 

cases  of  scarlet  fever . .     674 

from  acute  cervical  adenitis 

671,  674 

in  acute  laryngitis         . .     673 

pharyngitis      . .  . .     673 

albuminuria  in      . .         . .     17 

in  cervical  spinal  caries        673 

chicken-pox         . .         . .     673 

chronic  pharyngitis        . .     673 

clergyman's         . .         . .     670 

in  costcrmongera  . .     670 

dengue      . .         . .         . .     506 

diagnosed  by  bacteriolo- 
gical examination       . .     225 

-  -  diphtheritic  76,  670 

dysphagia  from  . .  . .     225 

from  follicular  tonsillitis       670 


Sore  tfuvat,  eontd. 

-  foul  breath  due  to         . .      99 

-  in  German  measles        . .     670 

-  from  gtunma  of  fauces,  or 

palate 670 

-  from  irritants  or  corrosives  674 
local  appearances  in  mild    673 

-  in  measles  . .  670 
mumps                . .         . .     674 

-  necessity  for  examining  for 

Klebo-Loffler  bacilli  in     671 
in  peliosis  rheumatica  . .     599 

-  phlegmonous     utoeration 

of  tlie  tonsils  . .         . .     670 

post-pharyngeal  abscess       673 

relation  of  weather  to  . .     673 

-  -  in  scarlet  fever  . .  670,  674 
small-pox 673 

-  squamous-celled  carcinoma 

of  palate         . .  670 

-  hi  stockbrokers  . .        . .    670 

-  syphilis 

371,  533,  605,  615,  670,  769 

-  from  tuberculosis  of  fauces  670 

-  Vincent's  angbia  . .  670 
Sores  from  herpes  soster  . .  653 
SORES,  PENILE,  causes  of  674, 675 
SORES,  PERINEAL  . .        . .    677 

various  causes  of         677,  678 

SORES,  SCROTAL     ..        ..679 

-  -  causes  of  . .  679,  680,  681 

-  -  soft  (see  Soft  Sores) 

Sorrow,  loss  of  weight  due  to  848 
Sound,  in  diagnosit  of  calculus   629 

elongated  cervix       586,  587 

fibromyoma     . .         . .     429 

hyperin volution  of  uterus  706 

inverted  uterus  . .     587 

-  uterine,   antiseptic  precau- 

tions in  passage  of       ..     429 
Sound-conducthig   apparatus, 

deafness  due  to  defectinl89. 190 
South  America,  hydatid  disease 

in 

Spade  -  users,       Dupuytren's 

contracture  in    . . 
Spttmodie     abdominal    pain 

(see  Colic) 

-  contractions   (see    Contrac- 

tions, Spasmodic) 

-  dyfimenorrhcea  (see  Dysmen- 

orrhoea,  Spasmodic) 

-  dyspepsia  (see  Dyspepsia) 

-  tics,  muscle  twitchhig  in  . .     169 
Spasmogenic  zones  of  Charcot    777 
Spaims  (and  see  Cramps,  Con- 
tractions, Contractures) 

-  of  articulatory  muscles  in 

stammering         . .         . .     688 

-  bowel  in  carcinoma  coli    . .     147 

-  carpo-podol  3 
in  association  with  laryn- 
gismus stridulus         . .     466 

infantile  tetany  . .         . .     466 

of  rickety  children        ..     178 

in  tetany . .         . .         . .     802 

-  clonic  in  hysteria    . .         . .     652 

-  of  colon,  constipation  due  to    145 

-  dilator  tuba;,  clicking  noises 

in  the  ear  due  to. .         ..     793 

-  dorsal  muscles  in  spondylitis 

defonnans  . .         . .     787 

-  face  (see  Face,  Spasm  of)  495,  537 

828 
828 
161? 
.■^37 
133 
221 


720 
167 


glottis  as  an  epileptic  aura 

-  vertigo  associated  with 
in  hydrophobia 
hysterical  facial 

^    i^Jl|^6S         •  •  •  •  •  • 

of  levator  ani,  painful 

-  palpebrsB     superioris    in 

exophthalmic  goitre  . . 
mobile 

in  occupation  neuroses 
of  oesophagus  . .        225, 


253 
154 
494 

841 


988 


SPASMS— SPISAL    CORD 


apatnu,  contd. 

-  pluuynx  W* 


tnnsimt 


-  post-hem  iple^ 

-  retinal     artery, 

bllndneflB  from    . . 

-  MlpingopharTnvecu,  cUckinf 

noMCA  in  the  ear  due  to. . 

-  sphincter     ani,     djacfaesis 

doe  to  •  • 

gentto-urinary 

causing 

-  8temomastoid,torticoUiB  from  708 
161 


157 
8S9 
79S 
ISO 
IM 


from 


-  tetanus 

-  tooic.    diflterentiatkm 

tetanus  161 

-  uterine,  drstocia  doe  to    . .  227 
•  of    resicaJ  sphincter,  after 

operations  441 

-  warning,  of  major  epilepsj  160 
Sflilte  and  atrophic  parahrals 

of  arm,  mixed,  in  q>tnal 

cord  lesions  553 

-  constipation  144 

-  mucus  in  stools  in        . .  145 

-  pain  in 144 

-  contractures  162 

-  panUytM.  acquired            . .  155 
of  the  arm,  clinical  signs  of  546 

-  iQ      infants,     choreiform 

movement!  in  156,  157 
of   one    leg,    absence    of 

strophy  in                  . .  539 

>  -  in  Little'*  daeaae           . .  154 

-  STTingomjelia      . .  128 

-  paraplegia  (see  Paraplegia, 

Spastic) 
gpasticitj  (nee  Gait ;  and  Para- 

-  in  birth  palsies                  . .  558 
Speaking,    influence    on    tri- 

geminal  neuralgia  495 
tpicMIc  frtvity  of  blood,  rke  of, 

in    collapse  from  loss  of 

fluid 580 

in  diabetes  insipidus  . .  584 

as  indication  for  infusion  580 

method  of  measuring  580 

-  -  urine  (see  Urine,  Spediflc 

Gravity) 

Spectacleit,  cure  of  headache  bj  328 

Spectra.  var'ouM,  illustrated  95 
tp6CtftlC>pB   in  detection  of 

liematopurphjrin           . .  819 

hacmo^lobiuuria  . .         . .  821 

methtpmoglobinnmia,  etc.  187 

urobilin    ..         ..         361,  818 

-  examination    of    urine    in 

Bright's  (Ibtea-te  ..         ..  12 

-  test  for  bloo<l          . .            89.  91 
Speculum  for  ear                 188,  190 

-  in  examination  of  the  nose  66tf 

-  in    diagnosing    cause    of 
epistaxix..           ..         ..  251 

-  in  r«ctal  PXHroination        . .  635 
Sf  EECH.  ABNORMALITIES  OF  682 

-  absence  of  in  idiocy          . .  682 

-  affected    in    nuclear    facial 

paralysis  . .         . .         . .  536 

hemifilegiji                       . .  336 

-  age  of  acquirement  of       . .  682 

-  blurretl,  in  general  paralysis  l72 

-  central  (Fig.  185)  ..         ..683 

-  bloo«l  sup[>Iy  of  . .         . .  684 

-  cerebellar 69 

-  itftcUve,  in  acquired  infan- 

tile paraly^in       ..         ..  155 
bulbar  paralysis             . .  159 

-  disseminated  sclerosis    ..  171 
Little's  dLseaso   ..          ..  151 

-  dttay  in  acqturing  . .  682 
aiwociation  with  dcstnic- 

tivenesa        . .         . .  682 

—  dirtr  habits            . .  682 

-  irritability    . .         . .  682 


Speteh,  amtd. 

~  aOect  of  word  deaf  new  on    684 

>  fonctioaal  dbiordets  of      . .     687 

-  indisUnctneas  of  (see  Dys- 

arthria) 

-  interference  with,  in  dMirea    156 

-  interrupted     in     uienuiial 

poiMNiing  797 

-  Imi  6t  from  mental  defects, 

diagnosis  from  aphasia..     682 

-  after  partial  acquirement 

of,  due  to  d^ects  of 

hearing 682 

In  alcoholic  intoxication      682 

temporary,  in  acQt*  dineaMS  682 

.  medianism  of  acquirement 

683,  686 

-  monotonous,  in  Friedreich's 

ataxy        560 

in  paralysis  agitans       . .     796 

-  movements,  rdation  to  pyra- 

midal lesion  686 

-  pcrrerted  in  children,  Idio- 

glossia  type  688 

-  relation  of  word  blindocfli  to 

power  of 685 

-  representation  in  brain     . .     687 

-  scanning,    in    diSMmlnated 

sclerosis    . .  M2.  686,  800 

-  iitw,  in  myxGcdema  . .     259 

paralysis  agitans  259 

and    blurred    in    general 

paralysis  of  the  insane    796 
and  difficult  in  Hunting- 
ton's chorea    . .  156 

-  -  jerky  in  Friedreich's  ataxy  686 

-  staccato,    in    diseeminated 

sclerosis       . .         342.  686,  800 

-  tremor  of,    in    Friedreidi's 

ataxy        799 

-  uninterpret^le    jargon    in 

word-deafnees  684 

Speechlessness  in  melandidlia     682 
tptmattc    Ctrl    absence    of 
thickening  in  gumma  of 
testis         681 

-  affections      of.      causing 

testicular  pain  . .     523 

compreMion,     testicular 

atrophy  from  . .       78 

-  encysteil     hydrocele     of 

(se(^  ITydrocele  of  the 
Cord,    Kncystcd) 

inflammation  of,  second- 
ary to  urethritis         . .     523 

lipoma   9f,    diagnosis   of 

omental  hernia  from        741 

impulse  on  couglilng  in    741 

-  new  growths  of,  absence 

of  pain  in  testb  in     . .     523 

varieties  of  . .         . .     523 

thickening   of,    in   acute 

epididymo-<Mnchitis     . .     518 

due  to  new  growth  of 

testis  ..        520,  766 
torsion  of,  association  with 

gangrene  of  testis       . .     523 

tuberculMis  of     . .  . .     523 

Spermatocele  (nee  Testis,  Cysts  of) 

-  testicular  atrophy  from  . .  78 
Spermatorrhoea  from  oxaluria  472 
Spermatozoa  in  urine,  diagnosis 

of  phosphaturia  from    . .     574 
in  oxaluria  . .         . .     471 

-  in  testis  cysts  ..  ..  521 
Spermiu  in  relation  to  Char- 

cot-I^yden  crystals       ..     117 

Spliacelus         283 

Sphenomaxillary  foma.  tu- 
mour in,  trigeminal  neii- 
ralffia  due  to  496 

SpNnoMil  air-oallf,  infection 

of.  headache  from         . .     327 
meningitis  from  . .     642 


Sphemoidal  air-ceUM,  tvmtd. 

nasal  diacharge  from  204. 

-  sinos  dilatatioo,  exophthal- 
mos in 

opt-ic  oeoritis  or  atrophy 

in 

SpMBdir  BtA,  control  in  diit- 
seminAted  sclerosis 

loss  of.  association  with 


.  -  in  cerebral  diplegia 

with  cerebral 

in  cotnbmcd 

of  the  cord 

with  comprewion  pars- 
pie^        . .         55^. 

In  disseminated  srlcr- 

OMS  . .        MT. 

epilepsy        . .         169. 


tab«B  dolorosa 

transverso  cord 

from  typhoid  spine 

nravnia 

spasm  oC  *^"**ng  dyschcsM 

genito-urinary  ic»ioDi  m 

cause  of 

onrelaxed  in  hysteria 

-  TSsiciU.  inooatinenoe  of  cffiae 

from  injury  to    . . 
Sphygmomanometer    in    dis- 

gnosing  hii^-blood  piesmm 
Spina  biflda,  paraplegia  fkom 

556. 

talipes  in . . 

occulta,  pigmented  mole 

oTer 
Spinach,  oxaluria  from  eating 


-  accessory      nerve,      boBiar 

paralysis  affecting 

-  artery,  thrombonb  of.  caus- 

ing transverse  myelitis.. 

-  canal,     rupture    of     aortic 

aneurysm  into 

-  caries  (see  C*ries  d  Spine) 

-  centre  lesions.   inoontiiwnDe 

of  urine  from 

-  column,    injuries   of,   inter- 

costal nerve  pain  in 

tplBtl  e&r^  aneurysm  of.  para- 
lysis of  bowel  and  tym- 
panites from 

and  brachial  plexus  par- 

alrses,  differentiation  of 

cervical.      pressure      on. 

anaesthesia  of  trunk  and 
legs  from 

loss     of     abdominal 

reflexes  in 

not  coloured  in  jaundice 

compression,     diminished 

power    of     mictnrition 
m         •  •  •  •  • « 

unpotence  in  . . 

diagrams  illu&tratins  sen- 
sory localisation  in 
(Ftys.  146,   147) 

disease,  spastic   paralysii 

of  arm  from 

pain  in  chest  in         478, 

general  account  of  sensory 

paUisin(^»^.  177)    662, 

gliosis  of,  symptoms  simu- 
lating brachial  neuritis 

hsroorrhage     into     (see 

Haemorrhage,  Spinal) 

inflammatioa,      pain      in 

bock  in 

-  -  Injury,  allocheiria'fai 
in    congenital     wputx 

paraplegia    . . 

diagnosis  of  Krh'B  and 

Duchenne's 


SPINAL    CORD— SPLEEN.    ENLARGEMENT   OF 


miBcubv  aCropby  fn 


'  iputLc  panlnJa  of  one 
\eetila  ..     t 

-  l«sticukr  atfopbj  titer 


-  lyphlliloc  thTDoibaM  et, 

primus  totttn\Dg  boa    i 

-  (noiiETU  myellW  bom 

MCandiU7  gnnTth  oom- 


'  Htrophlc  pj>U7  ol  ODa 
and  meain^BA,  parmljaEB 


blfrscapulAf  pHlfl  in 


rickety 

in  „!.■■          ■■ 

ening» 

•acnlgi.  la  new 

T'""''" 

(««  MmlnglCi., 

,^:;"- 

■plH,  Ktlnomjcts  of.  Ilmu- 


•tm    Irmn    n™   gr 

caila  Dl  (Me  CliTlca  ol 


■  dislocation      of,      loaa 


I.  S48 


■  -  pain  In  tviticle  from 

■  Bivd  la  Bpondylitlfl  dBfornuiDI  70! 

'  |oat  aRMtIng                    .  ■     SB! 
kyph'"!' •*■ 


'  lotactlTo    arlhrltii     > 


D  diaglorl)  of      «03 


—  T-ran  ka  din^oaia  of       7ST 
(■!!(!  we  Care  inomi  D(  SpLD«) 


.  tends-  (seeTendemcB  oC  »piot) 


Clinch mann'a  Splrab) 
BpirllLa    In    Vincent's    angllia 

(itiic  xn.  Fit.  u,  p.  «M) 


fipirit-drinkini;,  poljuria  fri 


onoin  lying  In  ptlrla     .,     Ml 

-  eflect  of  f-raya  on.  In  leafaemia  i\ 
SPLEEN.  EHUtRQEMENT  OF    688 


'e  pyltpblebltla      101 


3D!,  Ie»,  KM,  410.  SM,  «M 

compnanlon  of  the  hing  by  MT 
tU9*M%      from      abJo- 

-  coloQ  tumour  . .         : !     BW 

-  coadltlonasimultUngit    S8S 


imbor  HKlon    lit 


1,  CM,  elT,  M7,  < 


990 


SPLEES\  EXLARGLMEWT  OF^SPUTUM 


3'J4 


82f» 

72."V 
7J« 

«97 


p 


■  ;  J 
'■  I  • 
I  i 


1  I 

'  1 
I  ■ 


I  ■ 


1 

1 


7-J5 

(;9.> 

689 


:l> 


m 


Sf4nn\,  mlnrtft^Hmt  of,  rontd. 

luim  compnnwcd  by 

ill  lymplnulenoma  (sec  in 

llu«'.»?k ill's  Pisiettrte,  supra) 
lymphatic  leukucmia      . .     590 

-  -  Unni»ho»*«in:oiiia  . .  . .     36G 

-  -  liiaUiria     302, 303,  «15, 093,  «98 

-  -  MhIU  fever         . .         . .     507 
iiiCMle  of  |iAl|>atimf        i»H8,  726 

-  -  noti'li  oil  liiitiTior  margin  of  392 

-  ol>rttriu"tion     to     inferior 

\  ena  cava  by  . . 

pniu    in    left    hypoolioii- 

(Iriuni  in  sonic  cases  of 

-  palpaMu  in  epiffastriuni 

-  -  -  left  liypoi'boiidriuni  . . 

iliiic  fossa 

in  puni typhoid  fever     . . 

-  pelvic  rt welling  due  to  757,  758 

-  -  peniicious  aniuiuia         . .     695 

-  ptiysicul  sljinH  of         391, 

392,  G88,  089,  726 

with  polycytliwinia       187,  580 

from  iK*'rtal  obstruction       690 

pifOudo-lniilcvmLi  infantum 

(Fi!f.'2)  42,01.599,691 

-  rpla|*»ing  fever   . .        373,  GU8 

relation  of  Mtomach  to  . . 

ill  rickotH  . . 

-  rub  hearii  over    . . 
simuliteil       by       liypcr- 

nophroma         . .         . .     726 
skoilaic  resonance  due  to    607 

-  in  Aplenic  ano^mii^  42,  64,  70, 

80,  302.  411,  59<).  69  (,  096 

-  ifplcnoinediillary  leukii'inia 

017.  093 

splciioineffiilii'  cirrliosis  309.  096 

p(»lyrvtiia»iiii;i  . .     093 

-  -  Still's  (ILscaso       ..  40,  418 

-  -  fniiii  stnuif^ilation         . .     70<) 
thrombosis  of  purtal  vein     696 

-  -  in  tvplioid  fever,  90.  190, 

372.  010,  015,  697 

vuriotMC  abdoiulnnl  veins 

from 

-  u'liniina  of.  ex«M>e«lii«;ly  rare 

-  hvlatiil  diseasi*  of..        092, 

-  infarction  of,  p^iin  low  down 

on  left  side  of  chest  in    . . 

-  thruniltotic,  in  leukirmia 
in  lyni]tli:(deiioma 

splenic  enlar»!emeiit  in 

-  Injury  of,  rarity  of.. 
severe  pain  in  side  in 

-  splenic  eiilan^eiiient  from 
subphrenlo  :il>scej*M  from 

-  nciniial  sitiuition  of 

-  piiin  and  tendeme^is  in.  in 

funi?.itin'j    euilot'iirditi*. . 

-  peritonitic  rub  over         OH. 

-  puncture  of,  in  kala-asar  3t,  093 

-  rufiture  of,  luumoperitoneuiu 

from 

-  softiiciw  of,  in  the  enlan;e- 

m(*nt  due  to  typhoid  fever 

-  ttranguUitton  of 

liilTiciilty  of  diafmosis  of 

splnen  oiilan.»e<l  from     092, 

symptoms      of      "  acute 

al>iloiii''n  "  in  . . 

-  swollim;  in   iliac  fossa  due 

to  a  wanderinsr  . . 

-  t-uinours  of  (fee  Spleen.  Kn- 

lan;emeiit  of) 
Splonic  al>sceris  (see   Abs**ess, 
Splenic) 

-  anamla      42.  411,  459,  094.  696 

-  -  albuminuria  in    . .  ..       17 

-  a*'iles  in..  04,  122,  111 

blcedim;  ^ums  in  . .  85 

blooil  clianK(>s  in  . .  0  i 

cirrhosis     of     liver      in 

tenninaV  sta«4G«  ot      . .    ^W 


T«    I 


825 
092 
720 

099 
7<M) 
liU) 
HH) 
7<K) 
7(M) 
700 
720 

7«»»> 

237 
099 


717 

097 
700 
700 
700 

700  i 

737 


S/flt-nic  artirmia,  tvntd. 

clubbeil  finireni  in  . .      129 

dias^nosis  from  cirrliosis  of 

liver  411,  691,  69C 

htematemosis  hi..         301*.  411 

lui*morrliai;ni  in  . .         . .      -il  1 

-  infantile  . .         . .         . .        42 

jaundice  in  ..         ..      ill 

leucopeiiia  in       . .         . .      411 

-  aMiema  of  let?*  in  . .     450 
oftt'ii  really  cirrliosis      , .        04 

-  pericarditis  in      ..         ..     122 

jieripher.il  neuritw  in     . .        70 

fileuritic  effusion  in        ..     1-2 

puri>ura  in  . .  . .     59€ 

relation  to  splenomc^lio 

cirrhosis  ..  G*J4 

severe  aiuvmia  in  411,  459,  694 

slow  courso  of  . .     411 

spleen  enlarged  in(Fi>.  18C, 

p.  694)        64.  76,  86.  302, 

411,  599.  692,  094,  696 
terminal  stafre  of  cirrhosis 

of  liver  known  as  Duiiti's 

dlsf>ase  ..         ..     411 

-  artery    opened    by    (fastric 

ulrar  . .  . .         . .     29S 

-  flexure,  cannnoma   of   ("see 

Carcinuiua  of  Colon  ;  and 

of  Splenic  Flexure) 
Splenomeiluilary  leukwmia  ^seo 

Leukaunia) 
SplonomogiHc    cinlicsis  (see 

Cirrhosiis   Splenomcgalic) 

-  polycythamla  187. 

579,  580,  581,  093 

-  a^e  and  sf>T  incidence  of       581 

cyanosis  in  181,  187,  093 

diatrnosb  of 

polycytlia'mia  ui 

-  spleen  enlarcred  in        692, 
symptoms   sm.i;<s»tive   of 

cardLic  lesion  in 
SpllntI,  t)ulla>  fmiii     . . 

-  contnM'ture**  from  . . 

-  panfrrene  from 

-  Ilod^n's,  taliiic^  from     . . 

-  muscular  ntroi>hy  from    . . 

-  tali|MM  from 

-  vesicles  from 

-  Volkmann's  contracture  from 
.Splint4TS  in  the  rectum 
Spondyiltit,  colicky  pains  in.. 

-  dtformani.  aire  inciden(.*c  . . 
atrophy  of  dorsal  musi'les 

witli 

-  cfilcillcation    of    anterior 

common  lipanient  in.. 

contractures  in  . . 

flxatioTi  of  spine  in 

-  after  f;;onorrhcea . . 

influenza 

kyphosis  in 

ost co-arthritis  with 

pain  in  tlie  chest  uith    .. 

hips  and  lesp*  w^ith 

-  sex  uiciilence  of.. 

simulatin;;  lumbago 

StMatit^ 

-  spasm   of  donial   muscles 
with 

-  stiff  back  in 

-  —  nock  in 
tendeniess  in  spine  from 

78 »,  785,  780,  787 

after  tonsillitis    . .  . .     787 

typhoid  fever  . .  . .     78  T 

x-rays  in  diainiosis  of    . .     787 

Spondylosc    rhiiomdiique    of 

Marie 
Spontfy    i^ims   (see    iUeeding 

( iiims; 
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693 
093 

093 
110 
105 
282 
132 
72 
132 
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035 
131 

787 

787 

787 
107 
708 
780 
787 
183 
787 
787 
787 
787 
787 
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ifporr*.  o*ntJ. 

-  of  microfriKiruri  f-  '= 

-  —  xxiniiiti«<imiip 

-  in  rintrw^imi 
Sporotrta'bnrib*  of  Iiil^'.- 

from  |ihrhis^ 

-  —  luenic*i>tT»4S  :ii  .. 

OVllpatUHl  of  I'*t.' 

-  fibroid    luai;   mA    S 

vctasiB  froni 
S|iott«Ml  fe*  »T  (»tj  1  iw 

Kit  i*.  C«Tt*n*j  :■- 
SpraiiLS.  muscle  a\xv,'. 
"  piiri'ur.i  from 

-  t.ftli[i«is  from 
Sprfni?*'!'*  idiouldrr   . 
!^|fnie,  diarrticr^  m    . 

-  fatty  stuuU  iTi 

-  pty:ilk*ni  due  to 

-  »toniatiCM  m 
Spur  of  iuaaI  liepcur 

from 

-  -  -  ot  •struct  ion  to 
SPUTA,   varietir*  ^: 

cince  of    .. 
Sputum.    ac;.l-f:w.t    I. 
pivv*it/li*  falUi'V   I 

-  of    acute    ItiTTii^Mi^ 

stroukrt  in.'. 

-  anohi'>%-y-]<ftUv^^Ukf 

-  -  -  from  li\er  it*** 

-  H.  mallei  iii. . 

-  td<.K>l-tiiu?e«l      froa 

ijrrowtii  in  Ijil:  , 

-  bill  Mb.     in     i:J»vt.> 

Jt.  pyucyaiMTtbi 

-  in  broiir>)i;«x-t;M«is 

-  broncbitU.  Idoixl  ?■ 

-  -  oli»rui'ter^  of 

-  capmiLttcii  dipli>\K. 

-  cviMAous  m.tas  ilk 

-  o.istw   of   hrout-hiil 

-  * 'liitrcot-I>»ydrt.  <r 

-  cck;uniUtion   t*^t  U 

nilotis  nAtiuv  of 

-  with  ooiif;li 

-  crctiuvoiis  pellet  u 

-  CurfH'lim.iun's  s;ir.i 

-  indiphtlii'ri&.broxkc 

-  ilistumii  pulmonale 

-  dull  re<i  from  ruptui 

:ilkS4.-c9it4  into  lun^ 

-  olastic  flbrts  in  (J 

p.  701)   lS.-»,  2S<. 
3li«.   321, 

-  -  -  as     evidence 

dK«tnict  Hin 

-  -  —   in  iraiicrvfif  i»f 

-  in  empyema  rupii 

-  oo>iiiophilc  t*ell*  in 

-  examination  of 

in  CfuH-s  t»f  lc«s  o 

empyt^ni.k.  . 

-  fatld.  abiinilant 
in  brtmchiet-t.isis 


99. 


-  broni'hitu. . 
enipyom^t 

787 fibroid   liin*? 

7?* 7     -  -  ir.umrv'nc  of  lum: 
70S old  plithijjLicd   \< 


•    I  •      ' 


787  ■  - 


445 


-  niptupe    of    livor 

throui^h  liiupl.: 

frM>;ment  of  new  »n 

in  iramnt^ne  of  the  I'l 
bnreiMiisli.    in    mfrti 

H.  ]>yocyHUffMW 
hepatic  pus  in.  trxm 
<^i    liepatio    M^«si 
^^"w^         I7»i.  323 
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Sputum,  eontd. 

-  InfluenjMi  T'-JUi  In..        821,  702 

-  in  lobar  pn.  *noni»  ..     320 

-  micrococctis  tetragenuB  in      705 

-  micro6copical  examination  of  176 

-  naked   eye   appearance  of, 

unreliable  in  dia^osis. .     700 

-  nanimular    . .         . .         . .     700 

-  oidium  albicans  in..         ..     70ft 
tropityile  in  . .         . .     706 

-  ova  of  paragonimuB  Wester* 

mani  in 705 

-  peniciilitim  glaucum  in      . .     705 

-  in  phthisiB  87,  99, 185,  288, 

325,  578,  651,  674,  700,  701, 712 
absence  of  tubercle  bacilli    704 

-  pneumo-bacilli  in    . .         . .     702 

-  pneumococci  in  (Ptale  XII, 

Fig.  0) 696 

-  in  pneumonia    175,  186,  320,  321, 

372,  700,  701,  702 

-  repeated  copious,  from  em- 

pyema of  lung    . .         . .     323 

-  tubercit  bacilli  in  (Plate  XII, 

Fig.  A',  p.  696)         87,  99,  700 

no  indication,  of  itself, 

of    progressive    long 
destruction  . .  . .     701 

metliods  of  concentra- 

tion  of         . .         . .     701 

in  phthisis       ..        578,  712 

tuberculous     laryngitis 

325,  674 
and  elastic  fibres  in    . .     185 

-  viscid  ..  ..321,872,505 

-  -  rusty         . .  175,  186,  372, 

700,  701,  702 

-  Ziehl-Neelsen     method     of 

staining      for      tubercle 

bacilli  in 700 

Squamous  eruptions  (see  Scales) 
Square  face  of  acromegaly  . .     263 
Squint  (see  Strabismus) 
Stab,  hsemorrhage   into  cord 

from  563 

-  pneumothorax  after        577,  578 

-  surgical  emphysema  from        281 
Staccato  speech  In  disseminated 

sclerosis    ..         ..        842,  686 
Staggering  (see  Qait) 
SUInlng  for  blood  films       . .      27 

-  method  for  gonococci      211,  768 

-  •!     Skin     after     erythema 

papnlatum  . .         . .     531 

lichen  ruber  planus       . .     529 

pemphigus  vulgaris        . .     654 

psoriasis  . .         . .         . .     657 

small-pox  . .         . .     605 

-  -  svph Hides  . .         532,  604 

-  Ziehl-Neelsen's  for  tubo'cle 

bacilli       700 

Stammtrino 688 

-  bladder         439 

-  in  general  paralysis           . .  688 
Stapedius  muscle  paralysis  . .  536 

liyperacusis  from        . .  537 

Stapes,  fixed  in  otosclerosis. .  190 
metliod  of  diagnosing  . .  189 

-  pressure  on,  vertigo  due  to  828 
Staphylococcut,  in  ascitic  fluid  57 

-  bacteriuria  from     . .         . .  83 

-  in  cerebrospinal  fluid        . .  340 

-  circulating  blood    . .         . .  650 

-  empyema 119 

-  epididymo-orchitiB             . .  518 

-  fungating  endocarditis      . .  237 

-  hnpetigo      ..  113,  601,  602 

-  laryngitis     . .  670,  678,  709 

-  meningitis  (and  see  Menin- 

gitis, SUphylococcal)    839,  642 

-  in  nasal  discharge  . .         . .     203 

-  normal  urethra       . .         . .       82 

-  pemphigus  neonatorum    111,  113 

-  pharyngitis 670 


Staphylococcus,  cotUd, 

-  in  phthUical  i^putum          . .  701 

-  prostatitis  due  to  . .         . .  83 

-  pyelitis  due  to        . .         . .  625 

-  In  septicauuia          . .         . .  372 

-  simulating  gonorrhceal  ure- 

thritis         631 

-  in  sycosis  vulgaris  . .         . .  602 

-  tonsillitis  from        . .         . .  670 

-  ureteritis  from         . .         . .  515 

-  urethritis  due  to  . .  83,  631 
Staphyloma,  posterior  . .  462 
"  StarchinesH "     of     face     in 

pseudo-bulbar  palsy  . .  686 
Staring     facies     of     Graves' 

disease     . .         . .         . .  261 

in  paralysis  agitans       . .  262 

Starvation,  acetonuria  in      . .  4 

-  anffimia  in  . .         . .          87,  459 

-  cachexia  from         . .        459,  461 

-  disappearance  of  phosphates 

from  urine  in      . .         . .  572 

-  glycosuria  in           . .         . .  292 

-  hypothermia  due  to          . .  621 

-  leucopenia  in          . .         . .  401 

-  marasmus  from      . .         . .  427 

-  oedema  of  legs  in    . .        459,  461 

-  wastinsf  from  . .  69,  847 
Status  epilepticus       . .         . .  169 

-  lymphaticus  (see  Lymphatism) 
Stays,  Kiedel's  lobe  due  to  . .  279 

-  spinal  curvature  due  to  . .  214 
Steam,  sore  throat  from  . .  671 
Stelwngon,  re  bathing  pruritus  588 

-  re  vesicular  syphilis  . .  832 
Stellwag's  sign  in  exophthalmic 

goitre  ..  244,  258,  792 
StanOiit  (see  under  rarious  cvgans) 

-  mitral  (see  Mitral  Stenosis) 

Steppage  gait 66 

Stercobilin,      absence      from 

faeces     with     carcinoma 

of  pancreas  116 

-  in' gall-stone  obstruction  . .  116 

-  pancreatitis  . .  . .  116 
Stercoral     ulcer     of    bowel, 

acute  peritonitis  from  . .  55 

STERILITY 705 

-  distinction  from  impotence  346 

-  necessity    for    semen    ex- 

amination in       . .         . .  705 

-  due  to  oligospermia          706,  707 

-  salpingo-oophoritis             . .  760 

-  sex  incidence  of      . .         . .  705 

-  from  x-rays 80 

StamomattOid,  spasm  of  hys- 
terical         166 

-  clonic  contractions  of        . .  161 

-  torticollis  due  to  injury  of. .  708 
Starnum.  affection  of,  in  yaws  449 
tenderness   of   the   chest 

from 776 

-  carcinoma  of,  secondary  ..  776 

-  erosion  by  aneurysm        191,  482 

-  new  growth  of,  tenderness 

in  the  chest  from           . .  776 

-  periostitis  of,  causes  of     . .  776 

-  swelling  on.  syphilitic        . .  752 

-  tenderness  of  (see  Tenderness 

of  Sternum) 

STERTOR        707 

-  distinction  from  stridor    . .  707 

-  during  convulsions             . .  169 

-  in  malingerers        . .         . .  173 

-  Stokes- Adams'  disease      . .  97 

-  syncope  of  fatty  heart      . .  241 

-  unemic         . .         . .         . .  48 

Stiffnatt  of  back  from    abdo- 
minal aneurysm.  .299,  486,  728 

in  dorsal  spinal  caries    . .  474 

from  myalgia      . .         . .  607 

-  of  joint,  hysterical..         ..  389 

-  in    intermittent    hydrar- 

throsis . .         . .         . .  887 


Stiffness  of  joint,  eontd, 

from  syphilitic  synoritio  886 

-  of  knee  from  osteo-arthritis  884 

-  -  (and  see  Arthritte) 
STIFF  NECK  (see  also  Pain  in 

Neck)       707 

from  acute  cervical  adenitis  674 

cerebrospinal  meningitis  828 

and  jaw  in  tetanus        . .  162 

method   of    investigating 

nature  of  . .  708 

from  mumps       . .         . .  674 

myalgia  of  neck  muscles  507 

pain  in  back  from  . .  477 

-  in  post-basal  meningitis  828 

-  due  to  sitting  in  a  draught  477 

tetanus  . .         468,  803 

Stigmata,  venous,  from  chronic 

alcoholism  . .         . .  797 

Stiirt  dlwaia,  (Fig.  120)     . .    418 

affection  of  joints  in      . .     418 

-  amemia  in  . .  40,  418 
corresponds     to       acute 

rheumatoid       arthritis 

in  adults  . .     418 

emaciation  in      . .         . .       40 

lymph  glands  enlarged  \n 

40,  416,  418 

pigmentation  of  skin  in. .     418 

spleen  enlarged  in  40,  418 

Sthigs,  bleeding  grums  due  to        86 

-  pruritus  caused  by . .         . .     688 

-  veeicles  from  . .  . .  834 
Stinging-nettle,  wheals  from  850 
Stitch,  cause  of  . .         . .     478 

-  pain  in  chest  from  . .    477 

-  tenderness  In  chest  from  . .     776 
Stockbrokers,  chronic  pharyn- 
gitis hi     . .         . .        670,  673 

Stocking  and  glove  ansBsthesia 
in     peripheral     neuritis 
(Fig.  176)  ..660 

Stokers,  enlarged  heart  in  . .  288 
Stokat-Adams'  ditaaaa        . .    17S 

bradycardia     and     other 

symptoms  of  . .         . .       97 

coma  in 527 

convulsions  in       169,  172,  627 

new  growths  in  . .         . .       98 

sudden  halving  of  pulse- 
rate  in  . .         . .     627 
Stomactl,  acute  post-operative 

dilatation  of         . .         . .     842 

-  atonic  dilatation  of  . .     864 

-  atony  of,  contraindicated  by 

peristalsis  and  vomiting       718 

-  carcinoma  of  (see  Oarcinoma 

of  Stomach) 

-  contanti,      estimation      of 

total  acidity  of  . .         . .     866 
examination  of  . .         . .     866 

-  excess  of  mucus  in  gas- 

tritis      362 

-  microscopic  examination  of  365 

-  stagnating     in     pyloric 

obstruction  . .  352 

-  tests  for  free  HCl  in  . .  355 

ferments  in      . .  . .  356 

organic  acids  in  . .  856 

(see    also    Vomit ;  and 

Vomiting) 

-  cough  due  to  . .         ..175 

-  determination  of  motility  of    355 

-  of  size 355 

-  dllatad 

acetonuria  in      . .          . .  4 

asthenic    . .          . .          . .  364 

atonic,  absence  of  visible 

peristalsis  in  . .  . .  571 
bismuth  meal  and  x-rays 

in  diagnosis  of            . .  362 

-  in  carcinoma       . .         . .  361 

causes  of  . .                   863,  713 

characters  of  vomit      ..  846 
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8tomaeh,Uilaied,  contd. 

denioustration  o(  atagna- 

tion  by  treatment  in . .     S53 
diainioHis  from  duodenal 

carcinoma        . .         . .     725 

^astroptoB-B  of  352,  S53 

from  hour-fflaw  stomach   S53 


I 

I 
I  - 


I  _ 
I  _ 
I  - 


I  _ 


of  indigestion  from     . .     S52 

-  -  extreme  Uiirat  due  to  . .     789 

flatulence  in        . .         . .     267  _ 

in  gastric  carcinoma     . .     846  ;  - 

indicanuria  in     . .  . .     349  ■ 

large   quantities  of  fluid 

vomited  with  . .         . .     845  j  - 
limited  value  of  suocottion 

in  indicating  ..         ..712 

percussion  te^ts  for       . .     352 

ptyulism  in  .  •     591 

-  Irom  pyloric  obstruction 

723,  789  . 
colicky  pains  of      . .     134 

-  pylorus  sometimes  in  right 

iliac  fossa  737 

-  sarcinn  in  vomit  with  . .     713 

-  simulated  by  dilated  colon  714  • 

-  simulation  of  ascites  by      717 
succussion  sounds  in    362,  711 

-  -  tetany  after        . .  3.  178,  802 

-  visible  gastric  peristalsis  in  571  ' 

-  -  vomiting  with     . .       737,  843  I 
wasting  in  . .     737  > 

-  iiMM,  constipation  in  144 
of  negroes  115 

-  -  pain   in   temporal  region 

from      . .  . .     783 

>  >  -  and  tenderness  in  back 

from  (Fig.  204)       . .     788 

-  tenderness  in  chest  fr<Kn 

776,  779 
epigastrium  from       779,  783 

-  downward  displacement  in 

gcno^i  visceroptosis  (Fig. 
105,  p.  353)         . .  . .     473 

-  dry  cough  due  to  . .         . .     175 

-  flatulence     in     functional 

disorders  of 

-  flatulent  distention  of,  pain 

in  left  hypocliondrium  in 

-  tuemorrhagic     erosions    of, 

hflcmatemesis  from       294,  298 

-  berniate<l  into  tliorax       . .     712 
--  kfur'fllatt.     anomalies     of 

resonance  in 

-  diagnosis     from     gastric 

dilatation 

-  gastric    lavage    in    dia- 

gnosing 
paradoxical  dilatation  in 

-  -  symptoms  of 
vomiting  from    . . 

-  inflation  of,  in  diagnosis  of 

pancreatic  oyiit  . . 

-  for  diagnostic  purposes 

352,  355,  690 

-  injuries,  Ii^ematemesis  hi  294,  299 

-  metliOilM  of  examination  of      355 

-  motor  iiiMuflicicncy  of,  evi- 

dence from  gastric  con- 
tents          844 

-  normal  emptying  time  of  . .     355 
situation  of         . .        722,  727 

-  pain  in         484 

-  reflexes,  ptyalitim  from     ..     591 

-  rupture  of  aneurysm  Into        140 

-  sarcoma  of  (soe  Sarcoma  of 

Stomach) 

-  snccusMion  sounds  in  normal 

710,  711 

-  nlocrution  of  (see  Gastric  Ulcer) 

-  Taguii  ncrvo  supplying      . .     842 

-  »-rayH     and     bismuth    in 

demarcating        . .         . .     727 
Stomndi-ache     in     Henoch's 

purpura 600 


267  t  - 


499 


353 


853  I  - 

353  I  - 
353  I  - 
845  I  - 
843  I  - 

690  '  - 

I 


i  - 


Stomach-aciie  and  spinal  caries 

oonfuMd  . .         . .         . .  181 

Stomach-tube  in  diagnosis  of 

pyloric  obstruction        ..  144 

StMMtltil,  aphthous              ..  815 

in  ctiildhood        . .         . .  815 

ptyalism  ui          . .         . .  590 

bacteriology  in  diagnosis  of  591 
bleeding  gums  in    . .            86,  88 

dysphagia  in  225 
enlargement  of  submaxillary 

lymphatic  glands  in       ..  419 

foul  breatii  due  to  . .  99 

-  taste  from            . .         . .  774 

impetiginous,    perltebe     in 

oesociation  with..  404 

loss  of  taste  due  to. .  774 

malignant     . .         . .          . .  590 

mercurial,  37,  295,  590.  774,  797 

ptyalism  in             . .  590 

-  hi  scurvy 85 

-  sprue            197 

-  suppurative             . .         . .  590 

-  in  syi)hilts    . .         . .         . .  86 

-  tuberculous,  in  phthisis    . .  591 
ptyalism  hi         . .         590,  591 

-  ulcer  of  the  tongue  with    . .  812 

-  ulcerative,  causes  of          . .  815 

-  varieties  of  . .         ..   86,  88,  590 

-  Wassermann's  reaction  In  591 
Stone  (see  Calculus^ 
Stonemason's  lung     . .         . .  317 
Stools  black  after  bismuth   . .  428 

-  diaracters     in     pancreatic 
Insufliciency                   ..  216 

STOOLS,  FATTY                  . .  265 

-  of  dysentery,  amoeba  coll  hi  196 

-  examination  of  in  diarrtioea  196 

-  benatic  pus  in  409 

-  pale,  in  obstruction  of  blle- 
ducte  . .        862,  410 

-  rice-water,  in  cholera  ..  301 
slouglis  from  Peyer's  patches 

in  typhoid  fever  . .         . .  697 

trictihinlla!  in,  in  trichinosis  504 
vibrio  of  cholera  m           . .  301 
Stoutness  in  etiology  of  gall- 
stones      . .         . .         . .  135 

STRABISMUS 709 

-  amblyopia  with      . .         . .  836 

-  in   association   with   laryn- 
geal paralysis      . .          . .  539 

-  without  diplopia  . .  . .  200 
diplopia  from  . .  . .  709 
in  di«Meminated  sclerosis  . .  838 
meningitis  . .  .  .850,  359,  563 
myastlienia  gravis  . .  687 
organic  cerebral  disease  . .  328 
due  to  syphilis  .,  640 
tlirorabosis     of     cavernous 

sinus         ..         ..         ..  651 

tuberculous  meningitis     . .  174 
StnUn,  aortic  disease  due  to 

236,  237,  238 
oonjunctival  lupmorrhago  from256 

orchitis  from           . .          . .  79 

-  rupture  of  aortic  valve  from  106 

-  sudden     muscular,     q>inal 
lesions  produced  by      . .  787 

Strangulated  hernia  (see  Ifemia, 
Strangulated) 

-  flbromyomata  of  uterus    . .  434 

-  q>leen           700 

Strangury  from  retention  of 

urine         . .         . .         . .  440 

Strapphig    hi    distinguishhig 

fi^owtli    and    gumma    of 

testis         621 

Stramonium    in  diagnosis  of 

asthma 582 

Straw,  octhiomycosis  from  . .  88 

-  qHMTOtrichosis  from            . .  322 
Strawberry  tongue  in  scarlt-t 

fever         ..         ..         ..007 


339, 


in  ascitic  fluid 

-  bacteriuria  from     . . 

-  bronclio-pneuinonia 

-  in  cer«?hroiiipinal  lluid 

-  the  circulating  blood 

-  cystit  is 

-  empyema 

-  epididynio-orchitis 

-  erysipelofi 

-  fiuagatiiig  endocarditis 

-  and  gonococoi  asdociacei  . . 

-  in  impetigo  . . 

-  laryngitis  due  to  . .      2;^s. 

465,  466,  670. 

-  -  oedematoos 

-  —  suffocative 

-  roenineitis  due  to  . . 

-  in  nasal  discharge  . . 

-  nephritu  due  to     . . 

-  normal  urethra 

-  perleche  from 

-  pharyngitis  from 

-  in  phthisical  ^>utam 

-  prostatitis  due  to  . . 

-  pyelitis  due  to 

-  in  septicsBmia 

-  suppurative  meningitis 

-  tonsillitis 

-  ureteritis 

Streptotrichosis   of   liver 
Strlations  on  lips  in  congenital 

syphilis  (Pig.  79) 
Stricture   of    cesophagus   (ece 
(Esophagus) 

~  #f  imtim 

albuminuria  from 

associated  with  carcinoma 

bilateral  hydronephrosis  in 

bougie  in  diagnosing 

439.  440, 

and  calculus  aioociated 

catheter  in  diagnosing  . . 

changes  in  stream  of  urine 

from 

cystitis  from 

dribbling   of    urine  after 

cessation  of  stream  m 

endoscope    ui    diagnosing 

208,  439,   440.  511. 

-  -  feeble  stream  of  urine  in 
forced  urination  in 

-  -  gradually  increasing  diffi- 

culty of  micturition  in 

hydronephrosis  due  to  . . 

micturition,   difBcalty   in 

starting  in 

frequency  of ,  in 

pain  during,  in 

in  i>en»  during 

neplwitis  from     . . 

pyelitiK  in 

pyonephrosis   from 

pyuria  due  to     . . 

retention  of  urine  in 

from  spasm  or  contKStion 

urethral  abscess  due  to. . 

-' calculus  behind 

fistulsB  from        442,  677, 

-  nretliritis  from    , . 
STRIDOR        

-  distinction  from  stertor    .. 

-  in  laryngeal  obstnaction 

185.  465. 

-  due  to  potaasinm  iodide    . . 
Strophanthua,        bradycardia 

from 
Stropliulut.  papules  of 

-  severe  itchiiiig  in     .. 

-  varicelbk  simulating 

-  vesicles  in    . . 

-  wheals  In 

Stryclinint  ptiMniot,  absence 
of  lockjaw  in 

-  consciousness  retained  in 


510, 


623. 
45. 
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802 
464 
586 
327 
258 
410 
369 
861 


256 

537 
22S 


593 


429 
428 
436 
429 
744 
419 


Biryefmine  poisoning ,  oontd. 

convulsions  in      169,  170,  801 

diafiracMis  by  analysis     464,  652 

from  hysteria    464,  652,  801 

tetanus  . .  . .       162,  802 

opisthotonos  in  . .        463,  652 

retraction  of  the  head  in      641 

-  risus  sardonicus  in     463, 

651,  652 

spasms  in  . .  . .     178 

symptoms  brouj^ht  on  by 

touching  patient         . .     652 

trismus  late  in    . .        162,  802 

twitch  iuj?8    and    convul- 

sions  in 
from  vermin-killers 

-  priapism  caused  by 
Stuffy  rooms,  headache  from 
Stunting  in  cretinism 

-  Hanoi's  cirrhosis    . . 

-  splenome$?alic  cirrhosis 
Stupor  in  chotemia    . . 
Stutterini?  (sjee  Speech,  Abnor- 
malities oO 

Stye,  conjunctivitis  doe  to  . . 
Stylomastoid  foramen,  effects 

of  lesion  at 
Subclavian  artery,  abnormal 
aneurysm  of  (see  Aneur- 
ysm, Subclavian) 

-  unequal  pulses  from  athe- 
roma of    . . 

Subdiaphragmatic  abscess  (see 

Abscess,  Subphrenic) 
Subinvolution  of  uterus 

mcuorrhagia  from 

metrot^taxis  from 

-  -  uterine  congestion  in 
Submammary  abscess 
Submaxillary  abscess.. 

-  lymphatic  glands  (see  Lym- 

phatic Glands,  Submaxillaxy) 
Subnormal  temperature        . .     345 
Subphrenic  abscess  (see  Abs- 
cess, Subphrenic) 
Subscapular    nerve,    mosclw 
supplied  by 

spinal  roots  derived  from 

Subscapularis   muscle,   spinal 
nerve-root  supplying     . . 

nerve  supply  o£  . . 

Subthalamic  region,  hyperpy- 
rexia from  lesions  of 

-  tumour  of  (see  2d  id-brain. 

Tumour  of) 
^uecinic  acid,  leucocytosis  from  400 
succulent   hand    in    syringo- 
myelia     . .         . .         . . 

(UCCU8SI0N  SOUNDS 

-  -  in  abdomen,  causes  of  . . 

•  -  epigastrium,    gastric    or 

colonic 

•  -  gastric      . .         . .        852 
• limits  of  normal 

•  -  with  pneumothorax 

•  -  in  pyloric  or  duodenal  ob- 

struction 
thoracic 

-  list  of  causes  of    . . 
Sucking    in "    above    the 

clavicles  in  laryngeal  or 

tracheal  obstruction     465,  642 

udamen,  vesicles  with        ..     714 

udan  III  test  for  chylaria. .     126 

udden    death    from    fibroid 

heart        242 

-  ruptured  aneorysm      107,  140 
ifTocation,  sense  of,  associated 

with  flushing       . .         . .     268 
iffocative  oedema  simulated 

by  laryngeal  paralysis  . . 
igar  in  cerebrospinal  fluid  . . 
sore  flngers  from  handling 
in  urme  (see  Glycosuria) 


550 
550 

556 
550 

346 

798 


285 
710 
711 

723 
723 
710 
577 

571 
19f 
711 


539 
339 
266 


Suggottion  (fear  of  pregnancy) 

causing  amenorrhcsa     ..       23 

-  in  diagnosis  of  phantom  ta- 

mours 721 

-  hysteria       ..  150,  343,  527 

-  treatment     of     functional 

hiccough  . .         . .         . .     343 

paralysis  of  vocal  cords    538 

Suicide  by  phosphorus         ..     378 

-  the     result     of      extreme 

tinnitus    . .  . .         . .     793 

Sulphhsemoglobintemia  184,  187 
Sulphanilic  acid  reagent  . .  197 
Sulphates,   aromatic,   in    the 

urine         823 

-  urinary,    ratio    of    organic 

to  inorsranic        . .         . .  -     97 

Sulphides  formed  during  putre- 
faction     . .         . .         . .     283 

Sttlphonal.         Cheyne-Stokes 

respiration  due  to  ..125 

-  coma  due  to  ..         ..137 

-  heematoporphyrinuria  due  to  820 

-  poii^oning,   influence  of  sex 

on..  820 

-  purpura  from  effect  of  taking  596 
Sulphur  dioxide  causing  coryaa    203 

-  granules     in     abscess     in 

aetinomycoeis  of  liver  ..  415 
Sulphuretted      hydrogen      in 

urine         187 

Sulphuric     acid,      in     Ziehl- 

Neelsen  tubercle  stain  . .  700 
Summer   season,   relation    to 

cheiropompholyx  . .     832 

-  severe  diarrhoea  in  infants  in  579 
6uii,  erythema  from  exposure 

to 252 

Sunstroke,  headache  in        . .     329 

-  hyperpyrexia  in     . .         . .     344 
Superciliary    ridges,    enlarge- 
ment in  acromegaly      749,  753 

Superficial  cervical  nerve,  skin 

distribution  of    . .         . .     659 

Snperinvolution  of  uterus  caus- 
ing amenorrha»  23,  24 

Supernumerary  rilM  (see  Rib, 
Cervical) 

Superior  gluteal  nerve,  musclen 

supplied  by         . .         . .     542 

spinal     roots    derived 

from  . .  . .     542 

-  longitudinal    sinus    throm- 

bosis (see  Thrombosis) 
convulsions  in         . .     558 

-  mesenteric  artery,  embolism 

of,    in   fungatmg    enudo- 
carditis 646 

-  vona  cava,  obstruction  (tf, 

cyanosis  from  ..     184 

by  aortic  snearytm 

(Fig».  72,  73)  234, 

235,  286,  826 

aneurysm     . .         . .     746 

bronchial  glands     ..     422 

bruit  with   . .  , .     286 

causes  of      . .         . .     461 

causing    oedema    of 

face,  neck  and  arms    458 

by    chronic    flbroos 

mediastinitis       . .     826 

cyanosis  from        ..     184 

in  mediastinal  fibrosis 

484,  746 

growth        465,  488,  826 

by  new  growth      121,  822 

oedema  of  arms  and 

head  from  ..     826 

face,     neck      and 

arms  from       ..     461 
rupture  of  aortic  aneu- 
rysm into    ..         ..     482 
thrombosis  (see  Throm- 
bosis) 


Supinator  brevis,  nerve  supttly    560 

-  jerks  exaggerated  in  upper 

neurone  lesions  . .         . .     546 

-  longus,  clonus  of    . .         . .     161 

escape  in  lead  palsy      ..       77 

nerve  supply  of  . .         . .     550 

spinal  nerve-root  supplying  556 

Suppositories  in  diagnosis  of 

nature  of  constipation  . .     14S 
Suppression  of  urine  (see  Anuria) 
Suppuration  in  accessory  nasal 

sinuses,  earache  from  . .     280 

-  deep-seated,  anaemia  in    . .      89 

-  headache  in  . .     828 

-  leucocytosis  due  to  399,  614,  620 

-  long-standing,      lardaceous 

disease  froui         197,  414,  69f 
causing  ameaorrhoea     . .       21 

-  in  onychia 446 

-  polymorphonuclear     leuco- 

cytosis as  evidence  of    . .     400 
Suppurative    meningitis    Csee 
Meningitis  Suppurative) 

-  otitis  media  (see  Otitis  Mctdia) 
Supraclavicular   olandt,   dia- 
gnosis of  site  of  abdominal 
growth    by    microscopic 
examination  of  . .  421 

enlarged  (see  Lymphatic 

Glands,  Supraclavicular) 

-  nerve,  skin  distribution  of      669 
Supraorbital     nerve     region, 

herpetic  eruption  of       . .     807 
skin  distribution  of       ..     669 

-  neurnlgia      in      iritis     and 

cyclltis 266 

-  pain  from  eyestrain  . .     496 
Supraronal  gland,  carcinoma  of 

(see  Carcinoma  of  Supra- 
renal) 

malignant     disease      of, 

(see     also     Suprarenal 
Tumour)  . .         . .     690 
normal  situation  of      . .     72S 

-  sarcoma     of,     secondary 

deposits  in  cranium  from  782 

-  rests     in     kidney,     hyper- 

nephroma from   . .         . .     690 

-  secretion,  effect  on  menstriia- 

tion  480 

-  tumour,  abdominal  swelling 

due  to 898 

no    Addison's  disease    if 

unilateral  . .     690 

-  associated     with    sexual 

precocity  . .         . .     729 

-  diagnosis      from      renal 

tumour  . .         . .     690 

splenic  tumour  . .     690 

excesMive  fatness  of  chil- 
dren from        . .         . .     464 

filling  of  loin  by  . .         . .     729 

haematuria  from  Lnrolre- 

ment  of  kidney  in      . .     690 
jaundice  in  . .         . .     868 

-  laparotomy  m  diagnosing     690 

from  renal  tumoon      898 

malignant  690 

-  obesity  with  . .     454 

-  palpable  in  epigastrium       726 
right  lumbar  region  . .     727 

-  phjrsical  signs  of . .         . .     690 

-  premature     development 

of  genitalia  with        . .     454 

in  right  capsule,  bile-duct 

obstruction  from        . .     S67 

-  rounded   movable  hjrpo- 

chondriac  swelling  due  to  898 

-  simulating  enlarged  q)Ieen 

726,  789 

-  simulation    of    renal    or 

hepatic  swelling         . .     8t7 

urinary     changM,     from 

involvement  of  kidn«y  in  690 

63 
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SUPRASCAPULAR    NERVE—SWELLING    OF    JAW 


Suprascapular  nerve,  muscles 

supplied  by     . .         . .  &50 

paralysis  of          . .         . .  661 

spinal  roots  doived  from  660 

Bapraspinatus,  nerve  supply  of  660 

-  wasting  in  phthisis            . .  73 
Supratrochlear  nerve,  skin  dis- 
tribution of        . .         . .  669 

Surgical  emphysema  (see 
Emphysema,  Surgical) 

-  kidney  (see  Nephritis,  Ascen- 

ding) 

Bwabbini;;  of  tonsils  in  dia- 
gnosis of  throat  infections  419 

Swaliowinsr,  difficulty  in  (see 
Dysphagia) 

SWMt,  bloody 715 

-  coloured  from  chromidrosis  714 

-  ducts    involved    in    granu- 

losis rubra  nasi    . .         . .  714 

-  foul   smelling          . .         . .  714 

-  retention,  ohelropompholyx 

due  to Ill 

-  urinous  odour  of    . .         . .  716 
SWEATING,     ABNORMALI- 
TIES OF 714 

-  absence  of 714 

facial  in  cervical  sympa- 

tlietic  paralysis          ..  247 

-  in  spots  of  leprosy        . .  424 

-  in  acute  rheumatism         . .  376 

-  bacilluria 616 

-  colic ISS,  472 

-  crises  of  locomotor  ataxy. .  662 
•  deficiency  of,  in  myxoedema  686 

-  In  enteric  fever       . .         . .  648 

-  extreme  thirst  after          . .  789 

-  in  f ungating  endocarditis  IDS,  237 

-  Graves'  di^ase       . .         . .  797 

-  from  hepatic  abscess         . .  661 

-  in  Uodgkin's  disease          . .  649 

-  hyperkeratosis,  in  arsenical 

Soisoning . .         . .  76,  87 

rachial  neuralgia          . .  491 

egg-shell    nail   associated 

with 446 

-  in  influensa             . .         . .  699 

-  leukiomia     . .          . .         . .  649 

-  with  lightning  p.ims  of  tabes  489 

-  in  malaria  . .  . .  36,  616 
-malingering..          ..         ..  464 

-  malnutrition           . .         . .  714 

-  Malta  fever             . .         . .  606 

-  at  night     (and    see    Night 

Sweating)            . .         . .  714 
in  phthisis           . .        577,  714 

-  pernicious  anaemia..         ..  649 

-  pink  tint  wiUi         . .         . .  714 

-  profuse,  constipation  due  to  146 

-  after  crisis  in  pneumonia  702 

-  in  hifantile  scurty        . .  116 

-  tropical  abscess  of  liver  . .  369 

-  in  pyaemia    . .         . .       372,  649 

-  pyonephrosis           . .         . .  396 

-  relapsing  fever        . .         . .  698 

-  rheumatoid  arthritis         . .  878 

-  in  rickets 171 

-  during  rigors          . .         . .  646 

-  in  sali)iiigo-odphoritis       . .  760 

-  sense  of,  in  a  dry  part,  in 

syringomyelia     ..          ..  664 

-  in  8eptica?mia         ..         ..  376 

-  with  sinus  thrombosis      . .  660 

-  In  trichinosis           . .         . .  604 

-  tropical  abscess  of  liver  . .  408 

-  urate  deposit  with..         ..  815 

-  yellow  in  jaundice  . .  . .  361 
Sweep's  cancer  . .  765,  803 
Sweets,  blue  urine  after        . .  823 

-  eo?in  used  in  colouring  of  820 

-  green  urine  after    . .         . .  823 

-  red  urine  after  . .  819,  820 
SWELLING.  ABDOMINAL  ..  715 
ascites  with  various      . .  69 


Sieelling,  Abdominal,  amtd. 

in  carcinoma  of  colon     91,  499 

pancreas  . .         . .    600,  690 

stomaclt  351,  486,  691 

—  classified  list  of  causes  of  715 
constipation    from    pres- 
sure of  large  ' . .         . .  148 

displacement   of   cardiac 

impulse  by     ..        330,  332 

due  to  foscal  accumulation  692 

from  intussusception     . .  736 

multiple,    in   tuberculous 

peritonitis  . .  162 

orthopncea  from  pressure  of  466 

pancreatic  affections     . .  486 

due  to  phantom  tumour  761 

pulsatile  ..         ..  763 

pulsating  and  expansile, 

in  abdominal  aneurysm  486 

due  to  splenic  enlargement  689 

suprarenal  tumour     . .  393 

tuberculous  peritonitis  691 

tympanitic  on  percussion, 

in  subphrenic  abscess  601 

SWELLING.   AXILLARY     ..  731 

—  tf  bontl  in  acromegaly    . .  763 

from  gout  . .         . .  764 

in  leontianis  omea  . .  753 

osteitis  deformans  . .  753 

osteo-artliritis     . .  764 

pulmonary    hypertrophic 

osteo-arthropathy      . .  754 

rickets 763 

SWELLING  ON  A  BONE     . .  760 

due  to  callus  . .  760 

carcinoma        . .         . .  757 

in  cliloroma  . .  699 

chondroma  (Fti^.  195)     ..  765 

chronic  abscess  . .        760,  762 

osteomyelitis  . .         . .  761 

periostitis        . .         . .  761 

in  congenital  syphilis  . .  762 

—  exostosis 764 

—  —  fibroma     . .         . .         . .  765 

gumma 762 

hydatid  cyst       . .         . .  767 

infiammatory      . .         . .  760 

injury 760 

lipoma 766 

—  mode  of  examination  in 

casoA  of  ..         ..  760 

—  multiple     in     secondary 

syphilis  ..         ..  762 

—  painful  in  scurvy-rickets  763 
worse     at     night,     in 

secondary  syphilis..  752 

due  to  sarcoma  . .        766,  766 

subperiosteal  extravasation  760 

tender  in  secondary  sy- 
philis       762 

—  due  to  tuberculous  disease 

761,  762 

periostitis        ..         ..  762 

in  tyi)hoid  fever  . .  762 

—  in  breast      (see     Swelling, 

Mammary) 

—  in   epigastriimi   in   tnq^lcal 

abscess  of  liver    . .         . .  369 

SWELLING  OF  THE  FACE  . .  746 

due    to   alveolar   abscess  746 

antiirax 746 

boil,  carbuncle,  or  suppur- 
ating wound    . .         . .  746 

—  -  chancTe  (Fig.  10,  p.  86)  . .  746 

dental  caries        . .         . .  746 

epithelioma  . .         . .  746 

erysipelas 746 

—  fibroma 746 

insect  hitos  . .         . .  747 

lipoma 746 

mumps 746 

(pdema  (see  (Edema  of  Face) 

parotitis    . .         . .         . .  746 

—  sebaceous  cyst     . .         . .  746 


Sict^liny  of  the  face,  contd. 

subjective  sen:iation  of  in 

trigeminal  neuralgia  ..     4 
vaccinia    . . 

SWELLING.  FEMORAL 

due  to  ectopic  tests 

-  of  foot  from  mycetoma    . . 

-  hyiKX'hondrium,  left,  due  to 

t^lenic  enlargement  € 

-  hypogastric,  due  to  bladder 

(/•ij/.  191,  p.  73<») 

SWELLING  IN  ILIAC  FOSSiE 

73o.  r 

in  psoas  or  iliac  ab«c<«s    6 

fMM,     left    from    acute 

diverticulitis    . .         . .    7 
aneurysm  of  external 

iliac  artery 

can*inonui  of  sigmoid 

.  congenital  dilatatioa 

of  tlie  colon 
-  diverticula  simulating 

carcinoma  in 

enlarged  lymph  glands 

spleen  in   . . 

kidnay  palpable  in 

; —  psoas  abescess 

-  -  -  ukierative  colit» 

various  tamours  felt  in 

riBht.    due    to    actino- 

myces 

api»endicitis  'i9, 

broad  ligament  abscew 

carcinoma  of  caecum 

729. 

pylorus 

chondroma  of  pelvis 

disease  of  ilium 

cnLirged  iliac  lymph- 
atic glands  730, 

extension       upwards 

of  i>elvio  smellmg 
hip-joint  disease     . . 

-  -   -  -  mode  of  investigating 

movable  kidney  in  . . 

due  to  osteomyelitis 

of  ilium     . . 

ovarian  cy»t 

pregnant  uterus     .. 

psoas  abscess 

pyosalpinx   . . 

Ricders  lobe  of  liver 

sacro-iliac  joint  disease 

sarcoma  of  pelvic  booes 

in  8c*yb<ila 

spiual  caries 

suppurating  gall- 
bladder    . . 

tuberculous  caecum. . 

disease  of  ilium  .. 

tumours  from  car- 
cinoma of  colon  . . 

thickened  diver- 
ticula   .. 

uterine  fibroid 

various  tumours  felt 

in  . .  . .         729, 

wandering  kidney  .. 

spleen 

-  of    ilio-costal    space    from 

renal  tumour 
SWELLING.   INGUINAL    (see 

Inguinal  Swelliiup) 
SWELLING,   INGUINO-SCRO- 

TAL  (see  Inguino-srrotal 

Swelling) 

-  at  inner  side  of  orbit  from 

ethmoidal  inflammation 
SWELLING  OF  JAW         747, 

from  extension  of  cancer 

of  tongue  or   mouth.. 

-  fibroma     . . 

due  to  fibrous  epulis     . . 

-  fracture    . , 


SWELLING    OF    JAW— SYPHILIS,    CONGENITAL 
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Stpeiling  of  /air,  eontd. 

hscmatoma 

injury 

odontomata 

-  -  osteoma    . , 
perioetitis 

tumours    of    antrum    of 

Ilighmore 

-  -  lower       

due    to    actinomycosis 

alveolar  abscess 

callus  from  fracture  . . 

carcinoma  ("and  see  Car- 
cinoma of  Jaw) 

mode  of  examination  in 

situation  often  mucked 

by  superficial  swelling 

-  of  Joints  (and  see  Artbriti*) 

-  of  legs  (see  GJdema  of  Legs) 
multiple,    red,   tender,  in 

erythema  nodosum    . . 

-  of   limbs,    local,    from   em- 

bolism 

-  of  lips,  due  to  mercury 
in  stomatitis 

-  In   lumbar  ro<?ion,   left,   in 

splenic  enlargement  . .    , 
BWELLINQ.  MAMMARY  (and 
see  Breast) 

-  in  the  muscles  in  trichinosif* 

-  nodular,  with  varicose  veins 

-  of  orbital  tissues  in  cavernous 

sinus  thrombosis 
IWELLING,  PELVIC  757, 

-  behind  uterus  in  salpingo- 

oophoritis 

-  -  ectopic  gestation..        436, 

-  -  nephritis  from     . . 

-  -  retention  of  urine  v/ith  . . 

-  -  sciatic  nerve  paralysis  from 

-  perinephric     (see     Kidney 

Enlargement) 

•  in    perineum    due   to   mis- 

placed t4»tls 
(WELLING,  POPLITEAL 

761,  762, 

•  in  pubic  region  due  to  mis- 

placed testis 
WELLING.  PULSATILE    763, 

-  in  aortic  aneurysm 

-  of  back  in  aortic  aneurysm 

-  chest  wall 

-  inguinal,  due  to  aneurysm 
of  external  iliac  artery  . . 

-  popliteal,  from  sarcoma  of 

femur    . .         .  ^ 
WELLING,  SCROTAL        764, 

-  due  to  cysts  of  epididymis 

"^    ^"    ^471  win         •  •  ■  •  •  • 

-  hcematocele 

-  hydrocele 
supraorbitil,    from    frontal 

sinus  inflanunation 
in  thigh  due  to  misplaced 

testis        .  •         . .         . . 
of  toe,  in  gout 
tongue  due  to  mercury 
umbilical  roQion  from  abscess 

in  tuberculous  peritonitis 

in  Ciirc'noma  of  colon 

pylorus 

duo  to  divarication  of 

nw/ii  >  •  •  •  >  • 

hernia  . . 

sebaceous  cjrst 

splenic  enlargement  . . 

at     vacrinal     orifice     (see 

Prolapse  of  Uterus) 
VELLING,  VULVAL 

-  due    to    fibromyoroa    of 
vagina       . .         . .        587, 

rlmmer'i*  cramp 

COlit  VUlotrit,  diagnosis  of 

from  acne  vulgaris 


747 
747 
749 
748 
747 

749 
747 
748 
747 
747 

749 
747 

747 
450 


751 

237 

86 
88 

688 

742 
50 1 
450 

264 
761 

220 

757 

8 

45 

513 


o23 

763 

523 
764 
561 
476 
191 

741 

762 
767 
767 
521 
523 
522 

255 

523 

381 

86 

524 
524 
524 

524 
524 
524 

688 


768 

768 
177 
602 
603 


602 
274 
603 
602 
654 
450 
602 
601,  602 
..  654 
602 
602 

571 


333 
215 


388 

386 

36 


Sjfcons  vulgaris^  contd. 

diagnoBis  from  eczema  . . 

ringworm  of  the  beard 

tertiary  qrphilis 

-  dropping  out  of  the  hairs  in 

-  -  of  face 

-  leprous  nodules  simulating 

-  parts  affected  by 

-  pustules  in 
scat)s  in 

-  slightness  of  itching  in  . . 

-  due  to  staphylococci 
Sympathetic,  abdominal :    in- 
fluence on  pigmentation 

-  cervical  (see  Cervical  Sym- 

pathetic) 
SyncopO  in  Addison's  disease  38,  849 

-  fatty  heirt 241 

-  from  gastric  ulcer  bleeding    298 

-  local,  in  Raynaud's  disease    490 

-  in  myocardial  degeneration 

-  thymic  infantilism  . . 
Synovial  effusion  (see  Arthritis 

and  Synovitis) 
Synovitis      from      displaced 
semilunar  cartilage 

-  in  secondary  syphilis 

-  Infoctlvo,  aniemia  in 
neighbouring     lymphatic 

glands  enlarged  in     418,  422 

from  pyorrhcDa  alveolaris      87 

-secondary   syphilis..         ..     386 

(and  see  Artiiritis) 

Syphilldos,  CTcinate  tuoercular, 

diagnosis   from   ringworm 

of  beard  . . 
tinea  circinata 

-  com^«8 

-  distinction  from  epithelioma 

pityriasis  rosea    . . 

from  tinea  versicolor     . . 

-  distribution  of 

-  impetiginous 

-  itching  absent  in    . . 

-  Urge  acuminate,  description 

of  lesion  of 

flat     pustular,     coppery 

areola  and  base  in 

-  miliary 

-  papular         

diagnosis  of  lichen  scrofo- 

losorum  from 
varieties    of        . .         532,  533 

-  pigmentary,     diagnosis     of 

chloasma    and    leucoder- 

mia  from  . .  . .     575 

-  polymorphism  of    . .        533,  607 
-pustular  532,601,607 

diagnosis  from  acne       . .     603 

small-pox         . .         . .     607 

preference    for    genitals, 

scalp,  and  face 
pyrexia  witli 

-  raw-ham  colour  of . .        532 

-  reaction  to  mercury,  arsenic, 

and  iodides 

-  secondary  cutaneous,  coppery 


604 
607 
533 

604 
656 


604 
604 
604 
604 
601 


4 
370 


colour  of 

-  small  acuminate     . . 
flat  pustular 

-  -  raw-ham  areola  in 

-  varioliform  . . 
Syphilis  (and  see  Syphilides), 

acctonuria  in 

-  acquired,  enlarged  liver  in 

-  albuminuria  in  13,  16, 17,  86,  371 

-  alopecia  in  . .  . .  . .     450 

-  amyloid  disease  from        . .     197 

-  anaemia  in   . .         . .      27,  37,  38 

-  -  severe,  from        . .         . .     459 

-  aneurysm  after       223,  238, 

296,  300,  322,  368, 
483,  486,  538,  564,  728.  786 


274 
275 
533 
803 
658 
276 
533 
604 
604 

604 

604 
604 
532 

530 


Syphilid,  eontd. 

-  aneurysm  of  heart  from    . .     241 

-  angina  pectorb  from         . .       63 

-  anosmia  from  . .  M% 

-  aortic  disease  from    18,  68, 

233,  236,  237,  238 

-  aortitis  from  . .  38. 106.  481 

-  arthritis    in   (see  Arthritis, 

Syphilitic)  * 

-  ascites  from. .         . .  56,  60 

-  ataxic  paraplegia  from     . .     565 

-  atheroma  from       . .        233,  23S 

-  atrophic  palsy    of  one  leg 

from  . .         . .     543 

-  balanitis  in 675 

-  baldness  from        . .  84,  85 

-  bleeding  gums  in    . .  85,  86 

-  of  bone,  simulating  sarcoma    756 

-  bronchial  stenosis  from  288, 

324,  325,  582 

-  bullae  in       . .         . .        110,  112 

-  cachexia  from    17,  37,  114, 

115,  347,  459,  461,  575,  658 

-  and  cancer,  not  distinguished 

by  pyrexia  ..         ..     618 

-  cavernitis  in  penis  from     . .     516 


I  _ 


186,  188 

169,  172 

327,  SS7 

..     335 

..     337 

356,  368 

nerve 

..     690 


I  _  _ 


oorobraL  coma  in 

-  convulsions  in     . . 

-  endarteritis  from 

-  liemianopsia  in    . . 

-  hemiplegia  from  . . 

-  insomnia  in 

-  multiple     cranial 
paralysis  from . . 

ptosis  from  (Figi.  156-159)  690 
tlirombosis  from    138,  173,  668 

-  varieties  of  . .         , .     178 
chancre  of  (see  Chancre) 
Clieyne-Stokes     respiration 

from  . .     126 

choroiditis  in,  ophthalmo- 
scopic appearance  of 
(Plate  VII)  . .         ..     46S 

chronic    hypertrophic    hse- 
roorrhagic     pachymenin- 
gitis from  . .         . .     663 
condylomata  in      403,  404, 

469,  654,  769 

-  soft  sore  mistaken  for  . .     769 
congonitaL  adiposis  dolorosa 

from  . .         . .     466 

-  arthritis  in  (and  see  Ar- 

tiiritis) . .         . .        260,  386 

-  cirrhosis  m  . .        365,  370 

-  condylomata  in  . .        427,  446 

-  convulsions  from 

-  craniotabes  in     . . 

-  deaf  nera  in 

-  depression  of  nose  in    . . 

-  Dercum's  disease  due  to 

-  diagnosis  from  Jacqaet's 

infantile  erythema     . . 

-  seborrboeic  ecxema 

-  enlargement  of  head,  dia- 

gnosis of  hydrocephalus 
from     . .         . .        557, 

-  epiphysitis  in       . .         386,  752 

-  erythema  of        . .         . .     258 

-  facics  in  (Figs.  78,  79)  259,  446 

-  family    history     in    dia- 

gnofils  of  . .  . .     695 

-  fronttl  bosses  in  (Fig.  78)    259 

-  hot-cro«>s-bun  skull  in   752,  782 

-  Hutchinson's     teeth     in 

(Figt.  79,  80)  . .        259,  260 

-  hyper)) lastic  osteitis  in  . .  782 
infantile  convulsions  due  to  169 
infantilism  in  . .  . .  260 
interstitial  keratitis  in  . .  828 
jaundice  in  . .  365,  370 
lardaceous  disease  from  414 
laryngitis  in  . .  . .  446 
lipomatosis  from  . .  455 
liver  changes  in    365,  870,  411 


170 
782 
260 
269 
466 

446 
447 
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S^philU,  eonymital,  contd. 

-  liver  enlarged  in . .         . .     S70 
loose,     dry,     ca£6-aa-lait 

skin  of . .  . .         . .     446 

marasmus  in       . .         . .     427 

mental  deficiency  in      . .     260 

napkin-region  eruptions  in  446 

natiform  skull  in  . .     762 

ocular  symptoms  of      . .     259 

orchitis  in  . .         . .     519 

osteo-chondritis  in         . .     386 

Parrot's  nodes  in         427,  752 

pemphigus  from..         ..     Ill 

-  -  pseudo-paralysis  in       S86,  S87 

pain  slight  in  . .         . .     S87 

• rapid  improvement  with 

mercury  in  . .         . .     387 

tenderness  in  . .         . .     387 

pyrexia  due  to  gtunma  in    615 

rdation     of    pseudo-leu- 

kfl>mia  infantum  to    42,  695 
>  -  sallow  complexion  in     . .     859 

scars  on  lips  in  . .         . .     259 

skin  eruptions  in  . .     695 

-  -  snuffles  in  427,  446,  695 
spleen  enlarged  in         692,  695 

-  -  tabes  from  489 

-  tenderness  of  the  scalp  in    782 

-  -  tibial  deformities  in      . .     260 

Wassermann's  reaction  427,695 

wasting  in  ..         ..     370,  427 

-  corona  veneris  of    . .         . .     532 

-  cyanosis  in 185 

>-  cyclitis  due  to         . .         . .     256 

-  danger     of     mercury      in 

nephritis  associated  with    590 

-  diagnosis  of 601 

->  diaso-reaction  in    . .         . .     198 
*>  dwarfing  of  one  or  other 

lobe  of  liver  in    . .         . .     404 

-  dyspliagia  from      . .         . .     224 

-  ear  affections  in     . .         469,  828 

-  endarteritis  from  (see  Endo- 

arteritus) 
«  enlarged  ing'.iinal  glands  in 

738,  769 

-  epididymitis  in       . .         . .     619 

-  epiataxis  ui  . .         . .     250 

-  esthiom^ne  due  to  . .         . .     769 

-  Eustachian  tube  obstruction 

In     ••  .•  ••  ••  OaB 

-  eye  paralysis  from . .         . .     224 

-  facial  paralysis  from  (Figi, 

158,  159) 689 

-  fibroid  heart  from      62,  241,  242 

-  lung    and    bronchiectasis 
from  . .     324 

-  fibrous  niediastinitis  in  538,  826 

-  Angers  affected  by  . .  . .     266 

-  fissured  tongue  from  . .     813 

-  gangrene  in  . .     282 

-  general    paralysis    of  the 

insane  from         . .        269,  539 

-  giddiness  due  to     . .         . .     828 
.  gingivitis  in 86 

-  glossitis  from  . .      812,  813 

-  gumma  in  (soe  Gumma) 

-  hnmoglobhiuria  in             ..  815 
herpes  progenitalis  with   . .  675 

-  herpetic  uretliritis  in        ..  209 

-  impotence  in          . .         . .  347 

-  incubation  period  of         675,  676 

-  infantilirtm  from     .«.         ..  215 

-  intermittent      claudication 

from  489 

-  Iritis  in  . .        256,  450 

-  Jacksonian  epilepsy  from..     161 

-  jaundice  from  362,  366,  371 

-  of  law,  rarity  of     . .         . .     748 

-  lardaceous  disease  from 

10.  411,  414,  696 

-  laryngeal  paresis  from     639,  640 

-  laryngitis  in  (and  see  Lanrn- 

gitls,  Syphilitic)  . .  86,  325.  673 


1  Sffphilis,  contd. 

-  of  larynx,  dysphagia  in     . .     226 
hsemoptysis  in    . .         . .     318 

-  leukoplakia  from    . .        237,  813 

-  lips  affected  in  403,  404,  813 

-  and  Little's  disease  . .     154 

-  Of  Ihrtr       411 

absence    of    ascites    and 

jaundice  in  . .     410,  411 

general  symptoms  in  410,  41 1 

ascites  with         . .  65,  60 

diagnosis  from  carcinoma 

of  liver..  ..         411,413 

of    catarrhal    jaundice 

from  362,  366,  371 

from  cirrhosis. .        410,  411 

^ hydatid  disease  of       . .     415 

enhu>^ment  of  liver  in  . .     411 

jaundice  with  large  liver 

in  363 

-  lumpy  irregular  shape  of 

liver  in  . .         . .     411 

rarity  of 410 

spiroclupta  pallida  in    ..     371 

Wassermann's  reaction  in    371 

-  loculated  hydrocele  in       . .     765 

-  lupoid  variety  of    . .         . .     449 

-  lymphatic    gland    enlarge- 

ment in       366.  416,  417, 

53.3,  605,  675,  738 

-  macular  eruption  in  throat       425 

-  macules    in    (see    Macules, 

Syphilitic) 

-  medullary     softening     due 

to 224,  343 

-  meningeal,  headache  in    . .     327 

-  meningitis  from  (see  Menin- 

gitis, Syphilitic) 

-  mercury  in  diagnostis  of  (see 

below,  Potassium  Iodide) 

-  meteorism  in  . .         . .     432 

-  moist  anal  papules  in      ..     447 
genital  papules  in         . .     447 

-  of  mucous  membranes      . .     371 

-  mucous  patch  on  fauces  or 

tonsils  in 676 

tongue  from    . .  . .     813 

-  multiple  tender  swellingB  on 

bones  in 762 

-  muscular  atrophy  in  . .       76 

-  necros»  of  jaw  from         747,  748 

-  -  nasal  bones  from  204,  237,  262 

-  nephritis  in  ..         ..86 

-  nerve  deafness  from        190,  828 

-  night  pains  of         . .         . .     386 

-  nodes  on  bones  in  . .         . .     752 

-  nodules  in 449 

epididymis  in      . .         . .     519 

-  obstruction  to  nose  by      . .     668 

-  oedema  of  face,  neck,  and 

arms  from  . .         . .     458 

larynx  In 466 

legs  in  459,  461 

-  onychia  in 445 

-  orchitis  from  . .  79,  619 

-  osteocopic  pains  In  . .     603 

-  otorrhcea  in 469 

-  ostena  from 801 

-  pacliymeningitls  in  paralysis 

of  ui>pcr  extremity  from    665 

-  pain    in    arm   from    aortic 

disease  due  to     . .         . .     494 

bones  in 603 

worse  at  night  in      . .     762 

-  pains    of,    confusion    with 

ostco-arthritid     . .  . .     886 

-  pancreatitis  from    . .         . .     116 

-  papular  skin  rash  in         769,  832 

-  paraplegia  from      . .         . .     563 

-  paralysis  of  palate  in        . .     640 

-  paroxysmal     hamio-globin- 

uria  from  . .         . .     315 

-  perforatingulcerof  foot  from  809 

-  -  of  palate  from      80S,  837,  640 


7; 

411 


Sjtphilu,  contd. 

"  perichondritis  in      . . 

-  perihepatitiii  from  . . 

•  perineal  sores  in     . .        61 

-  periosteal  Uiickenlng  in  . , 

-  peripheral  neuritis  in  76,  5< 

-  pharyngitis  in 

-  pigmented  scars  from       23 

-  potassium  iodide  and  mer 

cury    in   dtagnotting,  "Zte, 

325,  449,  520,  615,  64< 

674.  677,  681,80 

-  primary,  lateral  liclcrosia  fro 

-  ptyalism  in  . . 

-  pupil  redoxes  in 

-  pustules  in  . . 

-  -  association   with   cachec- 

tic state  of  health 

-  pyrexia  in        371,  607,  609, 

614,  61 

-  rarefaction  of  t>ones  from.. 

-  relation  to  soft  »ore 

-  rhinitis  from 

-  roseola  in  80,  371,  425, 

67J 

-  rupial  crusts  in        . .         651 

-  rupture  of  heart  from      231 

-  salvarsan  in  diot^obis  of  . . 

-  scarring  of  palate  from 

-  scleritis     und     episcleritis 

from 

-  scrotal  sores  due  to 

-  sheddini;  of  naiU  in 

-  slmulatlno  astiima  . . 

carcinoma  . .        41! 

eczema 

erythema  notlosum 

follicular  tonsillitis 

gout  

leprosy      . . 

lupus 

M^nidre's  disease 

perleche    . . 

psoriasis    . . 

rodent  ulcer 

rosacea 

sorofulodermia     . . 

sycosis  vulgaris  . . 

varicella   . . 

yaws 

-  snail-track     ulceraticm     d 

pliarynx  in 

-  sore  Uiroat  from       371.  421 

605,  615,  670,  672.  67 

-  of  spinal  cord,  paralysis  d 

one  leg  from 

-  spinal  thrombosis  in  432, 66 

-  spiroclueta  pallida  in        Yi 

-  stenosis  of  bronchus  from, 

mistaken  for  asthma     . . 

pharynx  from 

trachea  in 

-  Stokes- Adams*  disease  from 

-  stomatitis  in  . .  8 

-  strabismus  due  to  . .        53! 

-  swelling  of  thyroid  gland  a 

-  synovitis  in. . 

rapid  variations  in  stse  d 

joint  in.. 
tenderness  of  joint  in    . . 

-  tabes  doi«alis  from    489,  53 

-  tenderness  of  bonos  in 

scalp  from  . .        67 

-  testis  and   scrotum,    aflco 

tion  of      . . 
atrophy  of,  after 

-  -  (see  Te»«as.  SyphUis  of) 

-  tinnitus  due  to        . .        79 

-  tonsillitis  from 

-  transverse  myelitis  from  56 

-  nloration  inside  cheek  froit 

-  of  chin  in 

-  ear  in        

-  face  by 
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Syphilis,  ulceration  in,  eontd. 

-  -  of  Uuynz  in         185,  466,  710 

-  -  leg  from    . .         . .        449,  811 

lip  from    . .         . .         . .     813 

noee  in     . .         . .         . .     250 

-  -  palate  in  . .         . .        237,  640 

rectum  in  . .         . .     635 

akin  in 338 

-  -  tongue  from  237,  812,  813 

-  -  tonsil  from  425,  670.  813 
vulva  in  . .         . .         . .     769 

-  unilateral  exophthalmos  from  254 

-  uretliral  herpes  from        . .     209 

-  valvular  diseaBe  of  heart  from  526 

-  veeicles  in   . .  . .         . .     832 

-  vocal-cord  paralysis  from  538,  710 

-  von  Jaksch's  disease  due  to      42 

-  Waasermann's   reaction   in,   204, 

224,   226,   254,   279,   338,   371, 
520,591,605,  615,640,658,672, 
738,  748,  769,  808,  811,  814 
in  cerebrospinal  fluid  in    340 

-  wasting  from  . .         . .       69 

-  yaws  no  protection  from  . .     450 

-  tecondary  (and  see  Syphilides) 

cutaneous  lesions  of      604,  605 

swelling  on  skull  in        . .     752 

Syphiloderm  (see  Syphilides) 
Syrinoomvalia,  abnormal  sense 

of  cold  in 664 

-  anctsthesia  in  . .        388,  664 

-  analgesia  in..         ..         ..     665 

-  arthritis  in  . .  285,  389,  563 

similarity  to  osteo-arthritis  388 

tabetic  arthritis         388,  563 

-  ataxy  in 68 

-  atrophic    paralysis    of    one 

leg  in        . .         . .         . .     544 

arms  in  . .         . .     665 

-  Babinski's  sign  in  . .  82,  554 

-  brittlencss  of  bones  in      . .     285 

-  bulla?  in       ..         ..        110,  112 

-  Charcot's  joints  in    285,  388,  563 

-  claw-hand  Ui  . .       127,  285 

-  diagnosis  from  leprosy       . .     424 

-  dissociated    aniesthesia     in 

112,  128,  285,  554,  563 

-  electrical  reactions  in        . .     554 

-  erythromelalgia  in..  ..     490 

-  frequency  of  wounds  in    . .     388 

-  gangrene  in . .  . .  . .     282 

>  gloesy  skin  in  . .     138 

-  glove  type  of  anaesthesia  in    664 

-  lancinating  pains  and  cramps 

in  . .         . .         . .         . .     664 

-  main  succulente  in    . .     128,  285 

-  manual  deformity  in         . .     554 

-  Morvan's  disease  in  . .     563 

-  muscular  atrophy  in        73, 

285,  544,  665 

-  nystagmus  in  128,  453,  554 

-  pain  in  the  arms  in . .  . .     554 

•  painless  swelling  of  joints  in    563 

•  paralysis  of  arm  in  . .     554 

•  paraplegia  from      ..        561,  563 

•  parts  affected  by    . .  . .     664 

•  perversion  of  sent^ation  In        778 

•  precipitate  defaE>cation  in..     348 

•  preservation    of    cutaneous 

sensibility  in       . .         . .       73 

pupil  phenomena  in  . .     128 

reflexes  in    . .         . .         . .     554 

scoliosis  in  ..  128,  388,  554 

sense    of    drenching   sweat 

in  part  which  is  dry  in  . .  664 
sensory  changes  in  73, 112,  128, 
285,  388,  554.  563,  664,  665 
simulating        amyotrophic 

lateral  sclerosis  . .         . .       73 

-  leprosy 75 

-  progressive  muscular  atro- 

phy        73 

•pastic  paralysis  of  leg  in. .     128 
spontaneous  fracture  in    . .     285 


Syringomjfflia,  eonUL 

-  succulent  hand  in  . .        128,  285 

-  saperflcial  gangrene  hi       . .     285 

-  thermo-aniBSthesia  in  (Fig. 

182)  . .  . .         664,  665 

-  trophic  changes  in  . .         . .     554 

skin,  nails  and  joints  ill    285 

and    vasomotor    disturb- 
ances in  . .         . .     128 

-  whitlows  hi 128 

Systolic    bruits   (see    Bruit?, 

Cardiac) 


TABES  DOLOROSA 

chronic  general  pains  in 

the  limbs  in     . . 

—  donalit       . .         262,  524, 

abdominal  colic  from    . . 

absence  of  breast  tender- 

nera  in . . 

larynx  tenderness  in  . . 

testicular  tenderness  in 

tongue  tenderness  in . . 

wasting  in 

acute  cyanosis  in 

allocheiria  in       . .  22, 

aniesthesia  in      . .        562, 

analgesia    hi    (Fig.    183, 

p.  665)       489,  493,  498. 

deep     . .  . .         662, 

anomalous  cases  of 

anosmia  from 

Argyll  Robertson  pupil   In 

285,  466,  493,  498,  563,  594, 
astereognosis  in  . . 

—  -  ataxy  m        66,  277,  285, 

498,  563, 

—  band    type     of     hyper- 

aesthesia  in 
bedriddenness  from 

—  bladder  spasm  in 

trouble  in  ..     850, 

—  blood-pressure  in 
cardiac  crises  in  . . 

diarcoVs    joint    in    (see 

Charcot's  Joint) 
chronic  general  pains  m 

limbs    . . 

colicky  pains  of. . 

constipation  in  . . 

cord  changes  in  . . 

crises  early  in     . .        350, 

cystitis  in 

—  —  deafness  in 

deficient     sensibility     of 

muscles  in       . .  66, 

—  degeneration  of  auditory 

nerve  in  . . 

delayed  sensibility  In    . . 

diagnosis    of    peripheral 

neuritis  from  . , 

diminished  power  of  mic- 
turition in 

subcutaneous  fat  in  . . 

—  drooping  eyelids  in 

dull,  boring,  aching  pains 

in  legs  in         . .        489, 

—  erythromelalgia  in 

external   popliteal    nerve 

paralysis  in 

—  -  facica  of  (Fig.  87) 

—  -  gait  in      . .  277,  278, 

gangrene  in         . .        282, 

gastric  crises  in  350,  473, 

485,  489,  562,  665,  844, 

rise  of  blood-pressure 

350, 

simulating  dyspepsia 

violent  vomiting  in 

350, 
general  abdominal  crises  hi 

—  -  girdle  pain  in       289,  484, 
high-stepping  gait  in     . . 

—  history  of  syphilis  in     . . 


507 

503 
527 
645 

563 
562 
562 
563 
563 
185 
665 
662 

665 
664 
563 
669 

847 
665 

665 

665 
69 
443 
440 
350 
527 


503 
134 
149 
66 
485 
628 
190 

350 

190 
665 

562 

443 

262 
262 

664 
490 

543 
262 
827 
285 

847 

485 
350 

485 
562 
6G4 
278 
563 


TtUte*  dortalis,  eontd. 

hypenesthesia  in  . .     666 

hypotonia  in       . .         . .     268 

impotence  in       . .         . .     346 

—  individual    muscles    not 

weak  in  563 

intercostal  nerve  pain  in    478 

intestmal  crises  in         . .     666 

intolerance    of    hot    and 

cold  water  in  . .  665 

—  knee-jerks  abeent  in  885, 

350,  398,  466,  473,  663,  847 

—  laryngeal  crises  in  186,466,668 
diagnosis  from  renilt 

of    potass,    iodide 
admhiistration    . .     466 

from  syphilitic  nl- 

oeration  of  larynx    466 

paralysis  associated  with  639 

ligntning  pams  in  (and  see 

Lightning  Pains  in  Tabes) 
350.  489,  498,  507,  663,  664 

—  loss     of     control     over 

sphhicters  in  . .         . .     286 

convergent      pupillary 

reflex  in  694 

—  lymphocytosis  in  cerebro- 

spmal  fluid  of. .        3S9,  489 

mistaken  tor  gout  . .     484 

rheumatism  . .     484 

—  niggling  pain  in  legs  hi  . .     489 
numbness  hi       . .         . .     664 

—  pain  in  face  in,  dull  boring 

character  of    . .  498 

in  the  timbilical  region 

the  only  complaint  in 
some  cases  of  . .     624 

painful  crises  in  . .         . .     664 

palpitation  in     . .        686,  687 

paradoxical    pupillary 

reflex  in  ..         ..     696 

parsesthesiflB  in    . .         . .     498 

paraplegia  from . .  668 

perforatuig  ulcer  of  foot  in 

(Fig.  207,  p.  809)  285, 

562,  809,  811 

plantar  reflex  in  . .       81 

points    for    mvestigatioo 

in  diagnosis  of  . .     489 

preponderance  in  males       663 

ptosis  in  . .  . .         . .     268 

pupil  changes  in. .         . .     868 

irregular  in       . .         . .     696 

small  in  . .  . .     694 

(and  see  Tabes   Dorsalis, 

Artryll  Robertson  Pupil  in) 

reaction  of   degeneration 

absent  in         . .         . .     663 

rectal  crises  In    . .         . .     668 

reelinc  and  staggering  in    837 

reflexes  in  81,  134,  663 

renal  crises  in     . .         . .     668 

retention  of  urine  in      . .     441 

Romberg's  sign  in  67,  666 

sallow  complexion  in     . .     263 

sense  of  position  and  move- 
ment abnormal  in    r493,  666 

—  sensory  changes  in,  66, 350, 

493,  498,  662,  664, 

665,  666.  669,  778 

shedding  of  nails  in       . .     446 

simulating  gastric  ulcer        360 

WTiter's  cramp  . .     177 

sphincter  trouble  in     285,  441, 

563 

sweating  crises  in  . .     663 

symptoms     of     syringo- 
myelia simulating      . .     663 

—  syphilitic    afl!ection    of 

heart  in  . .         . .     637 

—  tenderness  in  chest  in    . .     777 

ulnar  analgesia  in  . .     493 

vertigo  due  to     . .         . .     827 

—  vesical  crises  in  . .         . .     668 
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TABES  DORSALIS—TESDERSESS,    OF    BREAST 


Tdbea  dortaJi*,  amtd. 

Tomitiiu?  in     3M.  4i$5.  814, 

-  -  W»*(ernmuir«     reactkm 

witli 
wrinkled  fcfifhemd  in 

-  ■Mttflttrica,  with  ancita  . . 

-  -  meteorisin  in 

-  -  simulation    bj    anorexia 

nenoaa 

TACHE  CEREBRALE 

TACHYCARDIA 

-  in  acut«  jellow  atrofilij  . . 

-  catueH  of 

-  in  diphtherititr  notiriti* 

-  «xophtlialmic i;oitr«  344.  Si>3, 

772.  792.  797, 

■ometimc:}  only  eridence 

of 

>  mitral  stenoMtn       . .  61, 

-  otitift  mMia  con)plication» 

-  with  parench jmatous  goitre 
~  paroxjrtimal 

palpitation  in 

-  in  pysBmia    . . 

-  pyrexial  jaundice  . . 

-  in  tropical  a>R«ce»ri  of  lirer 

-  tal>«rvuloud  meningitii» 
Tactile    voral    fremitus    (iiee 

Vocal  FremitUi)) 
Taenia    infection,    anxmia    in 

568, 

-  echinococcud  in  dogs 

hydatid    diiteaae    due    to 

bladder  sta«e  ci 

-  mediocanellata  (^/'ijT.  150).. 

-  solium  (Fig».  148.  149,  152) 
Tailor's  cramp 

-  ^>orotricho«ifl  of  lunir 

TALIPES 

-  in  akM>holic  neuritis 

-  arsenical  neuritis    . . 

-  calcaneus,  definition  of     . . 

-  cavus,  deflnitiou  of 

-  cold  and  blue  feet  in        130, 
'  com^enital    . .  139, 

-  from  contracting  scars 

-  from  di»use 

-  dystocia  in  etiolojry  of 

-  equinus.  definition  of 

-  from    fibrotiiri  and   contrac- 

ture of  calf  muscles 

-  In  Friedreich's  aUxy   71,  164, 
'  hyiHTextended  toes  in 

-  hysterical  . .         132, 

-  from  infantile  paralysis     71, 

-  inflammation  of  bone 

-  new  pTowtl»j»  in  pelvis 

-  polioniyclitLs 

-  prof:rr(.>S!firc  muscular  atrophy 
'  in  Tooth's  peroneal  atrophy 

71, 

-  tropliic  ulcers  in     . . 

-  valines,  definition  of 

-  varus,  definition  of 
Tannic  arid,  drynnts  of  the 

mouth  and  tliirst  due  to 
Tappini;      (see      I'aracentesis 

Thoracij-) 
Ttnt-wormt  ( Figi.    1 18.   151) 

-  diacrnonis     of      muco-mem- 

braiious  casts  from 

-  eggsof  f/'iV.  152)    .. 

-  -  microi»copical      examina- 

tion of  fKfcs  for 
'  eosinophilia  from     249,  568, 

-  increased  aiipetite  wiUi     . . 

-  Infection,  chlorotic  anxemia 

in 569, 

•  simulated  by  mucous  colitis 

134,  448, 
Tte*  products,  bulko  in  worlcera 

amon«: 

Xury  stools    . .  89. 


847 

489 

262 

56 

432 

850 

771 

771 
370 
772 

77 

849 

772 
245 

98 
792 
772 
525 
372 
361 
369 

98 


569 
719 

719 
568 
568 
177 
322 

130 
165 
165 
130 
130 
131 
324 
133 
165 
13! 
130 

132 
559 
130 
166 
559 
132 
131 
1G5 
165 

560 
ISft 
130 
130 


Tartar,  bieedinc  sums  due  to  86, 87 

-  foul  breath  due  to. .         . .       99 

-  retraction  of  gumi  from    ..     641 
Tartrates,   transient  polyuria 

from  drinks  containing..     581 
TAtTE,  ABNORMALITIES  OF   773 

-  aura  of  epilepsy     ..  80 

-  foul,  causes  of  774 

-  impaired    with    peripheral 

facial  paralysis   . .        5M,  537 

-  -  from    paresis    of    filoaK>- 

pharyngeal  nerve     774,  775 

-  loss  of.  list  of  causes  of    . .     774 

-  -  with    hysterical    hemian- 

(TSthesia  . .     666 

-  metallic,  in  trigeminal  neu- 

ralgia          495 

-  offensive,  vomiting  from  . .     844 

-  pervert€<i,  list  of  causes  d      774 
Taylor,  re  q>lenomegalic  cir- 
rhosis         369 

Tta-irinkliifl    by    diildreo, 

nervous  effects  of  . .     357 

-  excessive,  constipation  due  to  144 

. .     482 
..     297 

S56,  357 
..     471 

535,  527 

..     581 

..     368 

361 


I  - 


789  :  - 


567 

567 
569 

569 

569 

49 

570 

444 

110 
316 


I  - 


-  pseudo-angina  in 
gaittricis  from 
insomnia  from 
oxaluria  from 
palpitation  from 
polyuria  from 
rosacei  from 

not  coloured  in  Jaundice 

-  explosive  bursts  of,  in  double 

hemiplegia  . .         . .     358 
paralysis  agitans        . .     362 

-  first  shed  on  seventh  day 

after  birtli  ..250 

-  overflow  of  (»ee  Epiphora) 
Ttttll  in  acromegaly  . .  SC3 

-  affections,  neuralgia  from       781 
locality  of  |>ain  and  ten- 
derness due  to  . .     783 

tenderness  of  scalp  in    . .     781 

-  caries  (see  Caries.  Dental) 

-  in  congenital  syphilis  (Figs. 

79,  80)      . .  . .         359,  360 

-  defective,    in    etiology    of 

dyspepsia  . .  . .     354 
enstritis  from      . .  . .     353 

-  delayed  eruption  in  ricltets     183 
dis|)lacement    of,     due    to 

fibrous  epulis       . .  . .     748 

-  grinding  during  sleep   (see 

Tirinding  of  Teetb  during 
tieep) 

-  im|>ncteil  wisdom,  diagnosis 

of  tetanus  from  . .  . .     162 

-  pain  in,  from  glaucoma    . .     257 

-  pegged  and  notched  in  con- 

genital syphilis  (Figs.  79, 
80)  ..         359.260 

-  relation  to  definite  segmental 

areas   in   the  face,   table 
showinf?    . . 

-  suppuratum    in,    spreading 
neuralgia  from    . . 

tumours    of    (see    Odonto- 
mata) 

-  undue   projection   in   acro> 

me«^ly 

-  unenifited    molar,    pain    in 

the  lower  jaw  in . . 

x-niys  in  diacmo^is 

Teothins,  insomnia  from 
Tegmentum,  intention  tremor 

from  lesion  of     . . 
TtMlnglactasit    of    cheeks    in 

chronic  alcoholism 

-  face  in  rosacea 

-  macules  duo  to 

-  multiple  hereditary  bleeding    351  j 
in  nodular  leprosy  . .         ..      "" 
thoracic  from  emphysema 
in  xerodermia  pigmentosum 


498 
497 


363 

601 
501 
357 

800 

59 
368 
433 
351 
450 
826 
804 


T>slegraphHt's  crmmp  177 

TMipWBtare  (and  see   Pyiexjs, 

-  diart    in    liodgkin's  ducase 

(Ft9.  1«8> 

facial  erysipelas  (Fig.  IW 

funiratiiu;       endocardtcis 

(Piif.   164) 

lobar  pneamonia  (Ftg.  IM 

Malta  fever  (Fig.  1«3>  .. 

pemk^iotu  anemia  (Ftg. 

167; 

pyemia  iFig.  163^) 

rheumatoid  arthritis  (Fig. 

10«> 

sarconta     of      neck     sn>l 

ine>1  iastjnom  (Fig.  1<9> 

typhoid   fever  (Fig.  1<2» 

€11. 

-  in  diagno>»imr  early  disease 

-  elevation  in  health  to  102  F. 

by  strenuous  exertioo  .. 

-  general       oipservatioos     on 

variatious   in  iMaJth  and 
disease 

-  lowerini;    to    dangeroos   or 

fatal  detH'ee  from  physical 
exhaustion 

-  mechanism  of  maintenance 

of  normal 

-  pubse,    respiration    ratio  in 

normal  conditioui* 

-  in  relapsing  fever  . . 

-  Mb«ormal 

-  sudden  changes  in,  menor- 

rhatfia  from 

-  in  tul*erculot»is 

-  unexplained   nTtHat¥>ni  in 

chronic  disease    . . 
Temporal  lobctf.  auditorr  word 
centre  in  (Fig.  1^5) 

-  muscle.  paralyKts  of 

-  rtviun.  refcrretl  pain  in,  in 

severe  enr  disease 
tendemeiis  of 

-  segmental  area,  pain  in,  in 

iritis  and  glaucoma 

Temporo-malar  nerve,  skin 
distribution  of     . . 

Temporo- mandibular  jcMPt  sb- 
sccAS,  occasional  dischaive 
Uirough  auditory  meatus 

oet4K>-arthritis  of  230,  3H 

earache  in 

rheumatoid  artliritis  of.. 

Tcmporo-sphenoidai  lobe,  ol- 
factory aura  in  tumour  of 

Tender  ^K>t  below  anterior 
iliac  8f>ine  in  neuralgia 
panestlietica 

in  neuralgia 

TWiwntlt,  absence  of,  in 
intermittent  hydrarthro- 
sis 

-  importance   of,    in   relatioo 

to  pain 

-  of  joint  (see  Arthritis) 

-  ■fcitWllMd,  tMMral.  absence 

in  simple  colic    . . 

in  colitis 

I>eritt>niti»         . .        154. 

relapsimr  fever 

tul>47rculou8   |>eritanitis 

W. 
ulcerative  colitis  9<fi 

-  along     diaphnwnn     attach- 

ments, in  phrenic  neuralgia 

-  in   tlie  arm   from   brachial 

neuralgia 

-  of  bones  in  infantile  scurvr 

85. 

-  rickets 

-  secon«lary  syphilis 

-  breast  in  mastitis  . . 

-  mastodynia 


TENDERNESS   IN    CHEST— TESTS 
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TENDERNESS  IN  CHEST    ..  775 

-  cftoses  of              ...       . .  776 
from  hepatic  absoesB     . .  779 

-  behind   ear  from  inflamed 

mastoid  gland     . .         . .  230 

lateral  sinus  thrombosis  651 

otitis  media     . .         . .  229 

-  of  ear  in  otitis  media        . .  230 
otorrhcea  . .         . .         . .  469 

-  epididymis,  acute,  in  gonor- 

rhoea! epididymitis        . .  76C 
TENDERNESS    IN    EPIQAS- 

TRIUM 779 

-  in  arsenic^  poisoning  ..  92 

clironic  pancreatitis       . .  724 

gall-bladder  disease     486,  779 

gaetralgia             . .         . .  485 

gastric  disorders. .        779,  783 

ulcer           89,  298,  352,  485 

gastritis 297 

heart  disease      . .         . .  783 

liver  disease        ..         ..  779 

-  lung  disease        . .         . .  783 
phosphorus  poisoning   . .  373 

-  stone  in  gall-bladder     ..  486 
subphrenic  abscess        . .  720 

-  the   eye   from    retrobolbar 

ncuritis 840 

-  of    eyebrow    from    frontal 

sinus  inflammation        . .  255 

-  feet  from  cheiropompholyx  654 

-  in  erythema  keratodes    . .  451 
erythromelalgia..           ..  490 

-  of  front  of  thigh  in  anterior 

crural  neuralgia  . .         . .  488 

-  over  0«ll-blaMer   in  carci- 

noma of  the  gall-bladder  499 

in  cholecystitis           . .  499 

from  gall-stones        280,  499 

in  typhoid  fever        . .  371 

-  in  gluteal  region  in  sciatica  487 

-  of    gums    from    abscess    of 

antrum  of  High  more     . .  502 
septic  tooth         . .          . .  502 

-  hands  from  cheiropompholyx  654 

-  in  hyoid  area  in  ear  disease  498 

-  hypochondfium    from   gall- 

bladder disease  . .          . .  779 

-  gastric  disorders  . .         . .  779 

liver  disease         . .         . .  779 

phosphorus  poisoning    . .  373 

subphrenic  abscess         . .  720 

(and  see  Pain  in  Hypo- 

choudrium) 

-  hypogiustrium  from   perfor- 

ated gjistric  ulcer          . .  780 

duodenal  ulcer            . .  780 

TENDERNESS      IN      ILIAC 

FOSSA 780 

from  appendicitis      135,  736 

-  over  inflamed  frontal  sinus  205 

-  intercostal  space  in  pleurisy  479 
intenjostal  neuralgia    . ,  478 

-  of  joint  (see  Arthritis ;  Syno- 

vitis ;   and   Joints,    Affec- 
tions of) 

-  over  kidney  with  bacterioria  84 

renal  calculus      . .         , .  600 

tuberculosis      . .         . .  515 

-  in  limbs  (see  Pain  In  Limbs, 

General ;  and  Sensation, 

Abnormalities  of) 

neuromyositis      . .         , .  504 

peripheral  neuritis         . .  505 

-  over    livor    (localised)    in 

abscess  of  liver  . .        409,  651 

cholangitis           . .          . .  369 

cirrhosw    . .          . .          . .  368 

-  -  from  gall-stones..         ..  300 
in  general  congestion 

61,  i«70,  871,  407 

from  heart  failure  81,  370,  407 

suppurative  pylephlebitis  649 

-  in  loins  in  pyelitb  . .         . .  625 


Tendemeu  in  loins,  eontd* 

-  -  in  renal  taberculosis      . .  629 

-  suppurative  nephritis  . .  646 

-  lumbar  region  from  colitis. .  727 

-  over  Mc  Barney's  point  in 

appendicitis         . .         . .  500 

-  over   metatarsus  in   meta- 

tarsal neuralgia  . .         . .  488 

-  In    mid-orbital    region    in 

errors  of  refractioa          . .  498 

-  of  muidos  in  acute  poly- 

myositis    504 

multiple  nearitts  489,  506,  551 

-  muscular  overstrain      . .  503 

myalgia 478 

pleurodynia         . .         . .  478 

in  tetany             . .         . .  178 

-  over    mosculospiral     norve 

in  brachial  neuralgia     . .  491 

-  in  naso-labial  area  in  caries 

of  canine  tooth  (Fig.  132)  497 

-  in  neck,  posterior  triangle  of, 

in  cervical  rib     . .         . .  492 

in  brachial  neuralgia  491 

from  tuberculous  gland  420 

-  of  nerve  trunks  in  mnltiple 

neuritis 489 

-  nerves  and  muscles,  absent 

in  tabes  dolorosa           . .  507 

-  palms  in  erythema  keratodes  451 

-  over     pancreas     in     acute 

pancreatitis         . .         . .  846 

-  on  percussion  in  spinal  caries  181 

-  in  peripheral  neurits        ..  661 

-  of  prostate,  acute  . .         . .  207 

-  pudic            . .         . .         . .  221 

-  per  rectum  from  obtorator 

hernia       . .         . .         . .  740 

prostatitis             . .          . .  631 

rectal  abscess      . .         . .  635 

TENDERNESS  IN  SCALP    ..  780 

in  organic  cerebral  disease  328 

secondary  syphilis         . .  672 

-  over  sciatic  notch  in  sciatica  487 

-  shoulder  from   gall-bladder 

disease 779 

liver  disease        . .         , .  779 

-  of  skull,  local,  with  organic 

intracranial  disease       327,  828 

-  soles  in  erythema  keratodes  451 
TENDERNESS  IN  SPINE  ..  784 
in  carcinoma   of   cardiac 

end  of  stomach          . .  474 

gall-stones            . .          . .  474 

gastric  ulcer        . .         . .  474 

-  hydatid    disease   of   xer- 

tebnc    . .         . .        785,  786 
neurasthenia       . .         . .  788 

-  Pott's  disease      . .         . .  134 

psoas  abscess       . .          . .'  739 

spinal  caries  134,  474,  564 

vertebral  arthritis          . .  785 

-  spleen    in  fungating   endo- 

carditis       237 

-  spots     of,    in     trigeminal 

neuralgia  . .          . .         . .  495 

-  of  tternum  iu  acute  medias- 

tinitis        . .         . .         483,  777 

from  aortic  aneurysm  . .  777 

behind,     referred     from 

(i>sophagii8       . .         . .  779 

mediastinal  inflammation  777 

tumour             . .         . .  777 

-  suprapubic,  with  cystitto. .  306 

-  in  syphilitic  pseudo-paralysis  387 

-  of  syphilitic  swellings  on  tibia  752 

-  of  temporal  reoion  from  dis- 

ease of  upper  bicuspids..  783 

heart  diseafe   . .         . .  783 

lung  disease    . .         . .  783 

stomach  disease         . .  783 

-  of  testis       518 

exquisite    in   acute    epi- 

didymo-orchitis          . .  518 


Tenderness  of  testis,  amid. 

-  in  testicular  abscess      . .  680 
from  torsion                  . .  743 

-  over  ulnar  nerve  at  elbow 

in  l>rachial  neuralgia     . .  491 

-  universal    in    cerebrospinal 

meningitis                      . .  648 

-  uterine,  from  metritis       . .  221 

-  per    vaginam,    from    obtu- 

rator hernia        . .         . .  740 

-  vulval,  from  Bartholinitis..  221 

caruncle 321 

kraurosis 770 

leukoplakia          . .         . .  221 

Tendo-achillis  jerks  absent  in 

locomotor  ataxia           . .  568 
Tendon,  ossification  of,  simu- 
lating exostosis  . .        754,  768 
Tendon -Jerks  (see  also  Knee- 
jerk  ;     Babinski's    Sign ; 
and  Ankle-jerk) 

-  exaggerated  in  amyotrophic 

lateral  sclerosis    . .         . .  554 

brachial  monoplegia       . .  546 

in      subacute     combined 

degeneration  of  the  cord  498 

-  loss  of,  in  atrophic  paralysis 

of  arm 549 

peripheral  neuritis         . .  66 

-  in  spastic  paralysis  of  one 

leg 589,  540 

-  unequal    and    e3caggerated, 

in  hemiplegia  . .         . .  887 

-  sheaths,  gonococcal  inflam- 

mation of . .         . .         . .  876 

inflammation  in  gout    . .  383 

rheumatic  nodules  in    ..  453 

Tenesmus  in  abdominal  angina  486 

-  carcinoma  of  sigmoid  colon  781 

-  dysentery    . .         . .  90,  196,  501 

-  intussusception       . .         . .  727 

-  rectal            478 

-  tuberculous  sigmoid  colon  781 

-  in  ulcerative  colitis           . .  91 

-  vesical,  in  acute  cystitis  . .  813 
Tenosynovitis,  crepitus  in    . .  179 

-  egg-shell  crackling  hi       . .  177 

-  sunulating  occupation  neu- 

roses        . .         . .         . .  178 

Tenotomy,  diplopia  after    . .  200 
Tension  of  eye  in  differentia- 
tion    of     conjunctivitis, 

iritis,  and  glaucoma      . .  257 

-  raised  in  herjjcs  frontalis..  807 
Tensor  fasciie  femoris,  spinal 

nerve-root  supplying     . .  548 

nerve  supply  of  . .         . .  543 

Teres   major    and   T.  minor, 

spinal  nerve-roots  supplying  556 

nerve  supply  of       . .  550 

Terror  in  patient  after  epileptic 

convulsions          . .         . .  169 
Tertian  fever  (see  ^lalaria) 

Test  for  acetonuria                 . .  4 

-  albuminuria             . .         . .  5 

-  albumosuria  . .  20,  21 

-  alkali,  for  alkaptonuria   ..  822 

-  for  arsenic    . .         . .         . .  93 

-  barium  chloride,  for  carbo- 

luria          828 

-  for  bile  in  stools    . .         . .  197 

-  bleaching  powder,  for  indican  821 

-  blood  iu  lax&i         . .         . .  89 

-  boiling,  for  albumin,  method 

of  avoiding  fallacies  of  . .  473 
phosphate  fallacy  of  . .  574 

-  bromine  water,  for  melanuria  831 

-  in    Canmiidge's    pancreatic 

reaction           . .         . ;  115 

-  for  carboxy haemoglobin    . .  188 

-  caustic    soda,     for    elastic 

fibres        701 

-  chyluria                   . .         . .  136 

-  cystin           187 
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TESTS— TESTIS,    TORSION   OF 


196 
197 
355 
822 
821 

806 
355 
819 
188 
819 


821 
5,  6 


Tut^  contd. 

-  diacetic  acid  in  urine 

-  diaso-reaction 

-  fermentfl  in  gastric  juice  . . 

-  ferric  chloride  for  alkapton 
melanuria 

-  flnorescin,  for  corneal  a]cer> 

ation         . .         . .         •  • 

-  for  free  HCl 

-  Omelin's,  for  bile  pigment 

-  for  bearing 

-  Huppert's,  for  bilo  pigment 

-  for  indican  in  urine  348,  821 

-  iodine  for  bile  pigment     . .     819 

-  for  lac^c  acid  . .         . .     855 

-  lactone  in  urine  . .     290 

-  lead  in  urine  . .       77 

-  liquor  potaasse,  for  pus  . .  623 
.  meal  in  chronic  diarrhoea..  196 
in  examination  of  disorders 

of  the  stomach           . .     355 
gastritis 50 

-  for  methylene  blue  in  urine    823 

-  nitric  acid,  for  bile  pigment  819 
indican . . 

-  for  nuoleoproteid  . . 

-  Nylander's,  effects  in  alkap- 

tonuria      822 

-  occult  blood  . .         94,  197 

-  osonic  ether,  for  pus        . .     623 

-  for  pancreatic  disease       . .     364 

-  paralysis  of  upper  extremity    545 

-  pentose  in  urine 

-  the    phenylhydrasine    and 

fermentation,     in     con- 
^rmation  of  glyoosoria  . . 

-  for  phosphates,  acetic  acid 

-  phosphaturia 

-  peorosperms.. 

-  rennin  

-  aafranin,      negative      with 

alkaptonuria 

-  Bahli's,  of  pancreatic  defect 
silver  nitrate  for  alkaptonuria  822 

-  sodium    nitroprusside,    for 

acetone     . .         . .         . .        4 

for  melanuria  . .         . .     821 

-  for  sugar,  various  . .        289,  291 

-  UffeUnann's  . .     355 

-  urates  in  urine       . .         . .     815 

-  urinary,  in  iodism  . .         . .     112 

-  -  oedema     . .         . .         . .     457 

for  saturnine  encephalo* 

pathy    . .  . .  . . 

Testicular    sensation    lost 
malignant      growth 
testis 

syphilitic     disease 

testis 

in  undescended  testis  . . 

Twtlt,  ab8cet»  of  (i)ee  AbscetM 
of  Testis; 

-  atrophy    of    ("see   Atrophy, 

Testicular) 

-  carcinoma  of  (see  Carcinoma 

of  Testis) 

-  congenital  misplacement  (see 

Testis,  Et'topic) 
"  eytt  of,  general  account  of 

-  deficiency  of  deep  tender- 

ness iu,  in  tabes 

-  tettplc 

acute  torsion  ef  . . 

alleged    greater    liability 

to  malignant  disease.. 

attacks  of  pain  in 

causing  swelling  in  femoral 

region 

-  -  diagnosis  of 
appendicitis  from  pain 

due  to  . .        523,  740 

-  -  dullness  over  . .  . .  742 
emptiness  of  scrotum  on 

affected  side  . .        523,  740 


290 


818 
208 
574 
803 
355 

822 
216 


m 
of 

•  • 

of 


139 


521 

766 
523 


521 

562 
78,  740 
..  523 

523 
740 

733 
523 


TftiSf  ectopic,  contd. 

-  in.  femoral  region  . .     784 

gangrene  of         . .         . .     523 

hernia  with  . .        523,  740 

inflammation  of,  diagnosis 

from  strangulated  hernia  523 

-  in  inguinal  nagion  . .     740 

-  liability  to  recurrent  trau- 

matic inflammation  . . 

-  ntw  growth  of,  diagnosis 

from    hydrocele    of    a 

hernial  sac      . . 

omental  hernia  . . 

the  tunica  vaginalis 

poln    due    to, .  diagnosis 

from  appendicitis 

intestinal  colic 

at  puberty  in  . . 

-  in  perineum        . .         516,  740 

-  proneness    to    recurrent 

inflammation  . . 

-  recurrent  attacks  of  pain 

m  •  •  •  •  •  • 

-  retention  in  abdomen    . . 

inguinal  canal . . 

perineum 

-  situation  at  root  of  penis 

in  front  of  pubes 
upper  part  of  thi^^  . . 

-  testicular  sensation  in  the 

suspicious  swelling  in 
varieties  of 

-  ombryoma  of,  age  incidence 

OI     • •  •  • 

-  the      commonest       new 

growth  of  the  testis  . . 

constitution  of    . . 

dissemination  via  lympha* 

tics  or  veins    . . 

long  course  of    . . 

metastasis  in 

semi-maligxuint  nature  of 

tissues  contained  in 

-  encysted  hydrocele  of 

-  endotlielioma  of 

-  Onlargod  from  abscess       518,  680 
areas  of  varying  consis- 
tence in  malignant    . .     520 

due  to  chronic  torsion  521,  766 

from  cvst. .         . .         . .     521 

in  epi^idymo-orchitis  518,  520 

from  gunmia       . .        680.  681 

-  due  to  hiematooele        . .     521 

in  hydrocele        . .         . .     621 

rapid,  in  malignant  disease  520 

-  -  syphilitic        519,  520,  681,  765 
tubercular  disease         . .     680 

-  examination  of  in  hematuria  307 

-  excision  of,  obesity  after  . .     453 

-  fibroid  syphilitic     . . 

-  gangrene  of . . 

-  gonococcal  infection  of 

-  in  groins  in  pseudo-herma- 

phroditism 

-  growth  and  gunmia  of,  dis- 

tinguished by  treatoient 

-  lummt  of,  general  description 

519,  680,  681 

-  diagnosis  from  testicular 

abscess.. 

tuberculous  testis 

scrotal  sores  due  to       679, 

-  hernia  of    (see    Hernia    of 

Testis) 

-  inflammatory  lesions  of  (see 

Epididymo-oruhitis     and 
Orchitis) 

-  injury  of,  acute  epididymo- 

orchitisfrom   ..        517, 
hematocele  due  to 

-  torsion  of  testis  from    . . 
vomiting  from    . . 

-  mal-descent  of  (see  Testis, 

Ectopic) 


523 


742 
742 
742 

740 
740 
523 


523 

523 
523 
523 
523 

523 
523 

523 
523 

766 

766 
520 

766 
766 
766 
766 
766 
521 
766 


519 
523 
207 

706 

521 


680 
680 
680 


518 
521 
766 
814 


Te$ti$,  eotud, 

-  naUoiiaiit  irtwtli  of  (and 
see  Carcinoma  of  testu)       I 

adhesion   to  skin  only 

in  late  stage  of       . .    « 

aUeged  greater  liability 

of  undescended  tci»tis 
to      . .  • .         . .    * 

blood-stained    fluid    in 

tunica  vaginalis  in        « 

<- carcinoma  and  sarcoma 

clinically     indistin- 
guishable     . .  ..     x 

consistence  of  . .         . .    « 

diagnosis  from  chronic 

torsion  of  testis     521,  ' 

hematocele  521,  \ 

hydrocele       520.  521.  \ 

syphilitic  oirchitis  520, 1 

tut>acuUxu    testis..    J 

embryoma     the     com- 
monest f<xnm  of    52f1|,  1 

enlargement  of  iliac  and 

lumbar  glands  in    520, 

testis  in        . .        520, 

incorporation    of    epi- 
didymis in  late  stage    < 

loss  of  testicular  sensa- 
tion in  . .         . . 

nodular,    irregular   tu- 
mour in        . .         . . 

operation   in   diagnosis 

from  syphilitic  testis 
or  hematocele 

pain  in..  ..        520, 

simulation   of   fluid   in 

tunica  vaginalis 

thickening  of  cord  in  520, 

varieties 

-  misplaced  (see  Testis.  Ectopic] 

-  pain  in  (see  Pain  in  Testicle) 

-  painless  nodule  in,  in  tuber- 

culous disease     . . 

-  phvsiological  inequality    .. 

-  reddened   soft   area   in,   in 

testicular  abscess 

-  retained  (see  Testis,  Ectopic) 

-  sarcoma     of     (see     Testis, 

Malignant    Urowth    ci  ; 
and  Sarcoma  of  Testis) 

-  swelling     of     (see     Testis, 

Enlarged) 

-  QfphlUs  of,  adhesion  to  cover- 

ings in 

diagnosis  of 

from  new  growth 

tut>erculous  testis     5S0, 

effects    of    mercury    and 

iodides  on 

epididymis  unaffected  in 

519,  765. 

hernia  testis  from 

Ices   of   testicular   sensa- 
tion in  . .  . .         765, 

nodular  affection  of  tunica 

vaginalis  and  albuginea 

in  

operation     in     diagnosis 

from     hematocele     or 
new  growth 
potassium  iodide  in  dia- 
gnosing.. ..        520, 

scrotal  fistula  due  to 

sense    of    dragging    and 

weight  in 
.  —  size  rarely  three  times  the 
normal  in 
~  -  ulceration  from   . . 

Wassermann   reaction   in 

520, 
'  -  tend«7)ess  of  (see  Tender- 
ness of  Testis) 
'  -  tonioil  of,  abdominal  pain  in 
I  —  diagnosis  from  growth  521, 


TESTIS.    TORSION    OF— THROAT 


obatmctioD  bj 


-  breaking  dawn  uid  i 


D  snotal  tplthcll- 


VEllllin  slkcl 


ti|>idid;iziiii  affsclcd  rmthcr 
than  body  of  UtVa    tit 

IM 

gndaalp 

mentQ 

heml.  U» 

hydrocele 

S^'ns 

>Ia  doe  to   M9,  e;9 

»  CPth«T  mnlEo< 
tubcrcnkala  . .     «80 

>ercQl»ig      . .     SIS 
ra   ot  cyatitii 


M8 


epidulymLs  to  bo 

T.    buil[l  in    diact 
from  ABlala  In 


ntniH-iniMthMM,  deflnK 

-  from  toa^on  of  the  medu 

-  In  sjrinBOmjella  (Fif.   1 


Jacqovt'a  flrJtIlEma  of 


-  Ijiapbatic  dralnaigB  of      .  ^     ' 

-  maKlca.  atnphy   ot^  with 


L  (Fif.   167)    GBO 


-  pbcBphabc  difibet«B      > .  A 
pboapborua  potaonlng  . .  1 

-  -  polycyUuBDia  Irom      ft7V)  A 

-  doilD^  ^ffon                     . .  6 

bellar  atfopby      .  .           . .  7 
Thomt-Iflm  >nd  I«iU  hianw- 

BntwD-Seqiurd 


parnlJBia  .  ^ 

TbamaaD'i  dUMH,  clKtrlM) 
TkincIC       aneDrrim       (•«• 

secoDdarr  alanda  along, 

-  wall  (Bee  Cheat,  Bulging  ot) 
Tborai,  «ict4n«lon  of  podicn- 

-  ridkely  : :     : 

-  Mcondary   depoaiu    In.    in 


Hiom-appl*  crjBtala  of  ural 
Thread-wonns  (Oiyuris) 


Thrill,  fluid,  wlttatciirt      ',' 

-  -  In  o™rlan  oyit   . . 

-  hydatid         

THRILLiVrECORO'iAL,  alg^ 


-  mitfal  RffUfgltatioD      ^, 

-  with  patent  dnchia  arteri- 


ThrMt.  abBcB«,  in,  aepticnmi 
-  KleS'l'oW'barillmln    '. 


and  eiytbema  Karhilii 
an  (Ke  Son  Throat) 
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THROBBING— TIBIA 


Throbbing  in  aortic  disease  . .     233 

-  aenaation    in   undue   abdo- 

minal aortic  pulsation    . .     592 
Thrombotic     asymmetrical 

oedema  from       . .        455,  456 

-  causes  uf       . .  . .  . .     386 

-  In  childbed 456 

-  femoral  vein  . .        186, 456 

-  gangrene  from        . .         882,  283 

-  infarction  from         321,  322,  700 

-  the    central    retinal     vein 

(PkUe  VIII,  Fig.  0)     462,  839 
sudden  blindneas  from  839 

-  cortbrti  173,  685 
acquired     paralysis     of 

childhood  due  to        . .     155 
aphasia  from,  acute  onset  in  685 

-  -  ataxy  from  . .  68,  666 

athetosis  iu         . .  . .     155 

coma  in   . .  . .        137,  138 

diabetes  insipidus  in      . .     585 

-  -  headache    in         327,  328,  847 

-  -  hemianopsia  from  . .     835 

-  -  hemiplegia  from 

82,  138,  285,  337,  338 

after  influenza     ..         ..     131 

measles     . .         . .         . .     131 

monoplegia  from  . .     5-16 

talipes  from         . .  . .     131 

-  in  femoral  vein       . .         . .     456 

embolism  after  . .     186 

extension    to     inferior 

vena  cava    ..  61,  825 

-  iliac 9,  456 

-  Of  InfoHor  vona  eava  8.  9 

albuminuria  from  9,17,825 

ascites  from  61,  825 

casts  in  ivine  in     . .     825 

CAxmo  of  . .     459 

hflpmaturia    with       9,  825 

nephritis  simulated  by  825 

-  —  -  cedcma  of  legs  from 

461,  825 

- 8ecx)ndary  to  throm- 

bosis in  one  leg  61,  825 

simulating  peritonitis    646 

varicose     abdominal 

veins  from  . .     825 

-  of  innominate  vein,  inflam- 

matory causes  of  . .     826 
varicose  thorax  veins  from   820 

-  intracardiac,fembolism  from 

155,  173,  286 

-  intracranial  linus,  excruci- 

atini*  hcadiu^he  from     . .     651 

heraiplesia  in  . .        337,  338 

from  otitis  media        . .     650 

pyrexia  with    . .  . .     650 

rigors  with        . .         648,  650 

CavornOUt,  causes  of       . .     253 

dilated  frontal  veins  from  253 

exophthalmos  in253,  254, 051 

limited  eye  movements 

with  . .  . .  . .     254 

mastoid  swelling  witli       251 

cL^dema  of  eyelids  from 

253,  651 

squint  from     . .  . .     651 

suppurative   meningitis 

from..  ..  ..     254 

-  -  lateral 578 

-  —  bronchopneumonia  in       321 
dotting     of     internal 

juqtiLar  vein  from  . .     651 

srangrene  of  lung  from       287 

a'dcma  over  the  mastoid 

bone  from  . .  . .  651 
opti(;  neuritis  from     . .     651 

-  -  from    otitis    media 

98.  123,  186,  650 
pain  in  the  ear  from  . .     651 

-  -  -  pulmonary     embolism 

from  ..  186,  578 
rigors  with      ..       648,  650 


Tkrombotitf  intracranial,  amUL 

lateral,  tachycard!a  In  . .       98 

tcndemesi  over  mastoid 

process  from  . .     651 
luporior    longitiidliial, 

cerebral  softening  from  643 

—  coma  in  . .         139,  643 

-  convulsions  in    139,  558 

-  diagnosis  of  once- 

piialitisand  men- 
ingitis from     . .     558 

-  -  —  -  general  head  sym- 

fitoms  in  . .     658 

- headache  in         ..     139 

infantile     diplegia 

due  to  . .  . .     556 

-  -  - paraplegia  dae  to  558 

-  -  (pdema    of    scalp 

from       . .  . .    651 

_  _    -  optic  neuritis  in..     139 

-  -  paraplegia  from  556,  643 

-----  pyrexia  in  558,  650 

-  -  retraction  of  head  in  641 

-  -  simulating       cere- 
bellar abscess  . .     651 
_  — cerebral  abeceas    651 

-  —  -  -  -  meningitis  558, 

643,  651 

vomiting  in  139, 558, 651 

sweating  with  , .     650 

tenderneiw  over  tlie  mas- 
toid boue  from       . .     651 

-  -  thrombosis  of  internal 

jugular  vein  from  . .     651 
vomiting  witli   650,  844,  847 

-  Jugular    vein    from    otitis 

media                   . .        123,  578 

secondary    to     lateral 

sinus  thrombosis    . .  651 

-  mownteric 432 

anal  Iwemorrhage  in       . .  90 

constipation  witli           . .  153 

-  -  heart  or  abdominal  disease 

C4iusing..  ..  ..     153 

-  intestinal  ol>3truction  from  432 
mcteorism  in      . .  . .     432 

-  peritonitis  from  . .         . .    432 

-  of  piles         . .         . .         . .     635 

-  of  portal  vein  (and  see  Pyle- 

phlebitis) 

astMtes  in         . .  . .       58 

general  account  . .     301 

-  of  posterior  inferior  cerebral 

artery,  ataxy  from  . .  666 
cerebellar  artery,  ataxy 

in       . .  . .  . .       68 

dissociative  anaesthesia 

(Fig.  184)     ..  ..666 

-  pulmonary,  lu^moptysis  from  317 

infarct  of  Itmg  from     321,  322 

in  mitral  stenosis  . .     320 

pleuritic  effusion  from  . .     123 

-  renal,    albuminuria   in  8,  9 

-  saphenous  . .  . .  9,  486,  825 
cedoma  of  one  leg  from. .     825 

-  spinal,  paraplegia  from     ..     563 

in  syphilis  . .  . .     432 

transverse  myelitis  from      604 

-  Of  superior  vona  cava,  in- 

flammatory causes  of  . .  826 
a*dema  of  face,  neck, 

and  arms  from  458,  461 
varicose  thoraoic  veins 

from  ..  ..     826 

-  affecting    uncinate     gyrus, 

anosmia  from  ..  ..669 

-  in  varicose  veins    . .         . .     466 

-  venous,  infarction  of  lung  in    321 

-  white  leg  from  . .  . .  456 
Thrush,  bleeding  gums  in  86,  88 
Thumbs,     double-jointed,    in 

Mongolism  . .  . .     216 

Thymic  asthma  mistaken  for 

spasmodic  asthma         . .     682 


Thymm  Itand  and  anemia  . . 

-  OtilfgOC     C<MaTtllBiODS    of 

childraa  with  . . 

diagnosis  of 

dullness  b^iind  stemom  a 

and  infantile  convulstoas 

Ijmphatiam 

-  -  stridor  frotn 

tracheal  obstruction  Irtm 

465, 
T-ray  shadow  oC.. 

-  fatal  syncope 
"  fatneds 

-  and  infantilism 

-  mediastinal      new     growth 

aristng  from 
TbyroW  absecas  in  premia  . . 

-  cartilage.  pericbondritiB  of, 

in   syphilis 

-  extract,    benefit    frcwa  (Me 

Thyroid  Treatment) 
THYROID         QLANO       EM- 

LAR6E0  

age  incidexkce  of        791 

breatiilensness  with  .. 

iu  exophthalmic  goitre 

244,  253,  527,  772,  797 

mistaken  for  asthma 

obstrurtioQ  to  oesopha- 
gus by 

of  trachea  by 

veins  by 

onset  kt  puberty 

palpitation  with 

paralysis  due  to 

of  vocal  cords  due  to 

parenchymatous,    ane- 
mia with 

pressure,  effects  of 

relation  to  exophthalmic 

goitre 

slow  growth  of 

stridor  from    . . 

swellings  simulating  .. 

tachycardia  with 

tracheal  obstruction  Ivoa 

-  hydatid  cyst  of 

-  malionoiit  iliaiBH  of  (»t 

CarcinoDui  of  Thyroki 

Gland; 
movement     with     lary&x 

on  swallowing..      '  .. 
and     ovarian     inter^reb- 

tionships 

tetany  from  removal  of  175, 

tubervulosis  of     . . 

-  Uxfantilism  (Fi^.  61) 

-  insufficiency     (see      Hypo- 

thyroidism ;     Cretinism ; 
and  MyxcBdema) 

-  secretion,  effect  on  menstni- 

ation 

-  troatmont  benefit  to  myx- 

cfdema  from     .. 

in  cretinism 

diagnosis      of     cretinism 

from  idiocy       . .        264, 

of  hypotliyroidism 

myxoedema  42,  259,  454, 

no     effect     on      adiposis 

dolorosa 

enuresis  cured  by 

palpitition  from  5:?3, 

reduction  of  weight  by.. 

tiichycardia  from 

Thyroidectomy,  tetany  after 

3,  178, 
THria.  affection  in  yaws 

-  bedsore  over 

-  deformities     in     congenital 

syphilis 

-  necrosis  of,  talipes  from    . . 

-  overgrowtli  after  injury    .. 

-  sarcoma  of  (/"i^- 1M>  764, 756, 


TIBIA— TONGUE 


Tata,  ffiWd. 

TinkUng.  mcUllic.  citli  pneu- 

Timaii'.  roMd. 

-  ■•relling  on,    \a  Hcandarf 

mMboni            ..        .. 

-tSU  of.  m  epilepsy        HI 

-y].b.Li. 

TM 

TIHHITIIS       

-  »8ioclat«d  with  auihlnK  .. 

3«a 

Tibiil     muKle    nBKlton     In 

-eptiiuiiarelieiiiie  .. 

lis 

-  rncnMed  by  lob»«o 

-  cLaucre  ol,  dlseuned 

-  -  parel.vBB,  UUpHtrom  .. 

-  cornet-player's  cramp  of  .. 

177 

Tltiilia  Hiiticux  miuci*.  Iplrud 

.  inil«nlCR-a  diHuo 

-  deep-red  colour  In  diabetes 

BttVf  foot  "upplying     .. 

-  middle-ear  danlnaa 

-  dcMciency  of  deep  lenileme«» 

--nfrvf<upplrol.. 

MS 

-  nuclear  facial  panUya^    . . 

In  locomotor  alaiy 

-  ponltou,  dervB  nipply  ol  . . 
Tk,  convulsive,   m  Id   cbonn 

-  otitis  medta 

-  dentil  uker  ol       ..       SIS 

8H 

-  ditlU:ully  in  using,  a   uuae 

^.ImutatlnH'         ..         .. 

of  dyiphagia       . .         .. 

-  (llllMirMX  (anil  «<  TrJgemliul 

-  mberculou.  oliti.  media.. 

Ncuritain,  il.JOT) 

-  Tatietia  of 

-  -  a'nd     brown.     In    acuU 

yeUow  atn^hy         303 

TtredneH'a't  odh  "of  Vl'tlitota 

4S 

-  -  paiu  rclleOcd  typrewuri 

8S8 

48 

Md  tenderDfM  dua  lo 

-  -  optic  diac  chuiga  In     . . 

SSB 

renal  tubenulosia 

48 

-  -  paraiTsm  breu^ht  on  bj 

-  «nWa.  scotomrSom      8S0 

-  -  -"in    tropiclV  BbBceM   ol 

-  -  relation  of  ptTilon*af« 'to 

u> 

-  «t>iuD>Ddki.  .  c<.u»  o(  con- 

-  dry  cou«H  Irani 

-  dy.peptlo  ulcer  of  '.'         '.'. 

-  -  muKlo  Iwlicblmi'in      '.'. 

3U 

molillni!.  hk-cougi.  (:om       .. 

-.dsk:-Z.    ::    :: 

bulbar  paralyaB..     '    .. 

««T 

IHht  luiig.  tmroK  on  Uvn 

from 

40ft 

-  -  liver  depnifl*]  bj         40t 

MS 

-  undue  iiioroaa*  of  pube-mle 

of  Tongue) 

paalvo      livpmHnIa       Dl 

uteruet™      ..       418 

-  InlMt"™!'!™^"". .         '.'. 

in  bulbar  paralysis      16» 

--  RIcdd'A  lobe  Irani           4<M 

Wi 

- -ehapeot  liver  m.. 

40S 

M 

-  liHured  in  sj-pliilis 

ch.Us                 ""       .". 

480 

-  loJ^welgtit  due  to        '.'. 

41 

-  nerve  deahTen  from         .. 

191 

-- alveolar  abscess 

« 

-  palpitation  from    ..        Hi 

-  -  ap[*ndiciH.        .. 

-  -  iBoplasiunu.     .. 

481 

-  paeudo-nriaina  In    . . 

-  retinal  cones  aflscted  by  .. 

-  -  in  gaslritia          . .         4» 

taeloH     ..           US.  SOI 

-  lysfoptibillty    of    diBcfMit 

M 

ThMclrclMliCnd».Kin«. 

(X'bd"from    ■■          ■■ 

-.0™ :      and      Fongoiu 

Afleclion.  of  SHo) 

-  linnitm  IncreMed  by        '.'. 

I9S 

-  -  diagnoaia    from  ciioiniW 

niosular  Bvptaillds 

-- typhoid  lever     '.'.         '.'. 

pityclBsleroM* 

on  KOttlna  into  bed  from 

!;i 

tlneiinbricau 

-  -  .nd°tS^miSi^ii'Xroi^ 

Tt«  m  ncgto  mut    ;; 

-aflectodbysMbiw.. 

ass 

-  gannrene  ol.  in  Haynaud'a 

dise:u« 

SSI 

-  -  dm^oHia  from  ichUiTWia 

-  dofcrmity  from  boola 

-  Blaied  in  pyelitis    .. 

-  gumma  of    . .                     !7» 

S40 

-  -  nMilian  position  ol 

4«] 

-•manrlnaw  In  baclUng-dmw. 

811 

-  eioaloals  ol 

-  «7PQ.is  (we  KiBgKorni  of  ttae 

«1 

-  leukoplakia  olfi-IrUe  JT) 

-  tonauran-  C»e  Rln««o™) 

-  pain  'lu,  in  -Uortoo'e' disease 

j;g 

Toenail,  ingrowing    .. 

498 

-  pa™™'oV'iii  b3'bJ!-'*paml^la 

SIS 

■  '  '"'^'"™''b     ''''™'     "* 

r.e 

bloo.1  dcelmcticn  In       . . 

'  '"tSMr'pa«'l^™   '^   !° 

Ji4 

-  -  d«;nj.tion  or  ::    :: 

-  protnision  In  oretinlam 

»!» 

-  -  dii«n«iB  from  chloiuurut 

ill, 

T™E  ota'l"  ri.  (rijjn       311 

471 

-  -  Moiuroiiau  idiocy 

-  aore,  with  papular  aypLllo- 

!«3 

Tmoil*.  Btlettou*  ol  anterior 

erstlinuini.      .. 

portion,  relerrcd  pain  In 

--  in  second^  syp'lillia     " 

80E 

lopr„j 

-  strauherr)'   appearance  of. 

pit,riui>  roui 

ol  dorsum,  retwred  pain 

»yphilides         . .         !;« 

In  otcipil.il  area  In 

tliema  scarlatlnilofme  .. 

-  dbtiTibution  ol    -. 

-  awellii«  ol,  due  lo  mercury 

4»» 

-  awollcn.  djaphugla  due  to 

■m 

-  -  In  sprue 

-syphilis  of  237,!iT9.  430, 81i 

.-ir..]ej  In  ..           ;■;«.  42« 

-  aniio- neurotic  ffdema  of  . . 

-atrophy  cl..         ..           C»,  71 

"wrWfrt    ." 

7W 

miliaria  rubra 

-  -  alcoholic  . .  2J8,  2*i,  tm 

pariplifiral  nourilia..         W« 

-  -  cimits:a  ol  liver           1(8 

410 

—  myutlienbi  cmclii     '    .. 

-  -  in  general  paralysis     11! 

ErhSorlS"'        "        '.'. 

-  "bald,"  in  «-.arlet  lever  .. 

-  -  lead  poiaonlng    . . 

-  not    bitten    In    hy«*ric»l 

-  -  paralysis  agitani 

tibta  donalli 

160 

-  ticbiaoaia  parasil-i  in      .. 

Ml 

X004 


TONG  UE— TRICHINOSIS 


'I 


Tongue,  eontd. 

-  tubtrculout  812,  814 

-  ulceration    of  (see    Ulcera- 

iioQ  of  Tongue) 

-  unilateral  palsy  of,  absence 

of  articulatory  defect  in      687 

-  white  spots  on  in  aphthoos 

stomatitis  . .         . .     815 

Tonic  contraction  of  uterus  . .     229 

-  spasms   (see    Contractions, 

Tetinic) 
Tonsillectomy,  death   from 

lymphatkm  after  . .     423 

-  palate  paralysis  after        . .     640 
TtniilHtit,  acuta,  albuminuria 

in  . .         . .  17,  18 

aortic  disease  after       . .     237 

djnsphai^  with  . .         . .     591 

earache  from       . .         . .     230 

endocarditis  complicating    239 

enlarged  glands  from   419,  708 

foul  breath  due  to  . .       99 

p«ns  in  the  limbs  in    503,  505 

in  peliosis  rheumatica  . .     600 

with  pharyngitis. .         ..     673 

phlegmonous       . .         . .     419 

p^aliam  with     . .         . .     591 

-  -  pyrexia  in  620,  622,  672 

rigors  in 647 

sore  throat  from  . .     670 

-  -  sphial  arthritis  in  . .     708 

-  spondylitis  deformans  after  787 

stiff  neck  from  . .         . .     708 

trismus  simulated  by  . .     801 

-  various    micro-organisms 

causing..  ..         ..     670 

-  dironic,  diphtheritio         . .     672 

syphilitic  . .         . .     672 

from  Vincent's  angina  . .     672 

-  follicular,  albuminuria  in..      17 

constitutional  disturbances  672 

diphtheria  bacilli  hi      ..     671 

distinction    of   Vincent's 

angina  from    . .         . .     672 
foul  breath  in     . .         . .       99 

-  high  fever  in      . .         . .     672 

leucocytosis  in    . .         . .     400 

simulating  syphilis        . .     672 

-  sore  throat  from  . .     670 

-  rliaumatle  239,  374,  504,  671 

-  age  incidence  of  604,  671 

-  enlarged  submaxillary  lym- 

phatic glands  in        ..     419 

-  nature  of  some  cases  of. .     374 

-  recurrent     . .         . .        121,  671 
Tonsils  and  adanoMt,  mouth- 

brcattiing  causing  . .     672 

-  carcinoma  of  (see  C^rcinoroa 

of  Tonsils) 

-  chancre  of    . .         . .        670,  672 

-  onlarged,   association   with 

adenoids  . .         . .  . .     670 

deafness  from     . .         . .     190 

cnurr«is  cured  by  removing  248 

insomnia  from    . .         . .     357 

in  lymphatism    . .         . .     423 

night  terrors  with  . .     448 

with  rhinitis        . .         . .     204 

stertor  from        . .         , .     707 

-  epithelioma  of   (see  Carci- 

noma of  Tonsils) 

-  gumma  of,  simulating  car- 

cinoma    . .         . .         . .     672 

sore  t-hroat  from. .         . .     670 

-  list   of   various   acute  and 

chronic  afToctions  of  the    670 

-  mucotis      patoh      on,     in 

secondary  syphilis         . .     075 

-  sarcoma  of  (see  Sarcoma  of 

Tongne) 

-  syphilis  of  425,  C70,  672,  675,  813 

-  tuberculous  . .         . .     672 

-  ulceration  of  (see  Ulceration 

of  Tonsils) 


Tooth's  paronaal  atroffliy    ..      71 

ankle-clonus  in  . .     560 

atrophy  of  leg  moscles 

with 128 

Babinski's  sign  in      . .      81 

claw-hand  in   . .        127,  128 

conmiencing  in  one  leg     645 

diagnosis  of  transverse 

myelitis  from  . .       74 
familial    character    of 

(Figs.  8,  9,  p.  71)  132,  560 
following      whoopmg- 

cough  or  measles    . .     560 

paralysis  of  arm  in     . .     554 

paraplegia  from  557,  559,  560 

plantar  reflex  in         . .       81 

reaction  of  degeneration 

in  . .        132,  560 

reflexes  in        . .         . .     560 

talipes  in  71,  132,  560 

Tooth-ache,  abscess  with     . .     747 
Tooth-brush,    bleeding   gums 

due  to      . .         . .  86,  87 

-  retracted  gums  from         . .     641 
Tooth-plate  ill-fitting,  hemor- 
rhage due  to        . .         . .      87 

-  obstructing  oesophagus     . .     222 

-  in    OBSopliagus,    luemate- 

mesis  from  . .         . .     297 
opening  into  pericardium     711 

-  ptyalism  due  to  defective. .     591 
Tophi  in  ear,  in  gout  381,  507 

-  about  joints  . .     507 

-  sodium  urate  crystals  in         381 
Torsio  testis  (see  Testis,  Tor- 
sion oO 

Torticollis,  clonic  contractions    161 

-  contracture  in        . .         . .     167 

-  description  of         . .         . .     708 

-  due  to  disuse  . .         . .     163 

-  hemiatrophy  of  face  with  167,  537 

-  hysterical 166 

-  due  to  injury  at  birth       . .     708 

-  retraction  of  the  head  in..     641 

-  scoliosis  in    . .  180, 181,  708 

-  spasmodic 708 

Torulffi  in  vomit        . .         . .     134 
Trachaa,   aneurysm  rupturing 

into  . .  140.  318,  482 

-  displaced  by  thyroid  gland    792 

-  epitlielioma  of,  stridw  from    710 

-  irruption  of  caseating  ghmd 

into  465 

-  ulceration  of.  luemoptysis  in    318 

-  from   malignant   thyroid 

gland 792 

-  Ohstructlon  by  aneurysm  . .     482 

: causes  of . .  . .        465,  709 

! diagnosis  of         . .         . .     465 

'  —  by  enlarged  thymus  gland    710 
I  —  epithelioma  of  ODeophagus    710 

intercostal  retraction  in      465 

malignant  glands  in  neck    710 

-  mediastinal  new  growth  483,710 

-  ortliopnoea  in      . .         . .     465 
stridor  from        . .         . .     709 

-  sucking     in    above    the 

oluviclcs  in       . .         . .     465 

-  -  syphilitic 710 

by  tliyroid  tumour        . .     792 

after  tracheotomy  . .     710 

Tracheal  tugging        . .         . .     33S 
Trachootomy,  htpmop^is  after  318 

-  stenosis  of  trachea  after    . .     710 

-  stridor  after  ..         ..     710 

-  surgic4il  emphysema  after       231 

-  urgent,  from  {u*ute  suffoca- 

tive uedcroa  of  larynx  185,  539 

in     bilateral     laryngeal 

paralysis  . .         . .     539 

for  ondema  of  larynx     . .     673 

Trachoma,  corneal  ulceration  in  807 

-  pannus    in 807 

-  ptosis  in 590 


Training,  lack  of,  tachycardia 

from 
Trance,  hysterical      ..        137, 
Transfusion,    acute    nephritis 

simulated  after  . . 

-  universal  cedema  from      458, 
Transiiluniioatioa  of   antrum 

of  High  more  (Fiff.  62.  p. 

205)  ..  ..        502. 

Transitional  corpuscles 
Tranalucency    test    for    cyvtt 

of  testis    . . 

-  -  in  hydrocele  621,  522, 

-  of  psoas  bursa 
Transposition  of  great  vesseb 

-  liver 

-  viscera  ..  ..        184. 
Transverse  myelitis  Csee  Mye- 
litis, Transverse) 

Traube's  space,  definition  of 
Trauma  (see  Injury) 
Traumatic  arthritis    . . 
Treadler's  cnuup 
TREMOR         

-  in   ac^juired    infantile   par- 

alysis        . .  . .         . . 

-  ak»holism  136,  172,  238,258, 

-  of  arm  (see  Arm) 

-  associated  witii  flushing    .. 

-  causes  of 

-  in  congenital  diplegia  154. 795, 

-  differentiation  of  clioreiform 

movements  from 

-  of  eyes  (sec  Nystagmus) 

•  fibrillary     in     intermittent 
claudication 

-  in  Graves'  disease  244.  253. 

772,  792, 

-  head  (see  Head.  Tremor  of) 

-  with  hysterical  chorea 

-  influence  of  sleep  on 

-  intention  (see  Intention  Tremo 

-  in  Little's  disease   . . 

-  mercurial     . .  . .  37. 

-  in  occupation  cramp 

-  paralysis  agitans     . . 

-  peripheral  neuritis. .  77, 

-  post-hemiplegic 

-  rate  of  various 

-  tongue  (see  Tongue.  Tremor  <rf 

-  unilateral,  from  tumcNir  of 

subthalamic  region 
Trephining,     indications    for 

in  cases  of  coma. . 
Trq>onema      pallidum      (see 

SpirochH>ta  Pallida) 
Triceps,  nerve  supply  of 

-  pseudo-hypertrophy  of 

-  ^>inal  nerve-root  supplying 
Trichlnosia.  acute  general  paiia 

in  the  limbs  in    . . 

-  albuminuria  in 

-  blood-changes  due  to 

-  cachexia  in . . 

-  diagnosis  from  acute  gastro- 

enteritis   . . 

polymyositis    . . 

cholera     . . 

enteric  fever 

rheumatism 

-  eosinophilia  in  249,  504, 

-  epidemic 

-  gastro-enteritis  from 

-  high  fever  in  . .        504, 

-  infection  from  pork        504, 

-  leucocytosis  in 

-  muscles  affected  by         504, 

-  oedema  of  face  and  eyes  in 

-  pain    and   stiffness    in    the 

muscles  from       . .        504, 

-  profuse  peritpiration  in     . . 

-  rarity  in  Great  Britain     .. 

-  severe    constitutional    dis- 

turbances in 


TRJCHINOSIS^TUBERCULOSIS 


1005 


Trichinosis,  amtd.  I 

-  tenderness  of  the  spine  in. .  785  ; 

-  trichinellse  in  muscles  in  . .  504  | 
in  8to<^  in          . .         . .  501 

-  trismus  from           . .          . .  801 
Tricoceplialus  dispar  (Fig.  154)  569 

no  blood  changes  with  . .  33 

as  cause  of  eosinophilia. .  219 

Trichophyton  acuminatam  . .  272 

-  craterilorme             . .          . .  272 

-  cultures,  classification       . .  273 

-  sulphureum              . .         . .  272 

-  violaceura    . .         . .          . .  272 

Trichophytosis  (and  see  Ring- 
worm and  Tinea)  272,  273,  275 

Trtcuipid  trwu  systolic  bruits 

over          . .                    . .  106 

-  regurgitatlcii,    absence    of 

bruit  with            . .         . .  106 

from  alcoholism . .         . .  243 

brtiits  of 239 

in  ohrooic  bronchitis  and 

emphysema      . .          . .  246 

pain    and    tenderness    in 

tlie  back  from. .         . .  789 

puls-ition  of  liver  in     . .  407 

secondary  to  mitral       . .  239 

-  -  thrill  with            . .          . .  791 

-  stenosis,  presystolic  bruit  in  110 
thrill  with           . .         . .  791 

-  valve,    f ungating    endocar- 

ditis of     . .          . .         . .  321 

Tiioeminal  narve,  tumour  of, 
neuralgic  pain  and  tender- 
ness due  to         . .         . .  783 

-  neuralgia    from    a    carious 

tooth        . .                    . .  495 

-  coryza  in             . .         . .  203 

-  -  earache  associated  with  230 

-  from  Gasserian   ganglion 

disease                          . .  496 

-  in  glaucoma        . .          . .  838 

-  gummatous  meningitis  496 
periostitis         . .          . .  496 

-  herpes  zoster       . .          . .  496 
I>ersistence  of  pain  for 

monttis  in  some  cases  496 

-  -  iritis          495 

-  -  8cars  of  old  herpes  in     . .  496 

-  from  tumours  at  base  of 

braUi             ..          ..  496 

-  -  -  of  5th  nerve    . .        496,  783 

•  -  major  495,  496 

•  —  absence  of  sensibility  in  49G 
• muscular  paresis  in  496 

-  —  age  incidence  of         . .  495 

•  —  cutaneous  flushing  in  495 

-  —  idiopathic,     diagnosis 

from     symptomatio 

trigemmal  neuralgia  496 

• lachryraation  in         . .  495 

photophobia  in           . .  495 

points  in  diagnosis  of  495 

—  reflex  spasm  of  muscles 

of  affected  side  in  . .  495 
salivation  in    . .         . .  495 

—  subjective  sensation  of 

swelling  in  . .          . .  495 

—  trophic  changes  in  hair 

and  skin  in  . .          . .  495 

no  wasting  in  . .          . .  496 

Vigonal    region    of    bladder, 
affection  of,  causing  penile 

pain          . .          . .          . .  441 

Y-ional,  coma  duo  to. .         . .  137 

"riple  phosphate  crystals  in 

urine  (Fig.  155)  . .         . .  573 

diplegia,  infantile     . .          . .  155 

RI8MU8        801 

absent  in  hydrophobia      . .  162 

—  or     late     in     strychnine 

poisoning          . .         . .  162 

from  alveolar  abscess        . .  747 

in  hysteria 162 


738 

78 

34 
340 


Trismus,  contd. 

-  tetanus         . .     162,  178,  463,  709 

-  various  conditions  simulating  801 
Trochanter,  great,  bedsore  over  285 
Trommer's  test  for  glycosuria  289 
Trophic  changes  in  skin,  nails, 

and    joints    in    syringo- 
myelia     ..  ..        128,  285 

-  lesions  in  acquired  infantile 

paralysis 155 

infantile  paralysis  . .     131 

-  ulcers  in  paralytic  talipes. .  130 
Trophoedema,  hereditary  (see 

Milroy's  Disease) 
Trophoneurosis,  gangrene  from   284 

-  macules  in 423 

Tropical  abscess  of  liver  (see 

Abscess,  Hepatic) 

-  climate,  dengue  in..  ..  506 
effect  in  producing  active 

congestion  of  liver     ..     371 
yellow  fever  in    . .         . .     372 

-  dinates,  cachexia  from    459,  461 

loss  of  weight  in . .         . .     848 

cedema  of  legs  in  459,  461 

-  severe  antemia  from  . .  459 
Trousers,  ill-fltting,  a  cause  of 

priapism 586 

Trousseau's  sign         . .  3,  178 

Truss,  enlarged  groin  glands 

from 

-  ill-fltting,  testicular  atrophy 

from 
Tr3rpanosoma  gambiense  (Plate 
XII,  Fig.  a,  p.  696)       . . 

-  in  cerebrospinal  fluid    . . 
Trypanoiomiasit,  blood  changes 

m  ■•  ..  ..  ..       94 

-  lymphocytosis    In    cerebro- 

spinal fluid  in      . .  . .     339 

-  trypanosomes  in  cerebrospinal 

fluid  in 340 

Tubal  abortion  (see  Abortion, 
Tubal) 

-  disease,  referred  pain  in  the 

area  of  10th  dorsal  nerve  in  509 

-  gestation     (see    Gestation, 

Ectopic  ;    and  Abortion, 
Tubal) 

-  ruptured  (see   Gestation, 

Ectopic ;  and  Abortion, 
Tubal) 
Tube-casts  (see  Casts,  Renal) 
Tubes,    distended    Fallopian, 

causing  dyschezia 
Tubercle  bacilli  ^see  Bacillus) 
TuborclOt,  choroidal   (and  see 
Choroid),    with    Chejne- 
Stokes  respiration 

in  meningitis      ..        341,  699 

ophthalmoscopic  appear- 
ance of  (PUtU  nil)  . .     463 

-  unilateral  exophthalmos  due 

to 254,  255 

-  (and  see  Nodules) 
Tuberculides  (see  Scrofuloder- 

mia) 
Tuborculin    in    exclusion    of 
tuberculous  peritonitis  . . 

-  injections     in     diagnosing 

chronic  abscess  of  bone 

Addison's  disease 

latent  tuberculosis     . . 

lupus  vulgaris. . 

tuberculosis      612,  808,  814 

-  tuberculous  csBcum       ..     736 

-  reaction     absent     in    lung 

lesions    due    to    oidium 

tropicale 705 

eosinophilia    in    positive 

stage  of  ..     249 
(and   see  Calmette's  Re- 
action ;   and   von  Pir- 
quet's  Reaction) 


Tuborculosil,  absence  of  clinical 
signs  for  some  time  in  . .     610 


150 


125 


719 

75S 

38 

848 

812 


..       17 

23 

', '.  37,  459,  616 

. .  731 
(Otitis, 

..     450 


621 
450 

619 

50 

574 


-  acetonuria  in 

-  albuminuria  in 

-  amenorrhcea  in 

-  anaemia  in  . . 

-  axillary  abscess  in 

-  of     bladder    (see 

Tuberculous) 

-  blood  changes  in     . . 

-  of  brecist  (see  Breast,  Tuber- 

culosis oO 

-  cachexia  from     17,  114,  459,  461 

-  Calmette's     reaction     for, 

fallacies  of 

-  cell  changes  in 

-  characteristic    temperature 

curve  of  

-  in  children,  anorexia  in    . . 

-  chloasma  in 

-  of  colon  (see  Colon,  Tuber- 

culosis of) 

-  diagnosis    from     fungatid|; 

endocarditis         ..         ..*  61S 

influenza . .         . .         . .      610 

paratyphoid  fever  . .     611 

yaws  450 

-  empyema  resulting  from  . .     120 

-  enlarged  glands  in  groin  in      738 
cervical  glands  in  . .     421 

-  fatty  liver  in  . .         . .     414 

-  functional  bruits  in  . .     106 

-  gonoral,  cerebral  type  of  . .     699 

-  -  at>sence  of  leucocytosis  in    614 

acute,  leucopenia  in      ..     401 

choroid  tubercles  in      . .     463 

diagnosis  from  bronchitis    344 

typhoid  fever  . .         . .     699 

frequent  origin  in  a  tuber- 

culoas  bronchial  gland 

-  hyperpyrexia  in 

purpura  in  . .        596, 

pyrexia  with  weakness  uid 

anorexia  at  onset  of  . . 

rigors  in 

severe  headache  in 

splenic  enlargement  in  692,  699 

tuberculous  meningitis  a 

part  of . . 

-  genito-urinary,  pyrexia  in 

-  guinea-pig    inoculation    in 

diagnosis  of 

-  hxematoporphyrinuria  in  . . 

-  histological  diagnosis  of    . . 

-  iritis  and  cyclitis  in 

-  of  Joints  (see  Arthritis.  Tuber 

culous ;  and  for  Tnber- 
cuIosLh  of  the  Viocera  see 
under  the  different  oorgans, 
e.g..  Kidney;  Liver;  Proo- 
Ute;  Thyroid  Gland,  etc.) 

-  latent,  loss  of  weight  from 

-  pleuritic  effusion  in 

-  von  Pirquet's  and  (Cal- 
mette's reaction  in 
diagnosing 

leucocytosis  absent  in      620,  699 

-  uncommon  in.  except  in 
advanced  phthisis  and 
meningitis 

lichen  scrofulosorum  with., 
of  Lung  (s9e  Phthisis ;  and 

Lung) 
lymphatic    gland    enlarge- 
ment in  (see  Lymphatic 
Glands) 
marasmus  in  . .  . .     427 

milk  in  relationship  to       . .     848 
multiple  serositis  in  . .     123 

oedema  of  legs  in    . .        459,  461 
onychia  in  ..         ..         ..     446 

pancreatitis  firom   . .         . .     116 

perforation  of  palate  in    . .     640 
peripheral  neuritis  in        . .     506 
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427 
101 
849 
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635 
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Ttiberculosis,  cotitd. 

-  pyrexia  prolonged  in 
the    only    symptom    for 

weeks  in  some  cases  of 
•>  recrudescence     following 
measles     . . 

-  shortness  of  breath  in 

-  simulation  by  alcoholism 
anorexia  nervosa 

-  of  spine  (see  Garies  of  Spine) 

-  testicular  atrophy  in  79,  80 

-  tuberculin  injection  test   of     814 
testa  f  or  . . 

-  ulceration  of  palate  in 
rectum  in 

-  TertebrBB  (see  Caries  of  Spine) 

-  visceral,     multiple     benign 

sarcoid  with 

-  von      Pirquet's    cutaneous 

reaction  for  612,  814,  847 

-  wasting  with  . .  . .       69 
Tuberculous  lymphatic  glands 

(see  Lymphatic  Glands) 

-  meningitis  (see  Meningitis) 

-  otitis     media     (see     Otitte 

Media,  Tuberculous) 

-  peritonitis  (see  Peritonitis, 

Tuberculous) 

-  nicer  (see  Ulceration,  Tuber- 

culous) 
Tugging,     tracheal,     due     to 

aneurysm  . .         . .         . .     223 

Tumourt  (and  see  Carcinoma ; 

Sarcoma  ;  Swellings  ;  and 

under  the  various  organs) 

-  pelvic  (see  Swelling.  Pelvic  ; 

and  Pelvis,  Tumour  of) 

-  phantom     (see     I'hantom 

Tumour) 

-  pulsatile  (see  Swelling,  Pul- 

satile) 
TUNOURS  OF  THE  SKIN 

-  spinal  (see  Spinal  Cord  Tumours) 
Tunica     vaginalis,      various 

swellings  affecting 
Tuning-fork  tests  for  hearing 

188,  189 
Turkish  bath,  capillary  pulsa 

tion  induced  by  . . 
Tlirptntlnt,  anuria  from 

-  hematuria  from 

-  leucocytosis  from    . . 

-  priapism  from 

-  workers,  bulla)  in    . . 
Twelfth  nerve  (see  Hjrpogloesal) 
Twins,  antenatal  recognition  of    228 

-  ilystocia  due  to       . .      227,  228 
Twisting  of  pedicle  of  ovarian 

cyst,  pain  simulating  renal 

colic 
Twitch,  muscular,  caused  by 

fatigue,  etc 

Twitchings  before  apoplectic 

stroke 

-  of  face  during  rigors 

-  muscular,  in  mcninsitts    . . 

-  in  strychnine  poisoning    . . 
Tympanic    attic,     caries    of 

ossicles  in  suppuration  in 

perforation  in  Shrapnell's 

membrane  in  suppura- 
tion in . . 

-  cavity,  bloody  purulent  dis- 

charge from 

erosion  of  internal  carotid 

artery  from  chronic  sup- 
puration in 

of    lateral    sinus    from 

opened  in  fractured  base 

(and  sec  Otitis  Media) 

Tympanites  (and  soeMeteorism)  431 

-  abdominal  distention  great 

from  . .  467 

-  In  atonic  con»tipat\ou       . .    \4^ 


470     -  - 


470  I 

468  ! 


468  ! 

468  I 

467  ) 


TympaAiles,  contd. 
circinoma  of  c^lon . . 
cirrhosis  of  liver 
diagnoi»is  of  ascites  from  . . 

-  displacement  of  cardiac  im- 

pulse by  . .         . .        330, 

-  gastric,  over  thorax 

-  in  acute  hsemorrhagic  pan- 

creatitis   . . 

-  Hirschsprung's  disease    148, 

-  loss  of  liver  dullness  from. . 

-  orthopnoea  from     . .        465, 

-  palpitation  from     . .        536, 

-  in  general  peritonitis 

-  physical  signs  of     . . 

-  in  pneumothorax    . . 

-  pyloric  olMtruction 

-  thoracic,  due  to  stomach  or 

colon 
Tympanum,  effect  of  nuclear 

facial  paralysis  on 
Type-seUers,  plumbism  in  . . 
Typhlitis,  pain  in  right  iliac 

fossa  from  . .        135, 

Typhoid  bacilli  (see   BaciOos 

Typhosus) 

-  carriers,  infected  bile  in    . . 

-  ffevar,    absence    of    clinksal 

signs  in  some  cases  of    . . 
leucocytosis  in  614, 

-  acute  diarrhoea  in 

dilatation  of  heart  from 

peritonitis  from 

agglutination  reaction  in 

(see  Typhoid  Fever, 
Widal's  Reaction  in) 

albuminuria  in    . . 

albumosuria  in    . . 

anmesia  after 

arthritis  in 

-  asymmetrical  oedema  fol- 

lowing   

-  bacilli  in  blood  in 

-  backache  with    . . 
bacteriuria  in 

-  Cheyne-Stokes    respira- 

tion in . . 

-  -  coma  in   . . 

due  to  hsBmorrhage  in 

-  confinement  to  bed  at  end 

of  first  week  in 

-  constipation  in  . .        610, 

-  continued  pyrexia  in     . . 

-  cramps  in 
cultivation     of     typhoid 

bacilli  from  blood  in  . . 
delirium  in  90, 

diaonofis   in   absence  of 

Widal's  reaction  and 

rash  . . 

-  from  appendicitis,  signi- 
ficance of  leucopenia 

-  fungating   endocarditte 

611, 

-  general  tuberculosis  . . 

-  influenza  610,  611, 

-  malaria . . 

-  Malta  fever     . . 

-  paratyphoid  fever 
pulmonary  tuberculosis 
pyosalpinx,  significance 

of  leucopenia  in 
septicaemia 
small-pox 

suppurative  pylephlebitis 
trichinosis 
tuberculous  disease  of 

the  kidney  . . 
-  meniniritis     611,  612, 
typhus  . .  597,  610, 

ulcerative  colitis 

-  diarrhoea  in 
at  onset  of 


367 

410 

53 

332 
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153  I 
401 
467 
538 
644 
53 
480 
134 

668 

536 
136 

501 


281 

610 
630 
196 
243 
55 


17 

20 

26 

376 

456 

650 

787 

83 

125 
136 
140 

610 
648 
697 
179 

610 
194 


611 

401 

613 
699 
699 
615 
613 
611 
611 

401 
611 
607 
614 
504 

613 
699 
698 
91 
90 
610 


Typhoid  /ever,  coiUd. 
difflnent^ 

count  in  dJagmwafac 

suppuFatkm 

distributioa  of  ^wtttc.. 

dryness  tji  the  tuoaah.  a 

Eberth's  bacilhis  mfam 

empyenui  of  gaU-bbdiv  i 

enlarged  meeeaurief^ 

in  ..         ..       .• 
epidUdjmo-ordiJtis  a  *ir 

-  —  eptstaxis  in  Siu,  Hi 
exa^geratioa  of  kiwc-itfta 

in    oonralceccnoe  fna 

-  -  fatty  heart  foUovia^   ■ 
stools  in  ..       - 

—  -  fewnet«3  of  physical  sigBSs 

—  -  fool  breath  in     .. 

tasta  in  ..       •- 

-  -  frontal  hetadache  at  eeart 

-  —  fullness  of  abdooBHi  a  ■  ■ 

-  —  furred  tongne  in 

gall-bladder  cnlarped  a 

»),  7i 

-  —  gangrene  in 

-  —  gradual  onset  with  bftt^ 

tude  and  anorexu  a-  • 
haemorrhage  iu,  bU&s^ai 

due  to  ..        . 

sudden    drc^    in  tea 

|>erature  from 

hiemoglobinaria  in 

headache  in  90.  iU 

621*. « 

—  lasting     sevtfal    d*yt 

with  pyrexia,  at  ob9 

heavy  sweatA  in 

hyp©rp>yrexia  in . .        J- 

hypothermia    in    coots 

leooence  from  .. 

indicanurta  in     . . 

inflammation  of  bile-p« 

sages  by  typhoid  b*c:l 

inteet4nal  bleedii^  in    . 

jaundice  in  362,  > 

leucocyte   count  in  ding 

nosis  of  deep  snppan 

tion  from 

-  -  leucocytosis  uncommnn  : 
leucopenia  in        90, 1* 

372.  4i 

lymphocytes  increased  x 

402,  « 

mcnorrhagia  in  . . 

meteor»m  in 

diafj^oeis  from  perfon 

tion 

—  mild      polyarticular     u 

thritffi  as  precursor  at 

—  muscular  atrophy  in    . 

—  necrosis  of  jaw  in 

—  nerve  deafneas  after 

-  -  CDdema  of  legs  after     . 

—  orchitis  from 

—  osteitis  of  head  and  neck 

—  otitis  n&edia  in     . . 

—  pano^eatitis   from 

—  perforation  in      ..        * 
diagnosis  from  mcteoi 

ism    . . 
severe  abdominal  pan 

from 
sudden    drop    in    t««B 

peratiuv  from        4J 
rise  in  pulse>rat«  in 

—  periosteal  abscess  in 
nodes  in 

—  periostitis  in  S^ 
of  rib  after 

-  -  periphoal  neuritis  from 

-  -  peritonitis  in        . .        42 

-  -  pleiirisy  in 

-  -  pneumonia  in       . . 

.  -  pneumc^eritoneum  in  . 
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Typhoid  feter,  eontd. 

-  -  polyuria  after     . .        582,  58S 
primary  infection  of  gall- 
bladder in       . .         . .     37S 

puhie  in    . .  372,  611,  697 

—  pulse-rate  relatively  slow 

in  . .  610,  697,  771 

—  pulse-temperature  ratio  in 

372,  697 

purpura  in  596,  598,  607 

very  rare  in     . .         . .     598 

pus  iii  stools  in    . .         . .     601 

pyelitis  in  ..         ..     625 

pyrexia  the  earliest  sym- 
ptom in  many  cases  of    620 

prolonged  in       . .     . .     609 

rash  in     . .  . .         . .     697 

rhonchi  in  chest  in       . .     697 

-  -  rigors  in  (Fig.  162,  p.  611) 

614,  647,  648,  650,  651,  698 
indicating  complication 

in  . .  648,  651 
rare  in  . .       647,  650 

—  rose-red  spots  in  90,  372, 

607,  610 

the  most  conclusive 

evidence  of         . .     610 

—  rupture  of  gall-bladder  in    281 

-  -  simulated  by  pyaemia    . .     650 

-  -  sloughs      from      Peyer's 

patches  in  the  stools  in    697 

•  -  spine,  painful  and  stiff  in     376 

•  -  spleen  soft  in      . .         . .     697 

•  -  -  enlarged  in        90,  196,  372, 

610.  615,  692.  697 

■  -  spondylitis  deformans  after  787 

■  -  stiffness  of  hip  joint  in  . .     376 

-  submammary  abscess  after  744 

-  swelling  of  ^yroid  gland 

in  792 

-  talipes  from         . .         . .     133 

-  technically  a  septioiemia    650 

-  temperature  curve  of  (Fig. 

1«2)       ..         ..        611,  697 

-  tenderness  of  spine  after    784 

-  testicular  abscess  in      . .     680 
atrophy  after  . .       79 

-  tetany  in  . .         . .     178 

-  tinnitus  after      . .         . .     794 
~  transverse  myelitis  from      565 

-  typhoid  spine  with        . .     787 

-  without  ulceration  of  intes- 

tine        372 

-  ulceration  of  larynx  after 

226,  318,  466,  710 

-  "Widal's  reaction  in     90, 

196,  372,  610,  620,  697 
spine,  general  account  of  376,  787 
state  in  typhus  fever  . .  699 
rphus     fCivor,     absence     of 

sloughs  in  stools  in       . .     699 
Widal's  reaction  in    . .     699 

-  acute  dilatation  of  heart 

from 243 

onset  in  . .         . .     698 

-  coma  in    . .  . .  . .     136 

-  cyanosis  in  . .         . .     187 

-  diagnosis  from  fungating 

endocarditis     . .        610,  614 

-  -  typhoid  fever   597,  610,  698 

-  diazo-reaction  in  . .     198 

-  early  prostration  in      371,  698 

-  hyperpyrexia  in  . .     343 

-  inspissation  of  blood  in. .     187 

-  jaundice  in         . .        362,  371 

-  leucocytosis  uncommon  in    400 

-  marked  nervous  symptoms  699 

-  mulberry    and    peteichial 

raphes  in         . .         . .     371 

-  occasional    outbreaks    in 

poorer   parts   of    large 
Hties 698 

-  purpura  in  371,  596,  597 
•  pyrexia  in           . .       343,  698 


Tjfpfuu  fecfr^  contd. 

pyrexia  over  by  twelfth  or 

fourteenth  day  in  . .  610 
prolonged  in    . .        609,  610 

—  rarity  of  . .         . .        597,  698 

—  -  rash  of      . .           371,  610,  699 

—  retention  of  urine  in  . .  C99 
rigors  in  . .          . .        647,  698 

—  severe  vomiting  in         . .  699 

—  slight  leucoctyosis  in  . .  371 
splenic  enlargement  in  692,  698 

—  sudden  onset  in  . .         . .  371 

termination  by  crisis      . .  371 

typhoid  state  in . .         . .  699 

Typist's  cramp  . .  177,  494 
Tyrosin,  absent  from  urine  in 

phosphorus  poisoning   . .  373 

—  in    acute    yellow    atrophy 

•     of  the  liver           302,  370,  843 

—  relation  of  alkaptonuria  to  822 

UFFELM ANN'S  reagent  for 

testing;  gastric  acidity    . .  355 

Uganda,  trypanosomiasis  in  34 

Uktratlon,  anal,  causing  spasm 

of  sphincter        . .         . .  150 

—  if  bladder  in  acute  cystitis  627 
bilharzia  infection          . .  630 

—  -  from  cystitis  ..  629,  630 
cystoscopy  in  diagnosis  of  630 

—  frequency  of  micturition  in  630 

haomatuiia  from . .         . .  630 

from  injury         . .         . .  629 

—  intestinal  ulceration       . .  633 

malignant  disease  629,  630 

painful  micturition  in     . .  630 

phosphaturia  in  . .         . .  630 

pyuria  in  . .           623,  629,  630 

—  rarity  of 630 

—  simple                  . .        629,  630 

—  surgical  emphysema  from  231 
in  vesical  tuberculosis    . .  629 

—  carcinoma  of  tonsil  . .  672 
ULCERATION  OF  CORNEA  806 
anterior    polar    cataract 

from 806 

catarrhal 806 

conjunctivitis  due  to    . .  260 

dendritic  . .          . .         . .  807 

diphtheritic         . .         . .  807 

epiphora  from     . .         . .  250 

witli  exophtlialmoB        . .  807 

from  fifth  nerve  paralysis  807 

fluorescin  detection  of  . .  806 

gonococcal             255,  256,  807 

—  in  CJravw'  di:isease           . ,  807 

—  herpes  frontalis              . .  807 

—  hypopyon  from  . .         . .  806 

—  iridocyclitis  from  . .  806 
iritis  from            . .         . .  806 

—  irregularity  of  pupil  from  594 

lachrymation  from         . .  806 

in     ophthalmia     neona- 
torum . .         . .         . .  255 

pain  in  the  eye  from      . .  806 

panophthalmitis  from  . .  806 

phlyctenular        . .         . .  806 

photophobia  from         574,  806 

progressive  stages  in      . .  806 

in  trachoma        . .         . .  807 

—  duodenum  (see  Duodenum, 

Ulcer  oO 
ULCERATION  OF  THE  FACE 
(and  see   Hodent  Ulcer; 

and  Carcinoma)  . .      . .  808 

—  in  fibroma  moUuscum  . .  781 

—  of  flngart  in  diabetes        . .  266 

from  epithelioma            . .  266 

frostbite 266 

leprosy 266 

lupus  vulgaris      . .          . .  266 

in  Raynaud's  disease     . .  266 

scleroderma         . .         . .  266 

from  x-rays         . .         . .  266 


ULCERATION  OF  THE  FOOT 

(and  see  Foot,  Perforating 
Ulcer  of)          . .         . .  809 
from  diabetes  mellitos..  809 

-  general  paralysis  of  insane  809 

-  leprosy     ..          ..         ..  809 

locomotor  ataxy . .         . .  562 

-  -  perforating  (Fiy.  207)    . .  809 

-  from  peripheral  neuritis  809 

syphilis  . .           . .         . .  809 

tabes  dorsalis      . .         . .  809 

-  of      frscnum      linguso      in 

whooping-cough  . .         . .  814 

-  gastric  (see  Gastric  Ulcer) 

-  of  glans  penis  from  balanitis  674 

-  gummatous  (Fig.  208)      ..  811 

-  of  intestine,  tuematuria  in 

305,  313 
ccBCum,    surgical    emphy- 
sema frt>m       . .         . .  231 

-  colon,  blood  per  anum  in  93 
involvement  of  bladder  in  313 

-  pneumoperitoneum    from 

perforation  of  . .         . .  711 

septic  arthritis  from      . .  S75 

or    stomach,    abdominal 

tenderness  in  . .         . .  134 

stricture  due  to  . .         . .  146 

subphrenic  abscess  due  to  721 

varieties  causing  bleeding  90 

-  ft  larynx,  cyanosis  from    . .  185 

dysphagia  due  to           . .  226 

earache  from      . .         . .  280 

haemoptysis  in    . .         . .  318 

oedema  of                        . .  466 

stridor  from       . .         . .  710 

-  -  varieties  of          . .       226,  710 

variolous  . .         . .         . .  220 

ULCERATION  OF  THE  LEO  810 

-  -  due  to  anthrax    . .         . .  811 

atheroma..          ..         ..  810 

badly  united  fracture    . .  810 

-  Basin's  disease  . .         . .  450 

-  bums        810 

cold           810 

in  diabetes  mellitus       ..  811 

-  from  diphtheria  bacilli..  811 

in  elephantiasis  . .         . .  810 

epitheliomatous  . .         . .  812 

from  excessive  standing  450 

glanders   . .          . .         . .  811 

hemiplegia           . .         . .  811 

infantile  paralysis          . .  811 

ochronosis    from  carbolic 

dressings  on     . .         . .  822 

-  old  age     . .         . .         . .  810 

phagediena                     . .  811 

relationship  of  injury  to  810 

-  -  syphilitic  ..         ..       449,  811 

tuberculous         . .         . .  811 

varicose,  characters  of  . ,  810 

-  in  yaws 449 

-  Mooren's 807 

-  of    tlie    mouth    (and    see 

Stomatitis)  . .         .  .86, 88 
bleeding  gums  in    . .        86,  88 

-  mucous    membranes    from 

herpes 830 

-  multiple,     in     tuberculous 

laryngitis..          ..         ..  325 

-  nose,  epistaxis  in               . .  250 

-  oesophagus,  surgical  emphy- 

sema from           . .         . .  231 

-  palate  in  syphilis    . .          . .  237 

-  penis  (see  Penis,  Ulceration  oO 

-  peptic,  of  gums      . .         . .  87 

-  parf orating,  distinction  from 

suppurating  com           . .  809 

originating  from  a  com  809 

painlessness  of    . .         . .  809 

-  -  in  tabes    ..         ..        285,  811 

-  of  pharynx,  earache  from . .  230 

-  snail-track,  in  secondary 

syphilis             . .         . .  672 
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Ulceration,  contd. 

-  •!  rtctum '*73 

bearing-down  pain  in    . .  473 

-  due  to  dywatery           . .  635 

gammatous          ..         ..  635 

tuemorrliage  in   . .         . .  93 

often  impalpable            ..  635 

sacralgia  from    . .         . .  610 

-  speculum  in  diagnosis  of  635 

surgical  emphysema  from  231 

traumatic . .          .  •         . .  635 

tuberculous          . .         . .  635 

due  to  ulcerative  colitis  635 

venereal,  luemorrtiage  in  93 

-  rodent  (Me   Rodent  Ulcer) 

-  of  wrotum  in  tuberculous 

testis                    ••         ..  680 
dun  to  epithelioma        679,  765 

-  -  syphilitic  . .  680,  681,  766 
rounded  with  sliarp  edges 

and   yellowish  base  in 

(^mma             . .          . .  681 

-  -  tuberculous  518,  680,  766,  767 

-  septum  n^ASi,  epistaxis  from  251 

-  of  skin,  over  chondromata  755 

-  -  in  epithelioma     . .         . .  803 

-  erythema  induratum  scrofu- 

losorum            . .         . .  450 

glanders 603 

granular     scrofulous,     in 

a<Tofulodermia           . .  603 

from  lieri>e^         • .         • .  830 

iodidet)      in      diagnosing 

Hyphilitic         . .          . .  449 

in  JcU'-quet's  erythema..  446 

leprosy  . .  76,  450,  654 

lichen  scrofulosorum   as- 
sociated with  . .          . .  529 

in  lupus  vulgaris. .         . .  448 

originating  in  papules    . .  528 

--pain  from..          ..          ..  476 

rupia         . .          . .          . .  653 

sarcoma  8t:irting  in        . .  803 

syphilitic  endarteritis   . .  338 

scarring  in       ..         ..811 

iodides  in  diagnosis  of  449 

trophic,  in  paralytic  talipes  1.^ 

tuberculous          ..        449,  450 

in  xerodermia  pigmento- 
sum      . .         . .         . .  80  4 

yaws                                . .  449 

-  stomach  (see  Gastric  Ulcer) 

-  superficial     in     small     flat 

pustular  syphilido          . .  604 

-  of    tertiary    syphilis,    dia- 

gnosis of  lupus  from     . .  449 

-  throat  (see  Sore  Throat) 
ULCERATION   OF   TONOUE  812 

-  in  dyspepsia  . .  . .  814 
dysphagia  due  to          . .  225 

-  microscope  in  diagnoais  of  814 

simple,  with  stomatitis..  812 

in  syphilis         237,  812,  813 

-  t-uberculous,     age     inci- 

dence of           . .         . .  814 

rare       . .          . .          . .  814 

simulating  epithelioma  814 

gunmia         . .          . .  814 

in  whooping-cough    . .  814 

"  tonsil  in  Vincent's  angina  670. 672 
phlegmonous  sore  tturoat 

from 670 

sarcomatous         . .         . .  672 

-  syphilitic,  sore  throat  from  670 

-  tuberculous         . .         . .  672 

-  of  trachea,  lucmoptysis  in  318 
T  -  from   malignant   thyroid  792 

-  tubomilOUS  (>'V.  209)       ..  81 1 

-  of  bUdder,  frequency  of 

micturition  in             . .  581 

bowel,    acute    peritonitis  i 

from 55  I 

-  —  abdominal     pain     and  J 

tendemem  with     ..  90  i 


CUenUion,  tubercMiout^  amid. 

-  of  bowel,  albumoooria  ia      20 

bleedbig  per  anom  In        90 

larynx,  cyanosis  from    . .     185 

nose,  epistaxis  in  . .     260 

from  tuberculous  cerrical 

gUnds 420 

-  of  urethra,  causing  epididymo- 

orcliitirt     . .  . .         . .     61 7 

from  gummata    . .         . .     209 

-  vagina,  discharge  from     . .     210 

-  vocal    cords,    diagnosis    of 

laryngeal  paralysis  from      637 

-  vulva  due  to  epithelioma  . .     769 

due  to  syphilis    . .         . .     769 

Ulcerative  colitis  (^ee  Colette, 

Ulcerative) 

-  endocarditis  (see  Fungating 

Endocarditis) 

-  Tarious,  affections  kA  larynx 

185.  466 
Ulcus  serpens  . .  . .  806,  807 
Ulna,  affection  in  yaws  . .  449 
Ulnar  detUvtion  of   hand   in 

rhoumatoid  arthritis     . .     380 

limited  significance  of  in 

diagnosis  . .  . .     385 

in     OKteo-artiiritis    (Fig. 

108,  p.  S79)     . .  . .     385 

-  norvi,  effects  of  division  of 

(Fig.  176)  ..  ..     661 

insensitivencss  of  in  tabes 

dorsaiis  . .         . .     665 

muscles  supplied  by      . .     650 

skin  ilistribution  ol       . .     659 

-  spinal  roots  derived  from    650 

-  tcndorness  over,  in  bradiial 

neuralgia  . .         . .     491 

-  paralysis  (see  Paralysis,  Ulnar) 
UmMlloU  cord  infection,  blood 

per  anum  in       . .         . .       90 

-  short,  dystocia  due  to  . .     227 

-  rooltn,     bulging     of,     by 

enlarged  spleen  ..         ..     688 

definition  of        . .         . .     722 

duodenal  carcinoma  felt  in  725 

orvraius  normally  contained 

in  722 

urachal  tumours  in        . .    728 

-  various   tumours  felt   in 

727,  728 

-  veins,  dilatation  in  cirrhosis 

of  liver 409 

Umbilication    of    growth    in 

liver  . .  279,  368,  412 

-  papules  in  lichen  planus  . .     630 
"  pustules  in  syphilis  ..     604 

-  in  small-pox  eruptions     666,  829 
UMBILICUS.    PAIN    ROUND    624 

-  affected  bv  scabies..         ..     832 

-  tuberouious  peritoaitis        716 

-  bloody  sweat  of     . .         . .     716 

-  ecxema  intertrigo  at        624,  716 

-  flattened  out  from  ascites. .     472 

-  secondary  growths  at    361, 

624,  716,  718 

-  haemorrhage  from,  in  con- 

genital    obliteration     ci 
bile-ducts  ..         ..     B66 

-  hernia  of  (<«ee  Hernia,  Urn- 

bilical) 

-  inflammation  of,  in  new-bom  716 

-  from  subphrenic  abscess    716 

-  tntertrioo  of 716 

-  lymphatic  drainage  of      ..     738 

-  pain  at  onset  of  intestinal 

colic  ut 473 

-  protrusion  of.  by  ascites  . .       60 

-  reddening  of,  in  tubercnloos 

peritonitLs  60,  67,  472 

-  sebaceoas  cyst  of   . .         . .     624 
diagnosis    fh>m    small 

irreducible  hernia  ..     624 

-  stretching  of  by  ascites    . .      60 


Uncinate  gyniA,  centre  for  s 

le«ion  of.  anosmia  froa 

oUaetory  aura  in  tom 

tumour  of.   lass  of  ti 

due  to  . . 
Uncon>4ciousneaa    foes  Cdn 
Unequal    pulbesB   (see    Pob 
Unequal) 

-  pupils  (see   Pnpibs,   Aba 

maiities  of) 
Uradial  cysts  . . 

pelvic  swelling  due  to 

simulated    by    distend 

bladder 

ovarian  erst    . . 

tuberculous    poritooi 

Utachus,   infiltration   by  » 

growth 

-  normal  condition  of 
situation  of 

-  tumour  of.  in  umbilical  rsf 

-  tumouis  of  . . 
Unomia,  abe>cnce  of  ^bumi 

uria  in      .. 

-  aoetonuria  in 

-  albuminuria  in  329,  350.  \ 

-  albuminuric  retinitis  in    . 

-  amaurosis  in  ..8 

-  amblyopia  in 

-  appetite  lot^t  in 

-  Babin&ki's  sign  in  . . 

-  bromidrosts  with    . . 

-  castA  in  urine  with. .        3 

-  characteristic     odour     o< 

breath  in . . 

-  Clieyne-Stokes  respiration 

-  in  chronic  nephritis 

-  coma  in       . .      82.  136,  1 

-  contracted  papib  in 

-  convulsions  in  14,45,48,^ 

-  delirium  in  . . 

-  diagnosis  of  indigestion  fro 

-  drowsiness  in 

-  dyspncpa  in  ..         . 

-  epileptiform  convulsions  i 

160.  169.  1 

-  front  il  headache  in  326,  3 

-  hflematuria  in 

-  severe    luemorrhoge    simi 

Uting 

-  high  arterial  tension  in 

-  hyperpyrexia  in 

-  grave  significance  of 

-  hypothermia  in 

-  increase  of  urea  in  osrebn 

Q>inal  fluid  in 

-  latent 

-  opisthotonos  in 

-  pyelonephritis 

-  reaction  of  pupils  in 

-  retinal  changes  in  . . 

-  shortaess  of  breath  ia 

-  simulating  a  rigor  . . 

-  symptoms  of 

-  toemor  in     . . 

-  trismus  simulated  by 

-  uridrosis  in 

-  visual  defects  in     . . 

-  vomiting  in..  329.  K 
Uramic  asthma,  mistaken  f( 

spasmodic  asthma 
Urate  fallacy  in  albumin  tsi 

-  of  sodium  (see  Sodium  Un 

-  in  gout     . . 
UratOS.  amorphous     . . 

-  cleared  by  wanning 

-  microsoopical  appearances 

-  normally  white 

-  simulated  by  mucus 
phoq>hates  . .        6 

-  pus 

-  tests  for 

-  thorn-apple    and   hedgelia 

crystals  of 
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Urate$t  amtd. 

-  thorn-apple  in  cirrhosis     . .     410 

-  ascnUgia  from  excess  of       510 
URATES,  DEPOSIT  OF       ..    81& 

after  biliary  colio  . .     500 

(liarrbcaa 815 

in  diBtinguishing  varieties 

of  heart  failure  . .     815 

fever         815 

with  heart  failore  . .     815 

in  hot  weather    . .         . .     815 

>■  -  indicative  of  concentrated 

urine 815 

lobar  pneumonia  . .     815 

pink  colour  of     . .        623,  815 

rheumatic  fever. .  . .     815 

after  much  sweating      . .     815 

uroerythrin  in    . ,         . .     815 

after  vomiting    . .         . .     815 

Urea  in  acute  Bright's  disease      12 

-  cerebrospinal  fluid . .         . .     339 

-  diminution  in  urine  in  acute 

yellow  atrophy  of  liver  . .     370 

-  nitrate  fallacy   in  albumin 

test  . .  . .        o 

Ureter,  calculus  in  (see  Oalcuhis, 
Ureteric) 

-  dilatation    of,    cystoscopic 

appearances  in   . .         . .     625 

-  diseases  of,  referred  pain  in 

area  of  10th  dorsal  nerve  in  509 

-  fistula  of,  causing  pneuma- 

turia         576 

-  inflammatory  affections  of, 

cystoscopic  appearances  in  634 

-  kinking     of,     in     movable 

kidney 500 

pain   due  to,   simulating 

biliary  colio     . .         . .     500 

-  •bttruction  of  ..11 
in  bladder  tumours        . .     311 

-  by  calculus  (see  Onkmhu, 

Ureteric) 

complete,  atrophy  of  kid- 
ney due  to       . .         . .     627 

hydronephrosis  In  . .     895 

-  -  incomplete,  uro-  or  pyo- 

nephrosis due  to         . .     627 

-  palpation  of  lower  end  per 

rectum  307,  394,  513,  515 

-  papilloma  of  vesical  orifice 

in  papilloma  of  kidney  . .     308 

-  tubtrcuiotit   of,  association 

with  vesical  tuberculosis    513 

-  cystoscopic     appearances 

hi    (Plate    F,    Fig.    D, 

V.  308)  . .         . .        515,  625 

kidney       enlarged      and 

tender  in         . .         . .     515 

pain   and    frequency    of 

micturition  in         . .     515 
in   penis   after   mictu- 
rition in       . .         . .     513 

palpation  per  rectum 

394,  513,  515,  626 
vaginam  . .         . .     394 

-  secondary  to  renal  tuber- 

culosis 310,  312,  394,515,626 

-  -  T.  bacilli  in  urine  in      . .     515 
UrotOritll,  bacteriuria  in  83 

-  descending,  due  to  B.  ooli 

and  to  staphylococcus  . .     515 

-  -  frequency  of  micturition  in  515 
~  -  non-tub^alous,      cysto- 
scopic   appearance    of  ' 
ureteral  oriflce  in  (Plate 

V,  Fig.  C,  p.  308)      . .     515 
tuberculous  . .         . .     515 

-  pain  in  penis  after  mictu- 

rition hi  ..  ..        518.  515  1 

Urethra,  abscew  of  (see  Abscess, 

Urethral)  ! 

calculus   in    (see   Calculus, 
Urethral)  i 


Urethra,  eontd, 

-  carcinoma  of  (see  Carcinoma, 

Urethral) 

-  caruncle     of,     dyspacennia 

from         221 

-  general  account  of         . .     770 

-  contusion  of  . .     808 

-  discharges  from  (see  Discharge, 

Urethral) 

-  the  use  of  the  endoscope  in     208 

-  epithelioma  of  (see  Carcinoma) 

-  evidence  of  bleieding  fnom       805 

-  exammation  of,  in  obscure 

pyrexia 620 

-  fistula)  of  (see  Fistuln,  Urethral) 

-  foreign  bodies  in     . .  210 

-  gonocooci  in  female  211,  769 

-  gumma  in 209 

-  hard  chancre  of      . .         . .     209 

-  herpes  of 209 

-  impaction  of  vesical  growth 

hi 441 

-  injections  into,  epididymo- 

orchitis  from      . .        517,  518 
~  injury    of,    bleeding    from 

external  meatus  in         . .     511 

-  extravasation  0/  urine  in    511 

from  fall  on  the  perineum    511 

faulty  passage  of  instru- 
ments    511 

fracture  of  pelvis  . .     511 

-  great  care  needed  in  in- 

strumentation in       . .     511 
haematuria  in      . .         . .     304 

-  from  kick  or  blow         . .     511 

-  pain  in  the  penis  during 

micturition  in. .         . .     510 

-  perineum  in        . .         . .     516 

-  instrumentation  <rf,  epididy- 

rao-orchitte  after  517,  518 

-  irrigation   of,    in   diagnosis 

between     anterior     and 
posterior  ureUiritis        ..     681 

of  posterior  urethritis 

628,  681 

-  narrowing  of,  following  soft 

sores         209 

-  n(Hinal  bacteria  of . .         . .       82 

-  obstruction     of,     bilateral 

hydronephrosis  In  ..     896 

by  bladder  tumour        . .     514 

due  to  epithelioma        . .     767 

-  pain  hi,  with  discharge     . .     441 

-  palpable  tumour  of  . .     209 

-  papillomata  of        . .         . .     209 

-  passage  of  fsces  through,  In 

carcinoma  of  rectum     . .     688 

-  gas  through  (see  Pneuma- 

turia) 

-  pigmented  in  Addison's  disease  574 

-  polypus  of,  discharge  due  to    208 
^own  by  the  endoscope      208 

-  prolapse  of  mucous  mem- 

brane simulating  urethral 
caruncle 770 

-  vulval  swelling  due  to  . .     768 

-  prostatic,  infection  In  gonor- 

rhoea          518 

-  rupture  of 308 

axtravasation  of  urine  in    308 

hiability  to  micturate  in    808 

-  smarting    and    tingling    at 

end  of,  in  onset  of  acute 
urethritis. .  . .         . .     510 

-  soft  sores  in 209 

-  stricture  of  (see  Stricture  of 

Urethra) 

-  suppuration  round,  perhieal 

sore  from 677 

'  tuberculosis  of        . .         . .     210 

-  ulceration  of,  acute  epididy- 

mo-orchitis  in      . .        517,  518 
Urethral  crises  of  locomotor 

ataxy        562 


Uftttirlttt.  bacteriuria  in      . .      8S 

-  causes  f  or    . .         . .  206 

•  chordee  in  ..         ..       516,  675 

•  cystitis  from  ..       627,  681 
.  diagnosis  from  cystitis      . .     681 

-  dyspareunia  from  . .         . .     221 

-  epididymo-orchitis  from  517,  765 

-  fistula  of  urethra  hi         ..     677 

-  frequency  of  micturition  in    631 

-  gonorrhoea    the    commonest 

cause  of 510 

-  hamiaturia  in         . .        804,  818 

-  herpetic,   irritetion    during 

micturition  in     . .         . .     209 

-  history  of  infection  in       . .     675 

-  due  to  impacted  calculus  . .     766 

-  importance    of    urio    add 

cryntels  hi  ..         ..     817 

-  inflammation  of  spermatic 

cord  in 528 

-  leucocytosis  in        . .         . .     400 

-  occasionally   due  to  septio 

infection 511 

-  pain  hi  the  penis  in  . .     515 
during  micturition  In510, 67ft 

-  priapism  from        . .        585,  586 

-  proetetic  abscess  due  to 

207,  511,  627,  681 

-  after  prosteteclomy  ..     767 

-  prostetitis  from       511,  627,  681 

-  purulent  urethral  discharge 

hi ftll 

>  pyrexia  with  ..         ..     207 

-  pyuria  due  to  . .     680 

-  retention  of  urine  in         . .     207 

-  smarting    and    tingling    in 

terminal  urethra  at  onset    510 
*-  suppuration    of    gUmdular 

follicle  hi 677 

-  testicular  abscess  due  to..     679 

-  due   to   ulceration   near  a 

stricture 766 

-  urethral  abscess  in..  679 

-  irrigation  in  diagnosis  of      681 

-  chronic,    gonoococi     oft«i 

difficult  to  detect  . .     209 

when  does  infection  cease    209 

pyuria  due  to     . .         . .     681 

-  gonorrhoeal  (see  Oonorrhooa) 

-  gouty  818 

priapism  from     . .        585,  586 

pyuria  due  to     . .         . .     628 

-  non-gonococcal,  epididymitis 

from  766 

-  due  to  instrumentetion. .     766 

-  posterior,     diagnosis    from 

chronic  cjrstitis  . .         . .     628 
history  of  urethral  infec- 
tion in  . .         . .     628 
urethral  irrigation  in  dia- 
gnosis of  628 

-  NptiC,  acute  prostatitis  and 

prostotic  abscess  from  . .     615 
epididymo-orchitis  in  517,  618 

-  due  to  infection  from  sim- 

ple leucorrhoea  . .     618 

in  prostatic  enlargement. 

from  self-catheterixation  680 

-  pyuria  due  to    . .        623,  681 
testicular  abscess  in      . .     680 

-  stephyloooccal         ..         ..     681 
Urethroscope  (see  Endoscope) 
Urethrotomy,  anuria  after  . .       49 
Uric  icld  and  catoium  oxalate. 

relationships  between  471,  817 

-  cayenne  pepper  deposits 

of  . .         . •     816 

-  the  clinker  of  metebolism    817 
diminution    in    urine    in 

acute  yellow  atrophy . .     870 

-  effect  of  biliousness  on. .     817 

deficient  exercise  on  . .     817 

excessive  eating  on    . .     817 

-  excretion  in  birds  . .     817 

64 
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Vrie  acid,  amid. 

-  •>  «xogenou8     and     endo- 

genous BouroM  of      . .     817 

-  -  In  fovere  . .         . .         . .     817 

<-  -  gravel  from         . .         . .     816 

>  -  in  heart  disease  . .         . .     817 

-  -  leukasmia. .  ..         ..     817 

by  no  means  indioatire 

of  goat  . .  816 

-  in  pernicious  ansunia    . .     817 

physiology  of  precipitatioQ  816 

-  reduction     of    Feollng's 

solution  by      . .       290.  818 
in  urine 390 

-  -  -  care  reqoirod  in  inter- 

pretation of . .         . .     817 

-  -  ervtUlt  (Fig.  219)        . .     816 
brown  colour  of,  doe  to 

urochrome   . .         . .     816 

glycosuria  with  . .     817 

"  importance  in  frequent 

micturition  . .         . .     817 

urethritis     ..  ..     817 

mucus  with     . .         . .     816 

oxalate  of  lime  with. .     816 

in    relation    to    renal 

calculus        ..        817,  818 
UmC    ACID     DEPOSIT    IN 

URINE 816 

Uridrosis  in  cholera  . .         . .     715 

-  in  uraemia 716 

Urinary  fistube  (see  Fistaln, 

Urinary) 

-  meatus,  small,  enuresis  with    248 
URINE,  ARNORMAL  COLOUR 

OF  818 

black,   from   alkapton- 
uria..        ..        820,822 

carboloria    . .        820,  822 

after  certain  drugs. .     820 

from  choluria  . .     819 

gaUio  acid    . .         . .     820 

tisBmatoporphyrin 

819,  820,  821 

htomaturia  ..         ..     820 

bxmoglobinuria 

S14,  820,  821 

indicanuria  . .        820,  821 

jaundice       . .        820,  821 

melanuria    ..        820,  821 

methflBmoglobin      . .     821 

resorcin        . .         . .     820 

salicylates    . .        820,  82S 

after  salol    . .         . .     820 

uva  unU       ..         .,     820 

blut,  from  indigo  blue      823 

indozvl      glycuronic 

acid  ..         ..     823 

methylene  blue       . .     823 

brown,  from  alkapton- 
uria . .         . .        820,  822 

oarboluria    . .        820,  822 

certain  drugs  . .     820 

pallic  acid    ..         ..     820 

luematoporphyrin  ..     820 

hjematuria  . .         . .     820 

hemoglobinuria    314,  820 

indlcan         . .        820,  821 

jaundice       ..        820,  821 

melanuria    . .        820,  821 

resorcin        . .         . .     820 

salicylatse    . .         . .     820 

salol 820 

uva  ursi       . .         . .     820 

OrMH 187 

from  bile      . .       819,  823 

carboluria    . .         . .     822 

methylene  blue       . .     823 

in  hiPmaturia  . .        S06,  820 

h£m(^loblnuria304,  314,  819 

in  jaundice      . .         . .     860 

method  of  precipitation    8-'0 

orange-red    from    uro- 

erythrin       ..         ..818 


Urine,  abnormal  aUowr  of,  anUd, 

-  -  -  orange-yellow  from  uro- 

bilin   818 

Vink,    on    addition    of 

alkali  after  dmgs    . .     819 

-  •  -  from      chrysophanic 

acid  . .        819,  820 

eosin. .         . .        819,  820 

hiematoporphyrin  . .     819 

hsmaturia  . .  819 

hflBmo^obinuria  819 

and  red,  from  rhobaib  820 

roaaniline     . .        819,  820 

-  . santonin       ..         ..     820 

-  -  —  uroerythrin  . .  818 
ptrt-wiiit-Mtoiirid  from 

hsematoporphyrin   ..     819 

rtd,  from  chzyiophantc 

aoid  . .        819, 820 

eosin 819 

hasmatoporphyrin  819,  820 

hsomataria  . .         . .     819 

hnmoglobinoria    S14,  819 

- roeaniline     . .  819 

smoky  tint  from  car- 
boloria        ..        ..822 

"  —  yilltw,    from    ohryao- 

phanic  add  . .         . .     819 

and  orange-^okmred, 

pigments  producing  818 

rhubarb        . .         . .     819 

santonin       . .        819,  820 

senna  . .     819 

-  absence  of  bile  pigment  in 

tropical  abscess  of  Urer      S69 

-  chlorides  hi  pneumonia  186,  S21 

-  abundant    and    pale    after 

angina  pectoris  ..  481 

•  acetone  in  (see  Aoetoonria) 

-  agglomeration    of    oxalate 

crystals      indioatlTe     of 
oxalate  calculus..         ..     471 

-  albumhi  in  (see  Albuminuria) 

-  albumoee  in  (see  Albamomria) 
.  ammoniacal,  source  of  error 

in  Fehling's  test. .         . .     290 

-  amphoteric  and  neutral  re- 

actions of  ..         ..     672 

-  analysis  in  chronic  phunbism  173 

-  B.  ooli  in  (see  Bacteriuria^ 

-  bacteria  in  (see  Baoteriona) 

-  Bence  Jones  bodies  in  (see 

Albumosuria) 

-  bile-pigmented    (see   Jaun- 

dice; and  Urine,  Abnor- 
mal Colour  of) 

-  bilhariia  ova   hx  (Fif.  IS, 

p.  93)  614,  630 

-  black  (see  Urine,  Abnormal 

Colour  of) 

-  bladder   epithelhun    in,    in 

bacilluria..  ..         ..     616 

-  blood-stained  (see  HiematDrla) 

-  calcium  oxalate  crystals  in 

(see  Oxaluria) 

-  Cammidge's  panoreatio  re- 

action in  (see  Csmmldge) 

-  easts  in  (see  Albaminuria ; 

and  C^ts) 

-  causes  of  turbiditr..         ..       82 

-  cavenne-pepper  deposit  in    816 

-  ceUs  in,  similarity  of  those 

derived     from     different 
sources  . .         . .     624 

-  diailOM  hi  acute  cystitis  . .     612 

-  -  associated  with  biliary  colic  600 

-  in  carcinoma  of  liver    ..     413 

-  cirrhosis  of  liver..         ..     410 

-  cystic  disease  of  kidneys       16 

cystinuria  . .         . .     187 

cystitis 628 

inuitritia 297 

hydatid  cyst  of  kidney . .     396 

-  impacted  ureteral  calcbliis   614 


Urine,  ehan^et,  amid, 

myxoedema 

pho^>boru8  poiaoiiiaf    . .    ] 

-  -  pyelitis     . .  600.  636,  I 

pyuria  . .         ..    i 

renal  colic  . .         . .    I 

tubercoloais  . .    I 

tumour  . .         . .    3 

in  the  stream  . .    4 

-  due  to  vesical  oaJmhis  . .    h 

-  crsrstals  in,  in  resical  cakoloi  < 

-  cystine  in  (see  Cystiaaria) 

-  deposit  in,  in  bacilhiria    . .    4 

-  of  pus  in,  in  cystitis     . .    C 

-  diacetic  acid  in  . .  4,  £ 
in  cyclical  Tomiting  of 

infants  ..    ^ 

-  diminution  of  chlorides  in 

phosphorus  poisoning    ..    S' 

-  -  -  in  pneumonia  . .         . .    3' 

-  -  total  solids  in,  m  nephritii  « 
in  pyelitis  . .    13 

-  -  urea    and    uric    acid    in 

acute  yellow  atrophy      3^ 

-  dribbling  of,  after  rrmitinn 

of    stream     in     urethral 

stricture %\ 

~  dnmb-bell  crystals   in  (see 
Oxaluria)  (Fig.  180)      . .    4: 

-  envelope    crystals    in    (see 

Oxaluria)  (Fi^.  130)  . .  4: 
->  examination      in     Brigfaf  s 

disease  13  eC  sn 

epistaxis tl 

oxaluria 47 

shortness  of  breath       . .    IC 

-  excessive  (see  Polyuria) 

-  extravasation  of,  in  injuries 

of  the  urethra  . .  . .  M 
pain  in  perineum  in      ..    M 

-  -  in  ruptured  urethra      ..    Sd 

-  scrotal  Astnla  due  to    ..    €7 

-  feces  in  (see  Feces  passed 

pa*  Urethram) 

-  fat  m  (see  Chylnria) 

-  filaments   in,  from  chronic 

gonorrtuBa  ..20 

-  fluorescence  in,  due  to  eosin  8^ 
•  fragments  of  new  growth  in  8C 
in  papilloma  ^  bladder    63 

-  gas  passed  with  (see  Pneoma- 

turia) 

-  glycuronic  acid  in  . .         ..    H 

-  gravel  hi,  in  renal  ooUc     . .    M 

-  hsBmoglobin  in  (see  Hemo- 

globinuria) 

-  heat  loss  due  to  evacuation 

of 41 

-  hippuric  acid  in      . .         . .    St 

-  hyperacidity  of,  freqnea^ 

of  micturition  from  ii 

-  incontinence  of  (see  Inconti- 

nenoe  of  Urine  ;  and  Mic- 
turition, Abnormalities  oO 

-  increase     in     quantity     in 

pyelitis 6i 

-  of  soUds  in,  in  diabetes    H 

-  indican  in  (see  Indicanuria)    T. 

-  iodides  hi i 

-  lactose  in     ..         ..         ..21 

.  levuloee  in  . .         . .         . .    21 

-  lead  in  . .  88,  87.  i: 

-  leucin  and  tyrosin  in  acute 

yellow  atrophy  of  Urer. .    3 

-  lithates  hi  (see  Urates) 

-  microscopic    cbaraet'cn    of 

pus  cells  In  . .         . .     6 

-  milky  (see  Chyluria) 

-  physiological  causes  of  . .     6 

-  mucus    in    (see    Mucus    in 

Urine) 

-  normal  amount  passed  437, 6 
in  eariy  toberouloeiB   of 

kidni7 8 
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Vrinf,  contd. 

-  nucloo-proteid  in  (see  Nucleo- 

proteiil  in  Urine) 

-  offeasivo  in  bacillnria        . .  filii 

-  opales<>ence  in  pyelitis      . .  025 
and  turbidity  of  in  renal 

tuberculosis     . .         . .  62G 

-  overnow  incontinence  of,  in 

retrovcrted  gravid  utenis  759 

-  oxalate  deposit  in  . .         . .  470 

-  oxybutyric  acid  in..  4,  292 

-  pale  in  renal  tuberculosis  . .  626 

-  pancreatic   reaction    in,    in 

affection  of  the  pancreas  486 

-  pentose  in 290 

-  phosphates  in  (see  Phoepha- 

turia) 

-  powdered    wig    deposit    of 

oxalates  in          . .         . .  470 

-  pus  in  (see  Pyuria) 

-  reaction    of,    in    bacterial 

infections . .         . .         . .  83 

lupmaturia           . .         . .  306 

with  uric  acid  deposit  . .  816 

-  per  rectum,  from  ulceration 

of  new  growth    . .         . .  632 

-  reducing  bodies,  other  than 

glucose,  in           . .         . .  290 

-  renal  cells  in,  in  bacilluria  615 

-  retention  of  (and  see  Mic- 

turition)   45,  207,  440,  631,  699 
in  acute  prostatitis       207,  631 

-  with  bladder  tumour    ..  311 

-  causes  of              . .         . .  440 

-  chronic  cystitis  from    627,  628 

-  differentiation  from  anuria 

45,  440 

-  dribl>ling  per  urethram  in  440 

-  in  general  peritonitis  . .  644 
--hysterical 441 

-  in     impacted     urethral 

calcuW           . .         . .  313 

-  nervous  causes  of         440,  441 

-  after  operations..          ..  49 

-  -  pain  and  stranguiy  in  . .  440 

-  from  paralysis  of  detrusor  443 

-  -  primary  lateral  sclerosis  567 
•  -  prostatic  abscess  207,  631 
• enlargement    . .         . .  440 

■  -  prostatitto            . .         . .  631 

-  retrovertc<l  gravid  uterus  759 

■  -  typhus  fever       . .         . .  699 

-  urethral  calculus           313,  441 
stricture           . .         . .  440 

-  urethritis 207 

-  vesical  irritability          ..  443 
scanty  and  high-coloured  in 

active  congestion  of  liver  371 
Viocific    gravity    in    acute 

nephritis  . .         . .  12,  13 

chronic  nephritis        . .  15 

diabetes  insipidus      . .  584 

mellitus        . .         . .  684 

high  in  cirrhosis        . .  410 

lardaceous  ^/Bease      . .  10 

low  in  amyloid  disease  197 

polycystKJ  disease  of 

kidneys    ..         ..  396 

in  pyelitis    . .         . .  625 

renal  tuberculosis  . .  626 

in  mitral  regurgitation  240 

spermatozoa  in,  from  bladder 

britation  in  oxaluria     . .  471 
spontaneous  coagulation  in 

chyluria 126 

stream    feeble    in    urethral 

stricture  . .         . .           . .  611 

sudden  stoppage  in  flow    . .  439 

from    impaction    of 

calculus  in  urethra  511 
with  vesical  calculcM  812 

a  far  in  (see  Glycosuria) 

phuretted  hydrogen  in..  187 
■oppression  of  (see  Anuria) 


Urine,  contd. 

-  swectbriar  odour  of           . .  187 

-  tests  applied  to  (see  Tests) 

-  tube-casts  in  (see  Casts) 

-  tulMrcle  btccilli  in  (and  see 

Bacillus  Tuberculosis)   . .  310 

in  renal  tuberculosis 

394,  616,  626 

vesical  tuberculosis 

312,  613,  628 

-  turbid  from  phosphates    . .  208 
causes  of 82 

-  twisted    stream    of,    little 

significance  of     . .         . .  438 

-  urates  in  (see  Urates) 

-  uric  acid  in  (see  Uric  acid) 

-  per  vaginam           . .         . .  313 

-  vesical     cellular     elements 

without  casts  in,  in  cystitis  628 

-  white  deposits  in,  oxalates  470 

-  worm-like  clots  in,  in  kidney 

tumours   . .                    . .  307 
Urebilin,  presence  in  normal 

faE^ces        ..         ..         ..  818 

-  spectroscopic  band  of  (Fig. 

23)  ..  95,  361,  818 

-  traces  in  normal  urine      ..  81 S 
Urebillnuria,  causes  of        ..  818 

-  in  cholangitis          ..         ..  116 

-  cirrhosis  of  the  liver          . .  818 

-  colour  in 818 

-  from     excessive     bacterial 

action  in  the  intestines..  818 

-  in  intestinal  affections       . .  818 

-  liver  diseases           . .         . .  818 
-pancreatitis..         ..          ..  116 

-  pernicious  amemia   303,  361,  818 
Urochromc,     causing     brown 

coloration    of    uric    acid 

crystals 81G 

"  normal  urine  colour  due  to  818 
Uroorythrin  in  cirrhosis  of  tiie 

liver          819 

-  colour  of  urate  deposit  due 

to 815,  818 

-  effect  of  alkali  on  . .         . .  818 

-  in  heart  disease     . .         . .  819 

-  high  colour  of  urine  due  to '  818 

-  increased  in  hepatic  disease  819 

-  simulating  luemaiuria       . .  818 
Urotropine,     luemoglobinuria 

from          314 

Urticaria  from    absorption  of 

fluid  from  hydatid  cyst  415 

-  affecting  lingers      . .         . .  266 

-  age  incidence  of     . .         . .  631 

-  due  to  antitoxic  sera  (see 

Serum  Rashes) 

-  bulls  in 850 

-  and  bullous  dermatoses    ..  114 

-  burning  sensation  in         . .  850 

-  desquamation  in     . .         . .  656 

-  diagnosis    from    angio-neu- 

rotic  oedema        . .         . .  746 

erythema  simplex          . .  252 

pnurigo 631 

-  distribution  of        . .         . .  531 

-  due  to  eating  fish  or  pork  746 

-  involvement  of  lips  in      . .  403 

-  itching  in     . .          531,  688,  850 

-  simulating  erysipelas        . .  850 

papular  erythema          . .  531 

pnu-igo  ferox      . .         . .  631 

scarlet  fever        . .         . .  850 

-  tache  c^r6brale  in  . .         . .  771 

-  wheals  in 850 

-  bullota  simulating  dermatitis 

herpetiformis      . .         . .  850 
pemphigus       . .         . .  850 

-  factitious  haemoglobinuria  in  816 
relation  of  epidermolysis 

bullosa  to        . .        113,  114 

-  hiBmorrhagic,    hfomosiderin 

in  macules  following      . .  424 


UrtiearitL,  contd. 

-  papulosa    (see   Strophulus) 

-  pigmentoia,  distinction  from 

xanthoma  multiplex      . .     805 

-  itching  in  . .         . .     806 

seu  nigricans       . .         . .     675 

wheals  in  . .         . .     806 

Uterine    sound    (see    Sound, 

Uterine) 
Utonil,  abnormalities  causing 

amenorrhcea        . .         . .       23 

-  absence  of,  sterility  due  to 

705,  706 

-  anteversion  of  due  to  pen- 

dulous belly        . .         . .     227 

-  backward        displacement, 

bearing-down  pain  from    473 

-  bimanual  examination    for 

flbromyoma  of    . .         . .     429 

-  cachexia  from  lesions  of   . .     114 

-  carcinoma  of  (see  Carcinoma 

of  Utenis) 

-  changes  in,  in  pregnancy  . .     437 

-  chorion-epithelioma  of  (see 

Chorion-ep  ithelloma) 

-  cochleate  of  Pozzi  . .         . .     219 
sterility  due  to    . .         . .     706 

-  congenital  dosiu-e  of  cervix      705 

-  COngostion  of,  absence  of  en- 

liu^ment  in       . .         . .     429 
backache  in        . .         . .     439 

-  causes  of 428 

from  certain  occupations     430 

from  constipation  . .     430 

-  dysmenorrhcea  from      . .     219 
general    venous     back- 
pressure causing        . .     430 

-  leucorrhcea  In     . .         . .     429 
menorrhagia  from        428,  480 

-  metrorrhagia  from         . .     435 

-  occurrence     usually      in 

married  women  . .     429 

in  retroflexion  of  uterus      429 

sacralgia  in         . .         . .     609 

salpiugo-oophoritis         . .     429 

subinvolution      . .         . .     429 

-  -  tight  lachig         . .         . .     480 

-  contraction   of,   spasmodic 

pelvic  pabi  from . .         . .     609 

diagnosis   from  pains  of 

tubal  gestation  . .     609 
weak,  dystocia  from      . .     227 

-  defective    muscle    develop- 

ment of 219 

-  dilated  in  subinvolution    . .     429 

-  dilatation  and  curettage  of, 

in    diagnosing    cause    of 
metrostaxis         . .         . .     436 

-  discharge    from,    with    sal- 

pingo-oophoritis              . .  760 

-  ditoaiO  Of,  anaemia  in  36 

causing  amenorrhoDa     . .  24 

pain  in  the  back  due  to 

(Fig.  204,  p.  788)     476,  788 

lower    extremity    from    491 

referred  pain   in  area  of 

10th  dorsal  nerve  in  . .     609 

-  ditplaood,  causmg  albuminuria  10 
forwards  by  pelvic  luema- 

tocele 760 

nephritis  from     . .         . .  8 

sacralgia  in         . .         . .  609 

-  ofllarood      429 

asymmetrically   in   flbro- 

myoma..         ..         ..     429 

amenorrhcea        . .  22.  23 

from  endometritis         . .     220 

pregnancy  . .         . .     860 

-  recognition  in  rectal  ex- 

amination       . .         . .     688 

-  flbromyoma  of  (see  Fibro- 

myoma  of  Uterus) 

-  fixation  in  central  position 

by  pelvic  abscess  . .     760 


VALERIAN— VESICULAR    MURMUR 
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Valerian,  foul  taite  from  . .  774 
Valetudinarians,  hepatoptosis  in  407 
Valvular   disease  (see   under 

Heart) 
Varicella  (sea  Ohlcken-pox) 
Varicocele     associated     witli 

renal  tumour       ..       391,  395 

-  diagnosis  of 523 

-  from  omental  hernia     . .     767 

-  -  omental    inguinal    hernia    741 

-  hernia  with 742 

-  impulse  on  coughing  in   . .     523 

-  pain  in  the  testicle  in       . .     523 

-  redncibility  of         . .         . .     741 

-  testicular  atrophy  from      78,  79 

-  of  vulva       . .  . .  . .     768 

iu  association  with  preg- 
nancy  . .         . .         . .     770 

-  -  rupture  of  veins  in  . .  770 
VarieOM  eczema,  haomosiderin 

in  macules  following      . .     424 

-  veins  (see  Veins,  Varicose) 
Variola  (see  Small-pox) 
Varnish- workers,  bulls  in    . .     110 
Vm    defertnt,     infection    in 

gonorrhoea  ..         ..     518 

thickening    of    in    acute 

epididjmo-orchitis     . .     518 
tulaerculous,   with  tuber- 
culous bladder. .         . .     441 

-  in  tuberculous  testis  519, 

680,  765,  767 
Vai»odilatation,    good    effects 

of  in  abdominal  angina  351 
Vasomotor  affections,  ptyalor- 

rhcca  in    . .  . .  . .     592 

-  changes  in  arm  due  to  cer- 

vical rib  . .  . .  128,  493 
syringomyelia      . .  . .     128 

-  lesions  in  infantile  paralysis 

131,  555 

-  neuroses,  albuminuria  in  . .  16 
causing  swelling  of  hands 

or  feet 459 

-  phenomena    in   extremities 

in  neuromyositis  ..     504 

-  system,   oedema  of  legs  in 

affections  of  . .  . .  459 
Vater,  ampulla  of  (see  Ampulla 

of  Vater) 
Veins  on  cheeks,  dilated,   in 

cirrhosis  of  liver  . .     300 

-  of  chest,  progressive  disten- 

tion in  chronic  mediastinitis  484 

-  diaHtoltc  collapse   of,   with 

adherent  pericardium    . .     242 

-  dilated  abdominal,  in  portal 

obstruction      . .         . .     300 
frontal  and  orbital,  in  ca- 
vernous sinus  thrombosis  253 

mammary,   in  pregnancy 

and  lactation  . .  . .     743 

-  precordial,     in    adherent 

.    pericardium     . .  . .     242 

thoracic,  from  mediastinal 

growth 296 

-  -  umbilical,  in  cirrhosis    . .       £9 

-  innominate  (see  Innominate 

Veins) 

-  method     of     determining 

direction  of  flow  in      824,  825 

-  of  neck,  pulsation  in  cases  of 

pulsation  of  liver  . .  407 
in  tricuspid  regurgitation  106 

-  popliteal,  thrombosis  in    . .     456 

-  retinal,  dilated  and  tortuous    462 

-  rupture  of,  purpura  from  596,  597 

-  thrombosed,  leucoc^tosis  in    400 

-  varicose,        asynunetrical 

oedema  in  . .         . .     456 

VEINS,  VARICOSE  ABDOM- 
INAL (Pto/*- AT/,  p.  824) 

9,  824 

-  —  in  ascites         . .         . .       61 


Veins,  varicose,  abdominal,  eontd. 

inferior      vena      cava 

thrombosis  . .         . .       61 

-  asymmetarical  oedema  in       455 

in  new  growth  of  lung      322 

superior     vena      cava 

obHtruction  . .         . .     458 

-  on  legs     •  •         . .         . .     733 
nasal    mucosa,    epistaxis 

from 251 

-  nodular  swellings  with . .     450 
oesophageal,    in    cirrhosis    296 

-  orbital,   intermittent  ex- 

ophthalmos from       . .     255 

-  pain  in  the  leg  from       . .     486 
pelvic,  dystocia  due  to  . .     227 

-  due  to  popliteal  aneurjrsm    762 

relation  to  saphcna  varix    733 

rupture  of  vulval  ..     768 

-  simulated    by    erythema 

nodosum  . .         . .     450 

VEINS.  VARICOSE,  THORACIC 
(Fig.  73)     . .         235,  826,  827 

from  aneurysm  . .     236 

dne  to  mediastinal  new 

growtli  121,  343,  773 

thrombosis  in     . .         . .     456 

ulceration  of  the  leg  from    810 

Vena  cava  obstruction,  inferior 
(see  Inferior  Vena  Cava) 

superior  (see  Superior 

Vena  Cava) 
Vcnci^ection,  blood  changes  after    37 

-  coma  as  indication  for      . .     137 

-  leucoi-ytosis  after    . .  . .     400 
Venous  congestion  of  liver  (see 

Liver,      Congestion      of, 
Venous) 

-  thrombosis  (see  Thrombosis) 
V'entilation,  headache  from  bad  328 

-  sore  throat  from  bad        . .     673 
Ventral   herniation   of   lapar- 
otomy scar,  visible  peris- 
talsis in 570 

Ventricle  (see  Heart) 

Veratria,  influence  on  muscle 

tone  . .         . .        161,  163 

Vermiform  appendix,  normal 
situation  of  (and  see 
Appendicitis,  and  Abscess, 
Appendicular)     . .         . .     722 

Vermin    killers,    strychnine 

poisoning  from  . .         . .     464 

Vermis,  tumour  in,  effects  of 

gait  on 643 

Veronal,  coma  due  to  . .     137 

-  poisoning,      Cheyne-Stokes 

respiration  in      . .         .  .     125 

-  purpura  from  . .         . .     596 
Verruca  necrogenica  . .         . .     266 

-  plana,  character  of  papule  of    628 

-  distinction    from    lichen 

planus 630 

-  vulgaris  (see  Wart) 
Vertebrro  (see  Spine) 

-  carcinoma  of  (see  Oarcinoma 

of  Vertebras) 
VERTIGO        827 

-  associated  with  floshhig     ..     268 
peripheral  facial  paralysis    636 

-  In  cerebellar  lesions  . .       69 

-  cerebral  tumour  and  abscess 

836,  341 

-  epidemic  jaundice  . .         . .     372 

-  from  intracranial  gumma. .     336 

-  lesions  of  semi-circular  canal    827 

-  Mtoi^re's  disease   . .         . .     847 

-  in  meningitis  ..         ..     642 

-  non-obstructive  anuria      . .      46 

-  nystagmus  with     . .        453,  827 

-  objective  and  subjective  . .     827 

-  in  otitis  media        . .         . .     470 

-  preceding  apc^lexy  . .     173 

hvmatemesis       ,.         ..     316 


Vertigo,  eontd. 

-  due  to  syphilitic  ear  disease  828 

-  ursemic         .48 

-  from  wax  in  ears    . .         . .  467 
Vesical  calculus  (see  Calculus, 

Vesical) 

-  crises  of  locomotor  ataxy  . .  662 

-  disease,  cystoscoplc  appear- 

ances In  . .         . .         . .  624 

simulation  by  appendicitis  632 

-  epithelioma  (see  Carcinoma 

uf  Bladder) 

-  hrltability 313 

-  sphincter    lesions,    inconti- 

nence from  . .  . .  440 

-  tuberculosis   (see    Bladder, 

Tuberculosis  of ;  and  Cys- 
titis, Tuberculous) 

-  tumours       441 

-  ulceration,  pvurla  due  to  623,  629 
Vesicants,   bulue  from  appli- 
cation of  ..         ..        110.  Ill 

-  causing  chloasma    . .         . .  674 

-  used  by  malingerers         111,  112 
VESICLES       829 

-  in  acute  rheumatism         . .  375 

-  anthrax        . .  . .  . .  746 

-  cerebrosphial  meningitis  . .  643 

-  cheiropompholyx    . .         . .  664 

-  dermatitis  herpetiformis  . .  781 

-  development  into  pustule  601,602 

-  differentiation  from  papules  628 

-  bullse  from  . .         . .  110 

-  in  eczema    . .         . .         . .  714 

-  erythema  multiforme        . .  631 

-  herpes  frontalis       . .         . .  807 

-  progenitulis         . .         . .  676 
zoster        479 

-  herpetic  uretliritia  . .         . .  209 

-  with  hidrocystoma  714,  889 

-  hnpetigo  . .        60S,  608 

-  from  insect  bites    . .         . .  834 

-  in  the  mouth  in  stomatitis  816 

-  napkin  region         . .         . .  446 

-  perleche  with  . .         . .  404 

-  ring  of,  in  anthrax . .         . .  603 

-  scabies  . .         . .        608,  654 

-  small-pox     . .         . ,         . .  606 

-  sjrphilides     . .         . .  . .  632 

Vesico-collc  fistula     . .  . .  146 

Vesicula     seminalts,     gono- 
coccal Infection  of         . .  207 

gonorrhceal  thickening  of  6S8 

-  -  inflammation  of,  pain  in 

perineum  in     . .  . .  616 

pain    in   the   back    from 

di8e&<)€8  of  the  ..  476 

-  not  palpable  per  rectum 

normally  . .         . .  688 

-  pnlpntion  per  rectum 

307,  619,  638 

-  tuberculous  . .    894 

association  with   other 

genito-urinanr  tuber- 
culosis  807,312,618, 
619,  626,  629,  638,  767 

deposits  In       . .         . .     630 

nodules  felt  on  rectal 

examination  519, 688 

pain  in  perineum  in  . .     616 

with  tuberculous  bladder  441 

testis  . .         . .     680 

Voelcular  murmur,  absent  in 

pneumothorax  . .     480 

lung  compression       . .     831 

affected  in  a  unilaterally 

enlarged  chest  ..     192 

deficient  in  bronchiectasis    703 

emphysema      . .         186,  246 

with  fibroid  lung       . .     824 

fluid  in  chest  . .         . .     193 

from  growth  of  lung  . .     322 

obstructed  bronchns  . .     296 

In  pneimioUiorax      193,  677 
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VESICULAR   MURMUR— VOMITING 


Vesicular  murmur^  eontd, 

-  deficient  on  right  side  in 

larfre  hydatid    cyst  of 

Uver 415 

Vibices  in  paniura  . .     AV5 

Vibrio  in  cliolva       . .         . .     301 
Vicarious    menstruaticm    (see 

MenHtniation^ 
Villi,  chorionic  . .         . .     S30 

Villous  carcinoma  of  bladder 
(see  Carcinoma  of  bladder) 

of  rectum,  hnmoniuM^  in      93 

VIncmt't  angina,  bacteriologi- 
cal diagnosis  of  . .         . .     672 
distinction     from     diph- 
theria    and     follicular 
toiuiillitiH  ..         ..672 
enlargement  of  submaxil- 
lary  lymphatic  glands  j 
Irtfis  common  in          ..     419  j 

f(rtor  of  breath  in  J»9,  C72 

fiMlform  bacilli  and  spirilla 

in  . .         . .       670,  672 

laryngitis  from  . .         . .     670 

pharyngitis  from  . .     670 

prognosis  good  in  . .     672 

-  rcAiRtance  to  treatment. .     672 
sore  tliroat  from  . .     670 

-  tonsillitis  from    . .        670,  672 

ulceration  of  tonsil  In  670,  672 

Violinist's  cramp        . .         . .     177 
VliearoptOtlt,  constipation  dne 

to  (Fig.  39)  ..  ..147 

-  displacemont  of  kidney  in       473 

liver  In     . .         . .         . .     473 

stomach  in  ..  ..     473 

-  dull     <lniin;ing     abdominal 

piiin  in 473 

-  illuRtruted 147 

-  insufficient   deficcation  due 

to  . .         . .         . ,     148 

-  protilo  of  abdomen  in       . .     473 

-  x-rays   and    bismntb    meal 

in  (iiugnosls  of  . .  . .  473 
Visible  peristalsis  (see  ]*eristal- 

Siii) 

VISION,  DEFECTS  OF         ..     834 

-  doublo  Ckcc  Diplopia) 

-  loss  of,  in  glaucoma  . .     257 

-  normal  characters  of        834,  835 

-  iH?rii»heral    c-oustriction    of 

field  of,  cniwfts  of  666,  838 

-  spiral  or  concentric  limita- 

tions of  in  hysteria  . .  837 
Visual  disturbance  tra'Asltory 

in  migraine  . .         . .     329 

-  word  centre 6H3 

agraphia  in  lesions  of      685 

Visuals,  definition  of . .  ..     685 

Vltili'^o,  diu};uoHls  of  chloasma 

from  . .  . .  . .     575 

Vitreous,    luemorrhage    into, 

ery tlirofisia  due  to  . .  8  tO 
sudden  blindness  from  839,  840 

-  hazy  in  glaucoma  . .          . .     838 
Vocal  COnll,  atnxy  of            . .       69 
inflammation  and  ulcera- 
tion   of,    *Iia£rnosis    of 
l.iryngoal          paraly»is 
from 537 

paralysis  (see  Paralysis  of 

Vt)cal  Oord) 

-  frtmltui  decreased  or  lost 
in  a  deformed  chest      . .     192 

in  emphysema  192 

-  -  with  pneumothorax  . .     193 

-  -  in  fibroid  lung    . .         . .     193 

-  t^ictile,  absent  in  pneumo- 

thorax   480  j  - 

-  -  decroiiMod  in  bronchial  .  - 

obstruction  . .         2U6,  322 

-  -  -  inorcased  in  emphysema    2 16 
-----  fibroid  lung..        216,  333 

-  une<iual  in  plithisis        ..     319 
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VolML  akRiniiainiii  of  (see 
Speech,  Abnormalitiee  of) 
with  cough  , .         . .     176 

-  -  in  laryngitis        . .        236,  673 

-  laryngeal  paralysis       638,  539 
mediiuBtinal  growth        . .     483 

-  excessive    use    of,    chronic 
pharyngitis  from  . .     673 

-  lost,  with  normal  cough,  in 
hysterical  aphonia  687  i 

-  monotonous     in     paralysb  | 
agitiins                 . .         . .     796  i 

-  nasal,  after  diphtheria  77, 181, 559 
in  myastlienia  gravis     . .     687  ! 

-  with  paralysis  of  palate  > 

640.  687  I 

-  ready  tiring  of,  from  chronic  , 
pharyngitis                     . .     673  ' 

myasthenia  gravis      . .     687  < 

-  reduction    to    wliisper    in  | 
hysterical  aphonia                687  ' 

-  sounds   absent  in  toondii-  , 
ectosis 703 

lung  compression       . .     381  ! 

deficient,  from  obstructed  ■  - 

bronchus  . .         . .     296  I  - 

or  ainent  in  pneumo-  I 

thorax  . .  . .     577  |  - 
hi  fibroid  lung  . .     824  .  - 

-  increased  in  emphysema      246 

-  test,  for  hearing,  whiK>ered    188 
Voices,  hearing  of,  as  epileptic 

aura  80  j  - 

Volatile  oils,  bulbe  In  workers 

among 110  ■  - 

Volkroann's  contracture      132,  165  >  - 

of  forearm  (Fig.  43.  p.  166)  I  - 

72,  166,  553  i  - 
Volvulus,    great      abdominal 

distention  from  . .         . .     152 

-  Intestinal  obstruction  from    431 

-  pain  in  left  iliac  fossa  in    . .     501 

-  of  sigmoid  colon     . .         . .     713 

-  vomiting  with 153 

Vomit   at>sence   of   free   IIH 

in.  in  new  growth  of 
stomach  Cand  see  Gastric 
Contents)  . .  . .     691 

-  black,  in  acute  yellow 
atrophy 30*2 

phosphorus  poisoning    . .     373 

yellow  fever         ..        301,  373 

-  hepatic  pus  in,  from  nipturo 
of  liver  abstM^ss  into 
stomach 409 

-  sarcime  in,  in  new  growt-li  of 
stomach  (Fiy.  92,  p.  267)    691 

VOMITING 841 

-  in  abdominal  angina  . .     851 

-  acetonuria  in  . .  . .         4 

-  in  active  congestion  of  liver    371 

-  acute  encephalitis      . .     139,  547 
poucrsil  peritonitis      431, 

472.  644,  718 

-  -  meningitis  . .         139,  563 

-  -  pancreatitis  292,  616,  724 

-  poliomjelitis       . .        128,  555 
rheumatism         . .         . .     671 

-  -  without  diarrhoea,  maras- 
mus from         . .  . .     426 

yellow  atrophy  of  liver  302,  370 

-  in  Addison's  disease  . .       38 

-  anaemic  . .         . .       40 

-  from  appendicitis     135,  729.  736 

-  in  arsenical  poisoning  87,  92,  297 

-  arteriosclerosis        . .         . .     328 

-  associated  with  flushing  . .  268 
with  bacterluria  . .  . .  81 
in  biliary  colic  ..  ..  135 
from   c^ircinoma  of  cancum     729 

-  colon         . .  . .  . .     367 

-  duofienum  . .  . .     725 

-  stomach    . .    299,  351,  485,  691 
central  causes  of    . .        843,  844 
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Vomiting^  contd. 

-  in  cerebelbu*  ahsccas  ..    « 
cerebral  al«m>MS         547.  A-^1,  ^ 

-  cerebral,  account  of         341.  « 

absence  of  Daiisca  in      . .    ? 

tumour         173,  292.  477. 

M7.  «!«,  7 

-  of  cerebral  type         328.  585, « 

-  of  children,  tetany  in       . .    1 

-  in  clironic  intestinal  ob«tnir- 
tion  . .  . .         . .    i 

peritonitis  . .         . .     i 

-  from  colic    . .    133,  363,  i**,  * 

-  collapse  after  severe         ..    i- 

-  due  to  colon  infiammatioa     7: 

-  with  constipation,  in  hyper* 
trophic  stenosis  of  the 
pylonw     . . 

-  coiiious.  from  carcinoma  of 
pylorus     . . 

in  ga#trectu«i> 

pyloric  obstmctioa 

-  cyclical,  of  infants.. 

-  with  cystic  kidneys 

-  definition  of  '  . . 
in   distonia    hejtaticnm 

fuctioii 

-  duo4](>nr»l  uli^er 

-  early  phttiisis 

-  effortlfCM.    in    ceretinU 
mo«ir  and  aUitcrw 

-  In  excludi:!:.'  gni^tric  atony 
exhaustion     of     ob<:tru<*tnl 

labour 
ftKulont      

-  in  appendicitis    . . 

-  gastro-colic  fistula 

-  geneml  peritonitis 

hysteria    . . 

intestinal  ol.Atnicticm  134. 

151.  431,  S4S,  <4' 
sex  inriilence  of..         ,.    6f 

-  of  fermenting  fluid  in 
pyloric  or  duodenal  ob- 
stniction  . .  . .  . .    57 

-  in  gall-stone  colic  . .         . .    Sf* 

-  gastric  causes  of     . .         . .    ^l 

-  in  gastric  crises  of  tabes  350.  4» 
from  gastric  frrment'kttOQ       2* 

-  -  uk-er         4o.  89,  29S,  3.'.;,  4* 

-  gastritis  ..         297,  Ji 
relii'f  of  pam  by  . .         ..4^ 

-  glaucoma      . .  . .         494,  S; 

-  Henoch 'ii  ]iur)iura     9«>.  3-9\  *" 

-  hypothermia  after  severe. . 

-  hysterical,  carvinoma  of 
stomach  mistaken  fiv    . . 

diagnosis    of    indigestion 

from      . .  . . 

-  in  influenza 
intestinal  ol^stniction    133, 

151.  153.  431.  571.  645. 
727,  733,  736.  741,  815,  S4 

-  peritoneal,    and    general 
visceral  causes  of       . .    $4 

-  intracranial     gumma     or 
tumour  . .         . .    ^ 

-  intractable,  in  acute  yellow 
atrophy  of  liver  . . "       . .    3'* 

-  in  intussusception  . .        727,  7^ 

-  irritant  or  corrosive  poison- 
ing . .  . .         . .    €7 

lead  poisoning  . .  . .  7 
M^ni^re's   disease..  ..    $- 

meningitis    . .  . .      341.  3at 

359,  622.  642,  W 
migraine  329.  837.  838. 840. S4 
moniing,  in  alcoliolism  238. 

243,  368,  73 

-  in  pregnancy  . .  . .  43 
neuro-muscular  mechanism  of  ^4 
non-obstructive  anuria  . .  4' 
at  onset  of  scarlet  fever  . .  *1 
in  otitis  metlia  in  children     ^^ 
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-  ph«pbonu  poiualng       . ,     31 

-  porul  obUrurtlon . .         ..     M 

-  ol  pngDuic}  (Ks  PnenuiCT) 

-  TvtUi  puerperaJ  eckni|Hl>..     13 

-  pyemia        . .  .  ^  . .     61 

-  wiUi  pTloric  otalncllon  114, 
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VOMITING— WASTING 


-  dubctic  WKDU  gUrtlng  In     < 

-  -  nilar^ed    Ln^lnftl   fluid 


luibory  afftctiona  of 
t'*  erjUwraa  of      - .     i 


pKudo-elephnntlull  ol    , 


VULVA.  SWELLIHG  OF      .■ 


f^rsion^reUl^taMla 

71° 

«J 

Ts)p  tender  from      190,  ; 
Ibickcning  ol  D^rcn  lo     1 


'  terttUT  typhUICIc  \ttkiat  of    ' 


dTipHreunlB  Irom  ..         ..     S!l 
'  goDorrh9«),  diHgiuak  frorD 


WAUriLlNO     Bait     in     con- 


-  gene™!    puxijlil   of   tba 


-  lyibphB&lc  glaod  enlarge- 


-  iin>hilltic  ivthriUa 


-  -  tabw        *H» 

WuHug  In  acuu  IcokiTDiia  . .     tit 

■  carcinoma  6S,  01,  >3,41!,ilj(,TST 

-  chronic  Cand  net  Cachdia)      fOB 

-  diabtloH  ..         BR,  SOI 

-  -  In    ndiilte,    Bospicion    of 

-  diMUn.   apparent  «ilai1[e- 

monl  ot  liier  in  ..         ..     40t 


«t,  in  cjcinHil  vomiting 


aauiar      (»«      Alropl.^. 

jBcnre.  in  ■iilldten.  prob- 

iOi  perttotiltiii 

itl.  r'toniBinf  poisoning  . . 

•» 

Bip  inHO-DSpheritU  wiUi  mp- 

ioi6 


WA  STING^WRIST 
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Wasting,  oontd. 

-  Tomiting  and   oonstipation 

in  hypertrophic  stenosis 
of  the  pylorus.. 

-  (and  see  Weight,  Loss  of ; 

and  Marasmus) 

Watch  test  for  hearing 

Watchmaker's  cramp . . 

Water,  insufl^ient  consump- 
tion of,  as  cause  of  consti- 
pation 

Water-brasli  (see  Heartburn) 

Water-drinking,  plumbism  from  1 36 

Water-hammer  pulse  in  aortic 

regurgitation  106,  107,  233,  231 

Watering  of  eyes  from  error  of 

refraction  . .         . .     328 

Wax  in  ear,  deafness  from    . .     467 

-  dry  cough  from  174, 175 

-  ecsema  of  external  audi- 

tory meatus  from 

-  purulent  discharge  due  to 
tinnitus  from 

-  vertigo  from       . .        467, 
Waxy  renal  tube-casts 

-  spleen  in  lardaceous  disease 
WeakntM   of    back   muscles, 

scoliosis  from 

-  in  Bright's  disease  . . 
~  carcinoma  of  colon 

-  of  the  Ihnbs  hi  chronic  alco- 

holism 

-  muscular,  in  general  paraly- 

BIS  •  ■  •  •  •  ■ 

paralysis  agitans 

-  in  neurasthenia 

-  at  onset  of  phthisis. . 

-  progressive,  from  growth  of 

lung         

-  in  pernicious  ansemia    . . 

-  tremor  from 
Weather,   effects   on   chronic 

rheumatic  pains . . 

-  quantity  of  urine 
Bore  tiiroat  672, 

-  pain  in   chest  in    phthisis 

varying  with 
Weber's  test  for  hearing 
Weeping  (see  Epiphora) 

-  in  ecsema    . .         . .       714, 
Weichselbaum,    meningococci 

of  (see  Meningococci) 
Weight  carrying,  scoliosis  from 

180, 

-  in  hypochondritim,   feeling 

of,  in  catarrhal  jaundice 

-  increasing,  in  myxoedema. . 

-  lifting,  sukKsonjunctival  ha> 

morrhage  from  . . 
WEIQHT,  LOSS  OF  . . 
from  carcinoma  147,  150,  205, 

299,  322,  351,  718,  724,  725,  736 
due    to  change    of   sur- 
roundings 
Qraves'  disease  . .        244, 

-  Hirschsprung's  disease.. 

in  infants  (see  Marasmus) 

methods    of    examining 

in  cases  of 

-  in  pernicious  amemia     . . 

-  rheumatoid  arthritis 
sarcoma    . . 

-  ulcerative  colitis 

-  sense  of,  in  gastritis 
WeiPt  diMaie 

albuminuria  in    . . 

jaundice  in 

purpura  in 

-  rigors  in 

Weir-Mitchell     treatment    in 

functional  wasting 
Werdnig-Hoffmauu    pto^^tc*- 
aive  muscular  atropYvy  ot 
infants '^^^ 


468 
467 
467 
828 
7 
696 

180 
90 
91 

797 

172 
796 
506 
620 

322 

30 
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Werlhof's  disease  . .  596,  600 
West  Indies,  yellow  fever  in  372 
WHEALS        850 

-  in  dermatitis  herpetiformis    831 

-  lichen  planus  . .         . .     832 

-  mode  of  production  of      . .     850 

-  relation  to  erythema        . .     850 

-  nodules 850 

papules 850 

-  in  urticaria  . .         . .         . .     252 

pigmentosa  . .         . .     805 

-  vesicles  on 850 

Wheezing  in  cmpliysema      . .     526 
Whetstone  crystals    . .         . .     816 
Whip-worm  (Fig.  154)         . .     569 
Whiskers,  extension  of  pedicu- 
losis pubis  to       . .  447 

Whisky-drinkhig,  polyuria  from  581 

Whispered     voice     test    for 

liearing 188 

Whistle,  inability  to,  from 
facial  paralysis    . . 

in  myopathy 

White  corpuscles  (see  Leuco- 
cytes) 

-  tongue,  or  cachexia  aquosa 
White-leg  (see  Phlegmasia  alba 

dolens) 
Whitlow,  axillary  abscess  due  to  731 

-  causes  of 445 

-  leuoocytosis  hi       . .         ...  400 

-  oedema  of  face,  neck,  and 

arms  from  458 

-  painless,  in  Morvan's  disease    285 

-  septicaemia  from     . .         . .     698 

-  with  syringomyelia  128,  285 

-  tlu-ombosis  of  veins  from. .  826 
WhooplnB-coogh       . .       400, 465 

-  abrasion  of  fraenum  lingua>  in   320 

-  bacilli  in  sputum  in  . .     705 

-  bronchitis  simulated  by  . .     705 

-  cough  after..  ..        175,  176 

-  hiemoptysis  in        ..        317,  320 

-  hernia  of  lung  from 

-  infantile  convulsions  in    . . 

-  leucocytosis  in 

-  orthopnoea  in 

-  paroxysmal  cough  in 

-  rupture  of  cortical  veins  in 

-  subconjunctival  hsemorrhage 

In 

-  swelling  of  eyes  and  face  in 

-  Tootii's    peroneal    atrophy 

developing  after  71,  560 

-  ulceration    of    frvnum    of 

the  tongue  from. .         . .     814 

-  vomiting  in  . .  467,  844 
Widal't    tatt    m    diagnosing 

cause  of  prolonged  pyrexia  609 

typhoid     fever     from 

pysemia        . .         . .     650 

frequent  failure  of        . .     610 

negative  fallacies  of       . .     610 

-  in  paratyphoid  fever  . .  697 
positive,   not  necea^rily 

indicative  of  typhoid       611 

-  in  typhoid  fever  90,  196, 

281,  372,  620.  650,  697 
Wind   (see   Flatulence;    and 

Meteodsm) 
Winged  appearance  of  scapula 
in   paralysis   of   serratus 
magnufl    . .         . .         . .     551 

Winking,  absence  of,  in  para- 
lysis agitans  262 

-  diminished,  in  Graves'  disease 

253,  261 

-  involuntary,   in  facial  par- 

alysis (/"t^.  139)  . .        534,  537 
Winter,  bronchitis  with  em- 
physema in         . .         . .     186 

-  covi:g,\\  (see  Cough) 
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459 


Wolf  bite,  hydrophobia  frc 
Wolffian  body,  rctroperitosM 

C3r8ts  derived  frmn 
Wool-workers,  M.n^ra-r  in    i 
Word    blintfiMoa,    bemiaso] 

with 
inability  to  read  in 

-  -  lesions  cmiKing    .. 
relationship  t41  defects 

vision,  8pe«di,  etc.  < 

varying       degrees,      a 

difEiculty  of  analysis 

-  with  word  desfnes 

-  OOntra,  auditory,  importai 

in  acquirement  ci  spec 

lesion    of,    word   de 

neas  from 

and  risoal,  sitoatioii 

(Fiff.  186) 

-  doafnoaa  from  dettmctioi 

centre 

examination  d  a  case 

lesions  causing    .. 

relation       to     power 

speech,  writing,  etc. 
WORMS,  INTESTInIl 

bile-duct  obstroction  t 

causing  increased  app< 

enuresis  with 

eosinopliiUa  with 

injwmnia  from     . . 

grinding;  of  teeth  witi 

infantile  convulsioBS  fr 

leucocytosis  with 

micturituon  frequent  ft 

night  terrors  from 

priapism  in  infancy  fr 

vomiting  with    . . 

(see  also  Tape-worm!^,  * 

Worry  as  cause  ot  fimctic 

djTspepsia 

-  constipation  due  to 

-  ill-effect  on  neurasthenia 

-  influence       on      trigemj 

neuralgia . . 

-  insomnia  from 

-  loss  of  weight  due  to 

-  malarial  relapses  due  to 

-  neurasthenia  from . . 

-  and  professional  cramp 

-  ptyalorrhoea  cai»ed  by 
Woundi     of     the     abdon 

infective  p<*ritonitis  fr 

-  in  the  chest,  surgical  emp 

sema  from 

-  infection  of  tetanus  tiutx 

-  on  the   neck,    surgical  < 

physema  from 

-  pneumothorax  after 

-  pysemia  from 

-  septicaemia  from 

-  of  thigh,  talipes  from 

-  in  the  trachea,  sirgical  < 

physema  from 
Wri^ling,     mild     choreifo 

movements  causix^ 
Wrhikles,    diminution    of 

facial  paralysis    . . 
Wrist,  athetotic  flexioa  of 

-  flexion  of,  in  brachial  ma 

Slegia 
I  paralysis  from  dion 

-  flexor     contracture    of 

arsenical  neuritis 

-  gonococcal  arthritte  of 

-  gout  in 

-  hypertrophic     osteo-artbi 

pathy  in  .  . 

-  lichen  planus  affecting 

-  multiple  ben%n  sarcoid  t 

-  osteo-arthritis  of    . . 

-  pruritus  of    . . 

-  scabies  of      . .  447,  1 
\  -  ^c^:»fc^\sNsiQak  dLtaease  of 
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prcM  'notices: 
"A  work  ofrefereaoa  wliicli  wd  can  cordlaUy  reoommsnd  to  all  boay  practitlonert." 

— Btit.  Med.  Jour. 

'*0f  special  use  to  the  general  practitioner.**— /-«»<-<'/. 

"The  sncoess  of  this  work  has  been  unqualifled."— />*W/«  Jour,  oj  Med.  Sciences, 

"A  nsefni  and  comprehensive  work.**— ^«/.  Press  and  arc. 
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J—/  French  Edition  by  W.  S.  Dickie,  F.R.C.S.  (Eng.),  Surgeon  North  Riding 
Infirmary,  Middlesbrough  ;  Consulting  Surgeon  Eston  Hospital.  This  unique 
work  is  not  intended  solely  or  even  perhaps  chiefly  for  the  Surgeon  ;  but  will  be 
found  invaluable  to  the  conscientious  General  Practitioner,  who  is  at  any  time 
liable  to  be  confronted  by  emergencies  demanding  surgical  interference.  It  also 
enables  operating  surgeons  who  are  unacquainted  with  the  details  of  Continental 
practice,  to  compare  those  methods  with  their  own. 

Contents  of  Vol.  I.— Section  I.— Introductory.  II.— The  Head.  IH. — The 
Neck.     IV.— The  Chest.     V.— The  Spine.     VI.— The  Abdomen.     Index. 

Contents  of  Vol.  II.— Section  VII. — The  Genito-Urinary  Organs.  VIII. — 
The  Rectum  and  Anus.    IX. — Strangulated  Hemiae.   X. — ^The  Extremities.    Index. 

The  demand  for  this  work  has  already  exhausted  the  first  large  edition,  and  a 
second  impression  is  now  ready. 

"  Although  many  rivals,  still  remains  .  .  .  by  far  the  best  wortc  of  its  kind." — Brit.  Med.  Jour. 

"  Bxcellence  of  text,  deamess,  fullness  of  suggestions,  abundance  of  iUustiations,  should  ensure 
success  in  this  country.  .  .  .  For  the  translation  we  have  nothing  but  praise.'* — Lanc€t. 

"  A  valuable  book." — AntuUs  of  Surg. 

'*  Admirably  put  together  .  .  .  beautifully  iUustxated." — Austr.  Mid.  Jour, 

"  Admirably  mustrated.'*— ;^«w  York  Med.  Jour. 

"  Among  the  finest  surgical  works  produced  Ui  this  ooimtry  during  the  last  ten  years.  We  say  this 
ddiberately,  with  a  knowledge  of  nearly  all  the  works  on  surgery  that  have  t>een  issued  during 
that  period."— if osfritel. 

"  Thoroughly  efficient  and  comprehensive  ...  in  descriptive  art  a  masterpiece  of  deamess." — 
Med.  Press  and  Circ. 

"  Magnificent  work.    The  superb  illustrations  surpass  anjrthing  we  have  yet  seen." — 5.  Africa 
Med.  Rec. 
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Large  Stm?.    Profusely  Illustrated  and  with  5  Coloured  Plates.    8/6  nety 

Interleaved  9/6  net, 

AN  INTRODUCTION  TO  SURGERY.  By  Rutherford 
MoRisoN,  MA.,  M.B.,  F.R.C.S.  Edin.  and  Eng. ;  Prof,  of  Surg.  Univ.  of 
Durham  ;  Coll.  of  Med.,  Newcastle-on-Tyne ;  Senr.  Surg.  Royal  Victoria  Infirmary  ; 
and  Exam,  in  Surg,  in  the  Univ.  of  Liverpool. 

"  We  wish  that  every  student  beginning  the  study  of  surgery  could  have  placed  in  his  hands  this 
little  work  .  .  .  general  principles  are  kept  deariv  in  view  .  .  .  written  in  forceful  dcwmatic  style 
.  .  .  even  piactiUoners  will  profit  by  bdng  made  to  see  the  great  fundamental  prinaples  undier. 
lying  their  daily  routine."— Ard.  Med,  Jour. 

*'  Extremdy  suggestive  ...  in  our  opinion  Mr.  Morison  has  been  singularly  successful  in  carry, 
ing  out  his  purpose.  .  .  .  We  hope  that  the  book  will  attain  to  many  subsequent  editions.  ...  It 
has  a  reason  and  a  character  <A  its  own." — Lancet. 

2nd  Edition,      Crown  Svo.      6/-    net. 

nPHE     NEW     PHYSIOLOGY     IN      SURGICAL     AND 

1  GENERAL  PRACTICE.  By  A.  Rendle  Short,  MB.,  B.S.,  B.Sc. 
Lond.,  F.R.C.S.  Eng.,  Hon.  Surg.  Registrar,  Bristol  Royal  Infirmary;  Senior 
Demonst.  of  Physiology,  University  of  Bristol. 

Gathers  out  from  the  newest  developments  of  Physiology  what  is  of  most 
value  in  the  treatment  of  patients  in  a  form  which  may  be  of  assistance  to 
the  general  practitioner,  surgeon,  and  candidates  for  examinations  in  ph3r5iology. 
It  limits  itself  to  those  aspects  of  disease  and  surgical  problems  which 
confront  all  practitioners. 

"  Contains  mudi  useful  information,  based  upon  recent  physiology,  whidi  the  reader,  be  he 
physician  or  surgeon,  will  find  of  value  in  the  diagnosis  of  disease  and  in  the  treatment  of  the  sick.*' — 
Brit.  Med.  Jour. 

"  Contains  a  suggestive  and  interesting  account  of  the  subjects  indicated,  and  can  be  recommended 
to  students  and  pracUtionerB  who  wish  to  keep  in  touch  with  the  current  advances  in  iqtplied 
physiology." — Lond.  Hotp,  Gax. 
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Now  Ready.    Demy  HvOy  with  76  IllusircUion^^  44  0/  which  arc  in  Coioui 

7/6  net, 

DISEASES  OF  THE  THROAT,  NOSE  AND  EAR. 
Practitioners  and  Students.    By  W.  G.  Porter,  M.B..  B.Sc.  F.R.C.S 
Surg,  to  the  Eye,  Ear  and  Throat  Infirmary,  Edinburgh  ;   Surg.,  Ear  and  Th 
.  Department,  Royal  Hospital  for  Sick  Children,  Edinburgh ;  Aurist  Ho  the  E 
burgh  Royal  Institution  for  the  Education  of  the  Deaf  and  Dumb. 

Third  Edition,    Revised  and  Enlarged.     9/6  mi. 

SYNOPSIS  OF  SURGERY:  For  Students  and  Pr 
TiTiQNERS.  By  Ernest  W.  Hey  Groves,  M.S.,  M.D.,  B.Sc.  L< 
F.R.C.S.  Eng.  ;  Assist.  Surg.  Bristol  Gen.  Hosp.  ;  Senr.  Demonst.  Anat.  Unix-e 
of  Bristol.     Illustrated  with  numerous  Diagrams  of  Surface  Markings. 

"  Gaining  knowledge  is  one  thing  :   retaining  it  for  ready  u%e  is  another,- 
equally  important."     This  book  has  proved  a  wonderful  help  in  both  particulai 

"  The  facts  which  present  the  best  and  most  modem  surgical  teaching  have  been  so  wdl  atr 
by  Mr.  Groves  that  the  reader  will  not  onl^  find  what  he  iRunts  with  ease,  but  will  also  be  en 
to  follow  the  subject  of  hto  reference  with  interest  and  profit.  .  .  .  May  be  regarded  as  oon 
n  its  range  of  subjects." — British  Medical  Journal. 

"  It  appears  to  contain  all  that  is  necessary  in  a  synopsis,  and  the  phraseology  is  not  too  ooiid< 
Such  a  book  as  this  may  be  legitimately  employed  for  revising  knowledge.  — Lamctt. 


Crown  Svq,     6/~  net. 

A    PRACTICAL  GUIDE  TO  THE  NEWER  REMEDIl 

't\  By  J.  M.  Fortescue-Brickdale,  M.A.,  M.D.  Oxon. ;  Phys-  to  CL 
College  ;  Asst.  Phys.  to  the  Bristol  Royal  Infirmary  ;  I^ect.  on  Pharmacolo(j 
the  University  of  Oxford ;  and  Clin.  Lect.  in  the  University  of  Bristol. 

An  account  of  the  properties  and  dosage  of  the  principal  new  drugs.  ' 
indications  as  to  their  relative  and  collective  value,  as  shown  by  clinical  exp^erie 
laboratory  experiment,  and  a  study  of  the  literature. 


"  May  be  cordially  recommended  as  a  readable  summary  of  the  newer  remedies,  of  what  nu 
ezpectnl  from  them,  and  also  of  what  may  be  feared  from  thdr  tmwise  or  haphaxard  admini 
tion." — Brit.  Med.  Jour. 

"  Much  valuable  information  is  contained  in  this  work,  and  the  complete  maaner  in  whicA 
investigations  have  been  made  gives  confidence  in  the  opinion  expressed  bf  Dr.  Forte 
Brickdale."— Lafir«r. 

"  Satisfies  a  distinct  want.  ...  No  words  are  wasted." — Pkarm.  Jour. 


fust  Ready.    Second  Edition.    Crown  Sfo.     With  nuntcrons  Diagrams,  5/6 

THE    PRESCRIBING    OF    SPECTACLES.       By    A. 
Percival,  M.A.,  M.B. ;  Senior  Surg,  to  the  Eye  Infirmary,  Newcastle 
Tyne.     Describes  the  practical  methods  of  determining  errors  of  refraction 
errors  of  muscular  balance,  and  gives  clear  directions  for  prescribing  spectacles 
their  treatment.  

"  A  valuable  treatise  which  no  ophtluilmic  surgeon  can  afford  to  dispense  with.  .  .  .  It  ii 
possible  to  praise  too  highly  the  later  chapters  of  the  book." — Brit.  Med.  Jour. 

"  No  better  introduction  to  the  algebraical  exposition  of  the  subject  can  t>e  found  in  the  Enj 
language.  .  .  .  We  cordially  recommend  the  book.*'— LanccT. 

"  We  can  conscientiously  recommend  the  book  to  aU  ophthalm(dogists  who  desire  to  undcrs 
the  principles  on  which  they  work,  and  are  not  content  to  work  by  simple  rule  of  thumb 
Ophthalm.  Rev. 
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-*•  J-     Results  of  Modern  Research  into  these  Questions — their  Trend  and  Sig 
cance.     By  Ronald  Campkll  MacFie,  M.A.,  M.B.,  CM. 
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